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	State of Delaware
The Department of Services 

For Children, Youth and

Their Families
	Division of Prevention and Behavioral Health Services

	
	
	Treatment Billing/Claim 

Level 2 Appeal Form




Provider Name      
Contact Name      
Contact email      
Contact Phone      
Billing Representative Denial Date      
Denied by      
Denial Reason       
	Client Name
	DOB
	Service Type
	Service date(s)
	Units
	Auth #

	     

	     
	     
	     
	     
	     


Please describe your reason for Appeal

     
Please be sure to attach the denial letter from the billing manager and any supporting documentation you have.  

Fax to Attn: Jennifer Tse 302-622-4475
