ﬁ Provider Overpayment Worksheet
w1 Sclect Health

of South Carolina, Inc.
An AmeriHealth Mercy Company

Provider Information

Provider Name Tax |D#

NPI # Today’s Date

Select Health Select Health Select Health Date of Select Health Refund
Check Number : Check Amount |  Claim# i Service : Paid Amount :  Amount
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	Provider Name: 
	Tax ID: 
	NPI: 
	Today’s Date: 
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