
Supplemental Payment Claim due thirty days after the end of each calendar period.

Send all Supplemental Payment Claims or inquiries to:

Mailing address to the Division of Health Care Financing and Policy:

Rates and Cost Containment Unit

The Division of Health Care Financing and Policy

1100 East William Street, Suite 101

Carson City, NV  89701

Electronic email address to Mike Uva Supplemental Reimbursement Unit

michael.uva@dhcfp.nv.gov

Phone number to Supplemental Reimbursement Unit:

(775) 684-7971

Provider Name:

Provider Number(s):

Person Completing Survey: 

Contact Information:

Name: 

Address: 

Address:

Phone:

Fax: 

Email:

Signed:

Date:

Related Comments: 

Division of Health Care Financing and Policy

Supplemental Reimbursement Unit

FQHC and RHC Supplemental Payment Claim 

mailto:michael.uva@dhcfp.nv.gov






Division of Health Care Financing and Policy

Supplemental Reimbursement Unit

FQHC and RHC Medical Supplemental Payment Claim 

Provider Name: Provider #:  Billing Date: 

TX TX TX                          Date TX TX $ $ $ $ Date

Provider ID 

Number 

MCE-Recipient                   

ID Number 

Medicaid    

Recipient ID #                              

11-Digits 

Date of 

Service
CPT Code

Managed Care Entity (MCE) 

Name

Total Billed 

Amount ($)

MCE Paid 

Amount ($)

Other Paid 

Amount ($)

Total Paid 

Amount ($)
Recipient DOB



Division of Health Care Financing and Policy

Supplemental Reimbursement Unit

FQHC and RHC Dental Supplemental Payment Claim 

Provider Name: Provider #:  Billing Date: 

TX TX TX                          Date TX TX $ $ $ $ Date

Provider ID 

Number 

BILLING

MCE-Recipient                   

ID Number 

Medicaid    

Recipient ID #                              

11-Digits 

Date of 

Service
CDT Code

Managed Care Entity (MCE) 

Name

Total Billed 

Amount ($)

MCE Paid 

Amount ($)

Other Paid 

Amount ($)

Total Paid 

Amount ($)
Recipient DOB



Division of Health Care Financing and Policy

Supplemental Reimbursement Unit

FQHC and RHC Behavioral Health Supplemental Payment Claim 

Provider Name: Provider #:  Billing Date: 

TX TX TX                          Date TX TX $ $ $ $ Date

Provider ID 

Number 

BILLING

MCE-Recipient                   

ID Number 

Medicaid    

Recipient ID #                              

11-Digits 

Date of 

Service
CDT Code

Managed Care Entity (MCE) 

Name

Total Billed 

Amount ($)

MCE Paid 

Amount ($)

Other Paid 

Amount ($)

Total Paid 

Amount ($)
Recipient DOB



Division of Health Care Financing and Policy

Supplemental Reimbursement Unit

FQHC and RHC Medical/Behavioral Health Supplemental Payment Claim 

Provider Name: Provider #:  Billing Date: 

TX TX TX                          Date TX TX $ $ $ $ Date

Provider ID 

Number 

BILLING

MCE-Recipient                   

ID Number 

Medicaid    

Recipient ID #                              

11-Digits 

Date of 

Service
CDT Code Managed Care Entity (MCE) Name

Total Billed 

Amount ($)

MCE Paid 

Amount ($)

Other Paid 

Amount ($)

Total Paid 

Amount ($)
Recipient 

DOB


