HEALTH INSURANCE
CLAIM FORM

TYPE OR PRINT (I MEDICARE

1 MEDICAID () OTHER

PATIENT & INSURED (SUBSCRIBER) INFORMATION

1. PATIENT'S NAME (First name, middle initial, last name)

2. PATIENT'S DATE OF BIRTH

L

1. INSURED'S NAME (First name, middle initial, last name)

2, PATIENT'S ADDRESS (Street, city, state, zip code)

TELEPHONE NO.

8. PATIENT'S SEX

MALE FEMALE

2. INSURED'S 1.D. No. or Medicare No. (Include any letters)

7. PATIENT'S DATEOF BIRTH
SELF __SPOUSE _GHILD _ OTHER

l

8. INSURED’S GROUP NO. (Or Group Name)

8. OTHER HEALTH INSURANCE COVERAGE - Enter Name of

10. WAS CONDITION RELATED TO

Pollpyholde[ and Plan Name and Address and Policy or Medical A PATIENTS EMPLOYMENT
Assistance Number
vesl T Jwo
8. AN AUTO ACGIDENT
YES NO

11. INSURED'S ADDRESS (Street, city, stats, zip cods)

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

| Authorize the release of any Medical Information necessary to process this Claim and Request Payment of
MEDICARE CHAMPUS benefite either to Myself or the Party who accepts Assignment betow.

13. 1 AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED
PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW.

PREGNANCY (LMP)

SIGNED DATE SIGNED (insured or authorized person)

PHYSICIAN OR SUPPLIER INFORMATION _

14. DATE OF ° ILLNESS (FIRST SYMPTOM) 15, DATE FIRST CONSULTED YOU 16. HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
OR INJURY (ACCIDENT) OR FOR THIS CONDITION T ]

17. DATE PATIENT ABLE TO | 18. DATES OF TOTAL DISABILITY

RETURN TO WORK
FROM

THROUGH :

YES
DATES OF PARTIAL DISABILITY

FROM | THROUGH

19. NAME OF REFERRING PHYSICIAN (s.g., public health agency)

20. FOR SERVICES RELATED TO HOSPITALIZATION, GIVE
HOSPITALIZATION DATES

) ADMITTED DISCHARGED
21. NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office) 22, WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?
YES NO CHARGES
23, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE
1. \ 4
2.
3.
4.
24 A B C FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D E F
: PLACE FURNISHED FOR EACH DATE GIVEN
DATE OF OF PROCEDURE CODE | . D),(DOODE GHARGES
SERVICE ISERVICE| (IDENTIFY ) {EXPLAIN) UNUSUAL SERVICES OR CIRCUMSTANCES) { )

25. SIGNATURE OF PHYSICIAN OR SUPPLIER
(I certify that the statements on the reverse apply to this bill and
are made a part hereof)

26. ACCEPT ASSIGNMENT
(GOVERNMENT CLAIMS ONLY) (SEE BACK)

YES- NO

27. TOTAL CHARGE I 28. AMOUNT PAID | 29. BALANCE DUE

30. YOUR SOCIAL SECURITY NO.

31. PHYSICAN'S OR SUPPLIER'S NAME, ADDRESS, 2IP CODE &
TELEPHONE NO.

SIGNED DATE
32, YOUR PATIENT'S ACCOUNT NO. 33. YOUR EMPLOYER LD. NO.
I1.D. NO,
PLACE OF SERVICE CODES
1-(IH) - INPATIENT HOSPITAL 4-(H) - PATIENT'S HOME 7 - (NH) - NURSING HOME O -(OL) - OTHER LOCATIONS
2. (OH) - OUTPATIENT HOSPITAL 5- - DAY CARE FACILITY (PSY) - (SNF) - SKILLED NURING FACILITY A - (L) - INDEPENDENT LABORATORY
3-(0) - DOCTOR'S OFFICE 6 - - NIGHT CARE FACILTY (PSY) 9- AMBULANCE B- OTHER MEDICAL/SURGICALFACILITY

APPROVED BY AMMA COUNCIL ON MEDICAL SERVICE 6-74



COMPLETE AND RETURN TO:

PLUMBERS AND STEAMFITTERS LOCAL UNION #43
2187 Northlake Parkway, Suite 106, Building 9
STATEMENT OF CLAIM Tucker (Atlanta), Georgia 30084

HOW TO FILE A CLAIM
1. Have attending physician complete reverse side of form 3. Attach itemized bills.
and return to you. 4. Forward completed bills to address shown above.
2. Employee complete this side of form. 5. File claims promptly.

TO BE COMPLETED BY THE EMPLOYEE
1. Name of Group

or Welfare Fund Local Union No.
2. Member's Name Telephone No.
3. Address
(Street) (City} (State) (Zip)
4. Social Security Number BirthDate__ Birth Date of Spouse
5. Are You: L1 Single (d Married (1 Separated (J Divorced (J Retired

If You Are Divorced and Claim Is For Dependent Child, Who Has Custody Of Child?
Is There a Court Order For The Child’s Medical Expenses? [ Yes [ No

If Yes, Please Give the Name of the Person With This Financial Responsibility

6. If Claim for Dependent, Give Name Dependent’s Birth Date

Relationship of Dependent to Employee

7. Date of Treatment for Sickness Date Last Worked

8. List Name of Employer For Whom You Last Worked

9. If Accident, When, Where and How Did Accident Happen?

(When) (Where)
(How) -
Did Injury Occur in Course of Any Employment? Yes . No
Will You File Claim Under Workman's Compensation? ~ __Unemployment insurance?

On What Date Did You, or Do You Expect To Return To Work?

10. Are You, Your Spouse or Child Insured Under Any Other Group Insurance Plan? Yes No

If Yes, List Name and Address of Other Group Insurance Carrier. Give Group and/or Policy Number

If other group insurance benefits have been paid, please furnish a copy of the payment statement from other Carrier. In the event
that you have not filed for benefits with the other Carrier, you should file at once and advise us as to the benefits allowed.

| hereby agree to reimburse Plumbers and Steamfitters Local Union #43 Welfare Fund to the extent of any overpayment which is in excess of the
amounts payable under this group policy, and | hereby authorize any insurance company, prepayment organization, employer, hospital or physician
to release all information with respect to myself or any of my dependents which may have a bearing on the benefits payable under this or any other
plan providing benefits or services. | certify that the information by me in support of this claim is true and correct to the best of my knowledge.

DATE SIGNATURE OF EMPLOYEE

SIGNATURE OF OTHER FAMILY MEMBER
WHOSE INSURANCE COVERS THIS INDIVIDUAL




