
Instructions for Completing the Medicare PWK Fax Cover Sheet When Submitting Additional Documentation

Claims Processing PWK Fax Cover Sheet
ALL fields are REQUIRED.

ACN: (Exactly as entered in the PWK loop on the claim)

Beneficiary Last Name:

Billing Provider Phone Number:

(  )  - 

Total Number of Documentation Pages: (Including Cover Sheet)

Comments:

Beneficiary First Name:

Date of Service End:

 /  / 

Complete one PWK Fax Cover Sheet for each electronic claim for which documentation is being submitted.
This form should not be submitted prior to filing the claim.

ICN:

Medicare ID:

Date of Service Start:

 /  / 

Total Claim Billed Amount:

Billing Providers Name

NPI:

This document is intended solely for the use of the individual or entity to which it is addressed and may contain information that is privileged, 
con�dential and exempt from disclosure under applicable law. If the reader of this notice is not the intended recipient or individual responsible 
for delivering the message to the intended recipient, you are hereby advised that any dissemination, distribution or copying of this information 
is strictly prohibited. If you receive this communication in error, please destroy these pages. 

PLEASE DO NOT USE STAPLES FOR ANY DOCUMENTATIONPLEASE DO NOT USE STAPLES FOR ANY DOCUMENTATION

CL-JJ-B-4100
CL-JM-B-4100 
Revised 08/2019

Please send this form and all additional documentation to
Fax: (803) 870-0161

JJ MAC - Palmetto GBA
P.O. Box 100306

Columbia, SC 29202-3306

https://www.palmettogba.com/palmetto/providers.nsf/DocsR/Providers~JJ Part B~Browse by Topic~General~BENL7J0713?open
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