REQUEST FOR HEARING BY MEDICAID PROVIDER
[bookmark: _GoBack]MICHIGAN ADMINISTRATIVE HEARING SYSTEM
BENEFIT SERVICES DIVISION
P.O. Box 30763
Lansing, MI 48909
FAX: 517-373-4147
(Please complete fully)
	Name of Provider:
	Title:

	Provider’s NPI No:

	Provider’s Medicaid Contract No:

	Business Address: (No. & Street)
	Suite #:

	City:
	State:
	Zip Code:

	Provider Business Telephone No: (             )

	Provider Fax No: (             )



This is to request a hearing to appeal a Determination by the Michigan Department of Health and Human Services (DHHS) issued on:
	           /           /20


Date:
A copy of the Determination is attached: 
Yes:          No: 
The Provider’s reason(s) for appealing the DHHS Determination is as follows:
	____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



(NOTE: Attach additional sheets if needed.)
The Provider will have the following representative or attorney at hearing (optional):Authorized Hearing Representative
Name:
Address:

Tel. No:
Fax No:

Attorney (Licensed to practice in MI)
Name:
Address:

Tel. No:
Fax No:

(Authorized Hearing Representative or Attorney must file a written Appearance)


SUBMITTED BY:
	Name (Print):

	(Title – if applicable):

	Signature:

	Date:          /          /20



SEND COMPLETED FORM BY MAIL OR FAX TO:
MICHIGAN ADMINISTRATIVE HEARING SYSTEM
BENEFIT SERVICES DIVISION
Attn: Medicaid Provider Appeals
P.O. Box 30763
Lansing, MI 48909
FAX: 517-373-4147
(25 pages maximum for faxing; if over 25 pages, please mail.)
TEL: (517) 373-0722 

FOR MAHS USE ONLY:
	Date Received:          /          /
	Date Completed:          /          /

	Completed by:
	ALJ Assigned:

	MAHS Docket No:
	Hearing Date:          /          /



	(COMPLETE REVERSE SIDE)	
