
Provider Inquiry Request for Clarification  
Regarding Claims/Bulk Checks/Predeterminations/Member Eligibility  

Fax to (888) 468-2184 
 

Please fax this form to (888) 468-2184 for Eligibility, Claims/Predetermination and  
Bulk Check inquiries.  Assigned to:   Date: ___ /___ /______ 
A Response will be provided through either a fax or phone call to the office within 2   
Business days.    Healthplex USE ONLY 
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