Community Health Network of Connecticut, Inc.

Program Integrity Fraud Reporting Form for Providers
Please complete the information requested below and be as detailed as possible.  If you need to speak to us you can call our fraud reporting hotline number 866-700-6109.
Your Information:  
(Optional – you may choose to remain anonymous.)

Name: _______________________________________________________________________________
Provider/Company:  ____________________________________________________________________
Address:  ____________________________________________________________________________
City:  ________________________________
State:  ____________________ Zip Code: ___________
Phone:
______________________________
Email:  _______________________________________
If you wish to remain Anonymous, would you be willing to set up an alias?  ____Yes  ____  No

If yes, alias name:  _____________________________________________________________________
Future contact information:  ______________________________________________________________
Can you provide any of the following information about the subject of your complaint:
Full Name: _______________________________________  Date of Birth: _______________________
Social Security Number: ____________________________  Medicaid Number:____________________
Home Street Address: __________________________________________________________________
City:  _________________________________
State: ____________________
Zip Code:___________
Phone:
______________________________________________________________________________


Employer Name: ______________________________________________________________________
Employer Street Address: _______________________________________________________________
City:  _________________________________
State: ____________________
Zip Code:___________
Work Phone: _________________________________________________________________________
HUSKY A

HUSKYB

CHARTER OAK

SAGA

(Please circle type of coverage)

What is the time frame the alleged incident occurred?  _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please provide a detailed description of the suspected fraud or abuse:  ____________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please Provide a detailed description of the suspected fraud or abuse CONTINUED:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any documentation to support your complaint?   ____  Yes   ____  No

If yes, please describe the document(s) and provide a copy of the document(s).  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for completing the form.  You can mail it or fax it to:

Mail to:  Community Health Network of Connecticut, Inc.


  Government Affairs and Compliance


  11 Fairfield Blvd


  Wallingford, CT 06492
Fax to:  203-265-2780


Government Affairs and Compliance

