
INTERNAL DISPUTE RESOLUTION REQUEST FORM 
 
Date:  
Claim Number: 
Date of Loss: 
Policyholder Name: 
Patient Name: 
 
 
Provider Information 
 
Provider Name: 
Contact Person: 
Street Address: 
City/State/Zip: 
Telephone Number: 
Fax Number: 
 
Provider Attorney (if applicable) 
 
Name: 
Street Address: 
City/State/Zip: 
Telephone Number: 
Fax Number: 
 
Patient Information: 
 
Name: 
Street Address: 
City/State/Zip: 
Telephone Number: 
Fax Number: 
 
Injury Information: 
 
Brief description of injuries (include diagnoses): 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
 
 
 
 



Nature of Dispute: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Please select a reviewer from the available list of physicians. The list of physician 
reviewers is available at CSG’s website at www.medlogix.com. 
 
Name: __________________________________________________________________ 
 
Have you obtained an executed Personal Service Insurance Company Conditional 
Assignment of Benefits?   Yes  No 
(If yes, please attach a copy) 
 

Dates of Service 
Date Bill Submitted to 

PSI Amount in Dispute 
      
      
      
      
      
      
      
      

 
Filing Instructions: 
Please send an original and one (1) copy of this Internal Dispute Resolution Request 
Form with copies of supporting information to: 
 
Personal Service Insurance Company 
PO Box 3001 
Plymouth Meeting, PA 19462 
Or  
Fax: 610-832-2138 
 
A copy of the independent reviewer’s determination will be sent directly to you.  
 
The Internal Dispute Resolution process is non-binding. 
 
Signature: ______________________________________ 
 
Date: ________________ 


