1500 Claim Form Change Request Form

Complete the following form to request changes to the 1500 Claim Form.  Please be as thorough as possible in the explanation for the requested change(s).

Requests for change must provide sufficient documentation to show that the requested change is necessary because it significantly affects providers or payers, and failure to adopt the change will cause significant delay in claims processing or hardship for the providers, payers, or others who use the form.  

Completed forms can be emailed to the NUCC at nuccinfo@nucc.org.
	 Provide requested information / Mark applicable box

	Date:
	

	1. Requester Information

	Individual’s Name:
	

	Address (Line 1):
	

	Address (Line 2):
	

	City:
	

	State:
	
	Zip Code
	

	Telephone:
	

	Fax:
	

	E-mail:
	

	2. Does this request and information provided represent the official position of a particular health care organization or a third-party payer/administrator?

	Yes:
	
	No:
	

	If Yes, please provide Organization / Entity Name:
	

	3. Specify current 1500 Claim Form Item Number to be revised.

	Item Number
	

	4. Description of proposed revision.

	Check here ___ if continued on a separate sheet


	5. Reason for proposed revision, including reasons why the existing Item Number is no longer relevant.

	Check here ___ if continued on a separate sheet

	6. Is there supporting documentation or literature that you wish to submit to support your request?

	Yes:
	
	No:
	

	7. If supporting documentation is not attached, please note how material will be submitted.

	“Fax”:
	
	Surface Mail:
	
	E-Mail:
	

	8. Additional Comments:

	Check here ___ if continued on a separate sheet
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