APS Healthcare, Inc.
4545 Lincoln Boulevard Suite 103
Oklahoma City, OK. 73105
800-762-1560 (Main)/800-762-1639 (FAX)

CORRECTION REQUEST

FAX DATE:
FROM: FACILITY/AGENCY: _____
PROVIDER ID# _____
CONTACT NAME: ____

FAX NUMBER: PHONE NUMBER:

Check One: Outpatient TFC Inpatient

RE: MEMBER NAME:
First, MI, Last, Designation (Sr., Jr., lll, etc.)

RECIPIENT ID #: CARECONNECTION RID #:

REQUESTED CORRECTION: (NO clinical information)

CONFIDENTIALITY

The documents included in this transaction may contain confidential information from the APS Healthcare, Inc.
The information is intended for the use of the person or entity name on this transmittal sheet. If you are not the
intended recipient, be aware that any disclosure, copying, distribution or use of the contents of this transmission
is prohibited. If you have received this transmission in error, please immediately telephone the APS Healthcare,
Inc. so that we can arrange for the disposition of the transmitted documents.

(revised 04-29-10)



