
ALABAMA MEDICAID AGENCY Period Ending: Type:

Skilled Nursing Facility 6/30/2024 QAR Desk Audit

Informal Conference
Date:

Provider Name: Boston H&R Requestor:
Legacy #: 47-00000S Email:

Medicaid #: 000000 Phone:

Adjustment Description
Cost Report Line 

#
 Adjustment Amount  Disputed Amount Justification

Example:  Disallow Mattress (D-9) 55-2 320                                  320 
This is a low air loss mattress. Manufacturer's description 
attached.

-$                                -$                                
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