MEDICAL and/or VISION CLAIM FORM INSTRUCTIONS

Fax information to: Employer Health Programs (410) 424-461 |

Box Instruction
Number

| Patient Name: Enter the Patient’s Name (required)

2 Patient Date of Birth: Enter the Patient’s Date of Birth (required)

3 Employee Name: Enter the Employee’s Name (required)

4 Patient’s Address: Enter the Patient’s Address (required)

5 Patient’s Sex: Enter the Patient’s Sex

6 Employee ID: Enter the Patient’s ID Number from the EHP ID card (ID Number starts with 000-) (required)

7 Patient’s Relationship: Enter the Patient’s relationship to the Employee/Insured

8 Employee Group No.: Enter the Patient’s Group Number (starts with E00-) (required)

9 Other Health Coverage: Enter the Other Health Insurance information (if applicable)
*for other insurance that is primary, the EOB from that insurance must be enclosed for reimbursement to be
considered*

10 Condition: Enter the information pertaining to the condition

1 Insured’s Address: Enter the Insured’s address information

12 Signature: Sign this field to authorize release of medical information (if needed) in relation to processing the claim.

13 Signature: Sign this field if payment should be made to the Provider (do not sign if payment should be made to the
Member)

14 Date of lliness: Enter the date of illness/condition

15 First Date of Treatment: Enter the date first treated for the illness/condition

16 Treatment Dates: Enter the dates if treated previously for same illness/condition

17 Referring Physician: Enter the name of the physician/provider who referred you for this care

18 Facility: Enter the name of the hospital where services were rendered (if not treated in an office)

19 Diagnosis — this is a 3-5 digit code that identifies the illness/condition. This code can be obtained from the
provider. At least one diagnosis is required for the claim to be considered for processing. This is also known as an
ICD-9 code. (required)
Dates of Service — indicate the date(s) services were performed for each procedure (required)
Place of Service — indicate if the service was performed in the office, at home, or in a hospital setting. (required)
Procedure Code — this is a 5 digit code that identifies the service being performed. This code can be obtained
from the provider. Each separate service requires a procedure code. This is also known as a CPT code. (required)
Charges — indicate the amount billed for each procedure. (required)
Days/Units — indicate the number of services performed. (required)
TOS - Not Applicable
*if itemized receipt being submitted includes all of this information, there is no need to input on the form as well*

20 Signature of Physician/Supplier: Not required

21 Patient Account Number: if provided on the receipt/bill, enter this information on the claim form. (not required)

22 Total Charge: Enter the total charge amount for all services.

23 Amount Paid: Enter the amount paid to the provider.

24 Balance Due: Enter the amount due to the provider, if applicable (no balance due should be present for member
reimbursement to occur)

25 Social Security Number: Not required

26 Employer ID Number: Not required

27 Physician/Supplier’s Name, Address: Enter the provider’s information (required)

For Member Reimbursement to be considered:
*The itemized receipt must show a zero balance with no patient due amount.
*Balance due statements, receipts that state “Paid in full”, payments on account and/or cancelled checks are not
acceptable proof of payment.
*Credit Card statements with payment information that matches billed amount(s) are acceptable proof of payment.
*Foreign Services claims/Services outside the United States:
Claims for services outside the United States should be translated into English and converted to US Dollars (conversion rate for
specific date of service is to be used) in order to be considered for reimbursement.
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MEDICAL
and/or VISION

CLAIM FORM

1. PATIENT'S NAME (LAST, FIRST, MIDDLE INITIAL)

2. PATIENT'S DATE OF BIRTH

3. EMPLOYEE’'S NAME (LAST, FIRST, MIDDLE INITIAL)

4. PATIENT'S ADDRESS (STREET, CITY, STATE, ZIP CODE)

5. PATIENT’'S SEX

O MALE O FEMALE

6. EMPLOYEE'S I.D. # (FOR PROGRAM ABOVE) INCLUDE ALL
NUMBERS

7. PATIENT’'S RELATIONSHIP TO EMPLOYEE

O SELF O SPOUSE O CHILD

8. EMPLOYEE'S GROUP # (OR GROUP NAME OR FECA
CLAIM #)

9. OTHER HEALTH INSURANCE COVERAGE (ENTER POLICY HOLDER,
PLAN NAME & ADDRESS AND POLICY OR MEDICAL ASSISTANCE
NUMBER)

10. WAS CONDITION RELATED TO:

A. PATIENT'S EMPLOYMENT

O YES O NO
B.  ACCIDENT
O YES 0O NO

11. INSURED’S ADDRESS (IF DIFFERENT THAN PATIENT'S)

TELEPHONE # ( )

12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE. | AUTHORIZE

THE RELEASE OF ANY MEDICAL INFORMATION

NECESSARY TO PROCESS THIS CLAIM. | ALSO REQUEST PAYMENT OF GOVERNMENT BENEFITS EITHER TO MYSELF OR

TO THE PARTY WHO ACCEPTS ASSIGNMENT BELOW.

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

| >
Sign Date Sign (Insured or Authorized Person) Date
14. DATE OF ILLNESS (FIRST SYMPTOM) OR INJURY (ACCIDENT) OR | 15. DATE FIRST CONSULTED FOR THIS CONDITION: 16. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS OR

PREGNANCY (LMP):

INJURY GIVE DATES:

16.A. IF EMERGENCY
0O CHECK HERE

16.B. IF INJURY OR ILLNESS DUE TO ACCIDENT, PROVIDE:

WHEN?

WHERE?

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (E.G. PUBLIC HEALTH AGENCY):

18. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE RENDERED (IF OTHER THAN HOME OR OFFICE):

19. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY:

1.
2.
DATES OF SERVICE PLACE OF FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES, OR SUPPLIES FURNISHED FOR EACH CHARGES DAYS T0S
SERVICE DATE GIVEN OR
UNITS
FROM T0 PROCEDURE CODE EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES
20. SIGNATURE OF PHYSICIAN OR SUPPLIER (INCLUDING DEGREES OR 21. YOUR PATIENT'S ACCOUNT #: 22. TOTAL CHARGE: 23. AMOUNT PAID: 24. BALANCE DUE:
CREDENTIALS). | CERTIFY THAT THE STATEMENTS APPLY TO THIS BILL
ARE MADE A PART THEREOF.
25. YOUR SOCIAL SECURITY #: 27. PHYSICIAN'S SUPPLIERS, AND/OR GROUP NAME, ADDRESS,
ZIP CODE & TELEPHONE #:
26. YOUR EMPLOYER I.D. #:
|
Sign Date 1.D. #:




