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Provider Claims Payment Appeal

Providers can submit the Provider Claims Payment Appeal directly to Community
Health Choice via Fax, e-mail, or mail to:

Fax: (713) 295 — 5016

E-mail: ProviderWeblnquiries@CommunityHealthChoice.org

Mail: Community Health Choice

Attn: Claims Payment Reconsideration
4888 Loop Central Dr, Suite 600
Houston, TX 77081

Form: Provider Claims Payment Appeal Form

Community Health Choice Texas,Inc. | 4888 Loop Central Drive, Ste. 600 | Houston, TX 77081


mailto:ProviderWebInquiries@CommunityHealthChoice.org
https://provider-communityhealthchoice-org.commhealthdev.wpengine.com/wp-content/uploads/sites/2/2024/06/Provider-Claims-Payment-Appeal-Form.pdf

