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Passport Health Plan
Attn: Recoupments

P.O. Box 7114
London, KY 40742

Phone: 800-578-0775 
Fax: 502-585-8339 

Provider Name Provider ID

Contact Name Phone #

Provider Email Address

Member’s ID Member Name

Claim(s) # Remit #

Date of Service Total Amount Billed

Check Number (from Passport Health Plan) Recoupment Amount

Reason for recoupment:

RECOUPMENT FORM


