MEDICAL CLAIMS ADMINISTERED BY // 0”5 health p/dﬂ

PART A - MEMBER STATEMENT - Fallure to Answer All Questions May Delay Payment

1. Member's Nams Strest Address City or Town ZIP Code
2. Pian Number Socia! Security # Are you stiil employed? If no, enter date las! worked
OYes (O No
3. Date of Birth Marital Status Name of Your Employer Occupation
O Single O Divorced
ClMarried [ Widowed
4. Spouse’s Dats of I8 your spouse empioyed? if yss, enter the name and address of spousa’s employsr
Birth
ClYes DNo :
[} ‘An YOu or your d-pcndo'n: w.v:;d under another q’mg If yon, anter nams and address;
nsurance or government plen as Medicere, an or X
sutomobiie no fault coverage, which wil also cover any of OYes ONo Poticy #/10 #:
the medics! sxpenses on the claim? Family Member Hoiding Policy:
§. Is claim for » dependent? If yes, enter dependent name Sex Dste of Bith Relationship If dependent is & child, are you
to Member ontitied to = tex exernption?
DYes ONo {hrst, lsal) CIMsle [JFemale COYes [No
8a.lf chiid, Is ha/she married? Is child over 187 i yas, Is chiid 8 full-tims student? Hf yas, snter nama of schoo!
OYes ([lINo OYes [INo Cl1Yes [CINo
7. ts claim for sn sccident? | Date: Where did § oocwr? While working? How did it occur?
OYes [INo Time: OYes (O No
0. 3iGN HERE IF YOU WANT BENEFITS PAID YO DOCTOR/HOSPITAL DATE:
9. 8IGN HERE FORALL CLAMIS DATE:

lhulbyleymeMuMbMdMMMmM.MMMWMMMdM,
PART B - DOCTOR OR SUPPLIER - Complste and Return to Patient

Patisnt's Name Dats of Birth Date first consulted for condition | Has patient sver had same Namae of Referring Physicisn
or simiar symploms?
__ OlYes_ONo
Dats patisnt sbis to return to work Dates of totsl disabiiity Dates of partial disabiiity
From l Threugh From Through

Diagnosis or naturs of liiness or injury, Relete disgnosis to procedure in column D by reference to numbers 1.2, 3, otc. or DX Code Is condition relsted to work
Incurred Injury or Hiness?

1. 3 0O Yes
4, O No
A [-] [ mwpm.mm.ummwmbumammn D E

Date of Pisce of Procedure Code [+) § Charges

Service Sorvice {idantify: ) | (Expialn unusust Services or Clrcumstances) 0: )
Signature of Physiclan Tola! eh..nl Amount Pald llm (™)
S ‘ Date:
Provider's Social Security # /Tax D # | Physicisn's Name, Address, ZIP Code Telephone (Include Area Code)
Place of Service Codes

1‘154.)"“:»-“ :mwwu:'.um :mnmum . ::. oL-

% (0)- Doslor's Offe & - Night Cars Faoity (P3Y) L - Ambuisnee vy 1. ""o}mm'mrm'
Group Medics! Claim - HOW TO FILE A CLAIM
Member Doctor/Dispenser

1 OomﬂmPMA-Onolorudihmlymlmhr 1. Complete Part B

2. nmum-amanommmlmuu 2. O'.IMMMIDIIMMUG"DMMII.M“N

3 "d.hhbrmmm.mﬂ.hh.? 3. 8ign form - return to patient

s Iy ".;".'..":..‘l'ﬁ':‘."".: to doctorMoaphtal, sign form on o ’

. » X
6. Encioss & Gopy of oirer comtert pammeact weaiorm o0 In You have Forward Completed Ciaim Forms To:
other insurance.
7. Ask your dector to provide Remized bills with disgnoals for care P.O. Box 11111

Fort Scott, KS 66701

NOTICE: Any person who, with intent to defraud Or knowing that he le faciitating » fraud Sgainst a clsims administrator or payer, submits an sppiication or fies & claim contelning 8
Wise or deceplive ststement is guitty of fraud. Such action is considered o be 8 felony in some ststes.



