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HMIARS

Integrated Medical
Audit Specialists, Inc.





P.O. Box 960818, Miami, FL  33296-0818 ~~ Telephone (305) 386-2086   Fax (305) 386-2084

 FORMCHECKBOX 
  Financial/Quality Audit (with Med Recs)  

 FORMCHECKBOX 
  Pre-payment Bill Screening (Review of UB-04 & itemized bills)
Date Sent : 





Requested By : 







Client Company : 




Policy Number : 


    Plan Type : 


Insured Name : 





Patient Name : 







Patient’s Date of Birth : 




Age : 


              Sex :       FORMCHECKBOX 
  Male           FORMCHECKBOX 
  Female

Provider Name : 




Dates of Service : 







City / State : 





Tax I. D. # : 







Diagnosis : 





Surgical Procedure : 






Total charges on bill : $




Repricing Network : 






Medical Records Number : 



Patient Account Number : 





Submitted bill is :
 FORMCHECKBOX 
  Interim
 FORMCHECKBOX 
  Final
 FORMCHECKBOX 
  Additional or Late Charges

Reason audit / screening is requested :

 FORMCHECKBOX 

Quality of care issue / concern


 FORMCHECKBOX 

Over “stop loss”
threshold - $

  Days 


 FORMCHECKBOX 

Excessive charges 



 FORMCHECKBOX 

Inconsistencies in charges

 FORMCHECKBOX 

Excessive Length of Stay



 FORMCHECKBOX 

Multiple Diagnosis Charge Split 

 FORMCHECKBOX 

Non-covered condition “carve out”

 FORMCHECKBOX 

Pre-audit Bill Screening


 FORMCHECKBOX 

Other __________________________________


Brief summary of reason for audit / screening or special circumstances that apply : 



















































(Please advise of any policy exclusions or patient specific exclusions that may affect the performance of the evaluation)
Please include as many of the following items as possible.  Kindly mark  FORMCHECKBOX 
 if included :

 FORMCHECKBOX 

UB-04 or HCFA 1500

 FORMCHECKBOX 

Complete Itemized Bill
 FORMCHECKBOX 
 
Medical Records (as may be available)

 FORMCHECKBOX 

Case Management Notes (if done by other than IMAS) 
 FORMCHECKBOX 

Patient authorization to release information 
 FORMCHECKBOX 

Authorization letter from company 
 FORMCHECKBOX 

If Prepayment made to Provider (Amount Paid $ 

   Date 


     Check #

)
Requestor’s Signature


   Title

     
    Date

      Telephone Number (inc. extension)

