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   Multiple-Provider Claim Dispute Form 
   Submit this form with the VSP Provider Claim Dispute Request. 
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Patient name 

 
 

DOB 

Member ID or 
last four digits 

of SSN 

 
 

Claim number 

 
Date of 
service 

 
Original claim 
amount billed 

 
Original claim 
amount paid 

         

         

         

         

         

         

         

         

         

         

         

         

         

         

         




