	
	
	



	
	
	



[image: ]                                         improper payment dispute

to:	______________________________________reimbursement department
from:	______________________________________					
subject:	payment dispute
date:	__________________

Name of Child:  ________________________________________		Date of Birth: ________________________________ 	
Month/Year Disputed:	 ____________________ Amount Disputed: __________________  |_| Money due to ELCNC |_| Money due to Provider
Dispute Explanation: _________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
SUPPORTING DOCUMENTATION ATTACHED:
	
	
	



	
	
	





	

	Crystal River Office
382 N Suncoast Blvd
Crystal River, FL 34429
352-563-9939 Phone
352-563-5933 Fax
877-336-5437 Toll-Free
	
	

ELPOP 400.34: Improper Payment Dispute Form
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[bookmark: Check1]|_|Copy of Attendance Roster for Disputed Time Period
[bookmark: Check2]|_|Copy of Sign In/Sign Out Sheet for Disputed Time Period
[bookmark: Check3]|_|Copy of Provider Reimbursement Transmittal for Disputed Time Period
[bookmark: Check4]|_|Excessive Absence Proof   
[bookmark: Check5]|_|Other Documentation
	
	
	



	
	
	





Early Learning Provider Name:     ______________________________________________________________________________________
Authorized Representative’s Name (please print): _________________________________________________________________________
Authorized Representative’s Signature and Date: __________________________________________________________________________
Please note that you have sixty (60) days from the receipt of the Reimbursement Transmittal to dispute an underpayment of services. If there is a payback due to the Coalition, the amount will automatically be withheld from your next reimbursement.

Reimbursement Department 
Date Received: ___________________ 
Dispute Decision: 
[bookmark: Check6]|_| Dispute Fully Awarded   
[bookmark: Check7]|_| Dispute Partially Awarded - Amount Awarded $________________ 
[bookmark: Check8]|_| Dispute Denied 

Explanation of award decision: _________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________
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