
Managed Care Drop-off Receipt


				
Organization Name: _____________________________

Name (Print): __________________________________
	
Signature: _____________________________________			Date: ___________________

Managed Care Signature: _________________________		Date: ___________________
	Item
	Description (include date range for claims)

	Example: 25 CMS 1500 forms
	DOS 8/1/23 – 8/31/23
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