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Form for Request for a Coding Arbitration
The Arbitration Process cannot be initiated until the entire Claim’s Process has been completed (see number 2 instructions on page 2)
Please complete page 1 of this form, then scan it and attach the required document; forward all in pdf format to a Health Authority, Abu Dhabi (HAAD) Coding Representative:

Jameel Ahmed, Seha Rep - jaahmed@ahs.ae
Linda Jewell, Seha Rep - ljewell@seha.ae    
Waleed Tawfiq, Private Provider Rep - Waleed.Tawfiq@alnoorhospital.com
Emmanuel Suganand, Private Hospital Rep - esuganand@dublinhealthservices.com
Sunil Krishnamma, Daman Rep - sunil.krishnamma@damanhealth.ae
Ali Anees, Daman Rep - ali.anees@damanhealth.ae
Mohanned Al Makhamreh, Non-Daman Insurance Rep – Mohanned_Al_Makhamreh/MEDICALCL/adnic@adnic.ae
Lavanya Nagarajan, Non-Daman Insurance Rep - lavanya.nagarajan@nas.ae
I  Petitioner’s Information:

I.   Healthcare Entity Name....................................................................  2.   License #........................................
3.   Name of Petitioner ..............................................................................................................................................

4.  Position of Petitioner ..........................................................................................................................................

5.  If requested by a Third Party (please see number 4 instructions on page 2)

Third Party Company Name:....................................................................................................................


Third Party Contact Name ........................................................................................................................
II Second Party’s Information

1.  Name of Second Party ..........................................................................................................................................

III Code(s) Information

1.  Please explain in detail what code(s) are to be arbitrated and the reason for this request: 

Code(s)  .........................................................................................................................................................................
Reason(s)......................................................................................................................................................................

..........................................................................................................................................................................................
.............................................................................


.........................................................................
Signature






Position

	To be completed byHAAD 

(Reference Number)
	


IV Documents Required (Please scan as .pdf format and ensure all patients’ ID information is redacted (completely remove from Patient’s record both name and medical record number.)
1.  Coding Arbitration Request Form, page one completed, signed and stamped (Attach additional pages as required for III Code Information)
2.  Claim and Resubmission Claim Denial or Rejected Authorization Request.
3.  Medical Record of the Encounter, if applicable
4.  If Arbitration Request is made by a Third Party, as per CCSC Guidelines a Power of Attorney for this specific Request must be attached.
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