	UMMG – I D X 
	REPORT REQUEST FORM


Check the appropriate box:
 FORMCHECKBOX 
Custom
 FORMCHECKBOX 
Standard

Name     
Select the Applicable Parameter:









Specify:     
  FORMCHECKBOX 
Billing Area

 









 FORMCHECKBOX 
Provider




 FORMCHECKBOX 
FSC




 FORMCHECKBOX 
Facility




 FORMCHECKBOX 
Location (LOC)/POS



SELECT OUTPUT REQUEST(S):
 FORMCHECKBOX 
UMMG#


 FORMCHECKBOX 
Invoice#

 FORMCHECKBOX 
Charge Amount

 FORMCHECKBOX 
Payment Amt

 FORMCHECKBOX 
Adj. Amount

 FORMCHECKBOX 
Credit Amt.
 FORMCHECKBOX 
Posting Date

 FORMCHECKBOX 
Service Date

 FORMCHECKBOX 
Patient Name

 FORMCHECKBOX 
Date of Birth
 FORMCHECKBOX 
Patient Address

 FORMCHECKBOX 
Telephone #

 FORMCHECKBOX 
Social Security Number

 FORMCHECKBOX 
other      
 FORMCHECKBOX 
 Invoice Balance (Specify: Greater than $ Amt.       Or Less than $ Amt:     ) 






(Reminder:  $0 invoice balances will not be included unless specified)

 FORMCHECKBOX 
 Non Line-Item Posted Payments (i.e. Self Pay)

OUTPUT SPECIFICATION:
 FORMCHECKBOX 
DOWNLOAD
 FORMCHECKBOX 
PAPER

	Please indicate desired format for report     

 FORMTEXT 
     


Division Name:     




For I D X USE ONLY:
Name:
     








Phone:     






Date Received:     
Date:      






Date Completed:     
Fax#:     






Hours Expended:     
Fax completed form to 305-243-7355
