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COMPLETE FORM ONLINE  -  PRINT AND SAVE TO YOUR COMPUTER  -  THEN FAX OR E-MAIL      Fax to: 708-535-8088  -    Or   -    
     E-mail to:  AASRetroReview@mdmonline.com
Patient Information 

Patient Name:      
Claim Number:       
Work Comp  FORMCHECKBOX 

    Auto  FORMCHECKBOX 


Group Health  FORMCHECKBOX 

Is this claim litigated?

    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

Was this service authorized?
    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

Date invoiced received?      
If agreement is reached - number of days in which claim will be paid:      
Payor Information
Name of Company:      
Address:      
City/State/Zip:      
Office Phone:      
E-mail Address:      
Adjuster Name:      
Adjuster Fax:      
Your MDM/DiaTri Sales Representative:       

Comments:     



DiaTri’s Ancillary Services


Nationwide Coverage





Please attach all HCFAs & UBs with any explanation of Bill Reductions.











