
 

Important notice: This facsimile, including any attachment, contains information that may be considered 
privileged, and is intended solely for the entity or individual to whom it is addressed. If you are not the intended 
recipient, please notify us immediately by telephone and destroy all information received. You are hereby notified 
that any disclosure, copying or distribution of this message is strictly prohibited. Thank You. 

Medicare Advantage Quality Incentive Program (MA QIP) Fax 
Please print clearly 

Date  ____________________ 
 
To:  QIP intake team  
 

Fax #: 1 (888) 891-0768 

# of pages (Including this page) ______  

From (First and last name) ___________________________________________________ 
TIN _____________________________________________________________________ 
Provider group name _______________________________________________ 
Telephone # ______________________ FAX # _________________________ 
Email __________________________________________ (preferred method for feedback) 
 

Instructions: To close gaps for the MA QIP, submit the following along with the patient medical record 
that supports the gap closure: 

• Patient name, date of birth (DOB) and Asuris member number 
• Name of gap(s) being closed 
• Date of service for gap closure 
• The page number in this fax where that medical record documentation can be found (please 

mark or circle the information on that page to help our reviewers verify the gap closure. 
 

Include only one member per fax 
Patient (Last name, first name) __________________________________ 

DOB: ________________  Asuris member #______________________ 

Gap Date of service Page # 

For risk adjustment 
(RA) gaps:  

Agree/Disagree 
Disagree reason (for RA 

gaps only) 
     

     

     

     

     

 


