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FORMS 

Number Name Revision Date 
DHHS 126 Confidential Complaint 06/2007 
DHHS 205 Medicaid Refunds 01/2008 
DHHS 931 Health Insurance Information Referral Form 02/2018 

Duplicate Remittance Advice Request Form 09/2017 
Claim Reconsideration Form 05/2018 
NCPCP Universal Claim Form Sample 

--- South Carolina Medicaid MedWatch 07/2010 

--- Prior Authorization Request 10/2015 
Proton Pump Inhibitors Prior Authorization Request 12/2010 
Growth Hormone Prior Authorization Request – Adult 
Treatment 

09/2015 

Growth Hormone Prior Authorization Request – Pediatric 
Treatment 

09/2015 

Antipsychotics for Children Ages  ≤ 6 Years 09/2015 
Prior Authorization Request – Hepatitis B 09/2015 
Prior Authorization Request – Hepatitis C 05/2010 



 

 

STATE OF SOUTH CAROLINA 
DEPARTMENT OF HEALTH 

AND HUMAN SERVICES 
 

CONFIDENTIAL COMPLAINT 
 

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY 
 DEPARTMENT OF HEALTH AND HUMAN SERVICES 
 P.O. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210 

 

PROGRAM INTEGRITY 
THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID 
PROVIDERS AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR 
COMPLAINT. PLEASE IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE 
REFERENCES. UNLESS OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR 
TYPED. 

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL. 

 

SUSPECTED INDIVIDUAL OR INDIVIDUALS: 

 

 

NPI or MEDICAID PROVIDER ID: (if applicable) 

 

MEDICAID RECIPIENT ID NUMBER: (if applicable) 

 

ADDRESS OF SUSPECT: 

 

 

 

LOCATION OF INCIDENT: 

 

DATE OF INCIDENT: 

 

COMPLAINT: 

 

 

 

 

 

 

 

NAME OF PERSON REPORTING: (Please print) 

 

SIGNATURE OF PERSON REPORTING: 

 

DATE OF REPORT 

 

ADDRESS OF PERSON REPORTING: 

 

 

 

 

TELEPHONE NUMBER OF PERSON REPORTING: 

 

SIGNATURE: (SCDHHS Representative Receiving Report) 

 

SCDHHS Form 126 (revised 06/07)  



 

 

 

 
 





 

 

 

 
 
 



 

 

 
 



 

 

 
 



 

 

 
NCPDP UNIVERSAL CLAIM FORM SAMPLE 

 

 

 
 



 

 

 
 
 
 

 



 

 

 
 

 
 
 
 



 

 

 



 

 

 
 

 
  



 

 

 
 

 
 



 

 

 
 

 
 

  



 

 

 
 

 



 

 

 

 


