
Texas Medicaid/CHIP Vendor Drug Program
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This document contains confidential information.  If you are not the intended recipient, please destroy this message and contact 1-800-435-4165.

OLDEST CLAIM DATE

OLDEST CLAIM DATE

Instructions available via the Vendor Drug Program website (www.txvendordrug.com).

MEDICAID PROCESSING ONLY

OLDEST CLAIM DATE

OLDEST CLAIM DATE

Rejection Code 75 (Prior Authorization Required)
Rejection Code 76 (Plan Limitations Exceeded)
Rejection Code 81 (Claim Too Old)

cseemann
Text Box
FAX COMPLETED FORM TO 512-491-1958
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