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Purchase/Referred Care (PRC) Service Appeal Form 

 
 
Date: ___________________      
 
Patient Name: _____________________________________ Med Rec #_______________ 
 
Date of Birth:  ________________     Case #:  _________________ 
 
Person submitting Appeal:  _______________________________________________________ 
 
Provider:  ___________________________________________ Date of Service:  __________ 
 
Reason for Denial:  _____________________________________________________________ 
 
Patient’s Reason for Appeal:   
 
 
 
 
 
 
 
 
 
 
 
Additional supporting documentation: Yes or No 
 
 
 
To Appeal submit this form and/or appeal letter, along with a copy of PRC denial letter, any 
additional supporting documentation, and all medical bills relating to this denial (optional).   
 
Submit all appeals to:  Oneida Community Health Center 
    Attn: PRC Supervisor 
    PO Box 365 
    Oneida, WI. 54155 
 
 



 

 
==================================================================== 
Office use only: 
 
 
Appeal deadline date:  ___________________ Received date:  _______________________ 
 
 
PRC Additional Information:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
Decision:  Upheld/Overturned Decision date:  __________________ 
 
 
Reason for decision:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
 
 
Authorized Signature:  ________________________________________ Date:  ____________ 
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