GROUP MEDICAL CLAIM

HealthFirst TPA
P.O. Box 130217
Tyler, Texas 75713-0217

INSTRUCTIONS: PLEASE ANSWER ALL QUESTIONS FULLY

(1)INSURED: Complete STATEMENT OF EMPLOYEE below and Authorization on reverse side. Please answer all questions. File separate form for each

family member. Give completed form to Physician with Return Claim Office Envelope.

(2)PHYSICIAN: Complete Physician Information section and forward to Group Claims Office for processing.

1. EMPLOYEE'S NAME [ mALE DATE OF BIRTH SOCIAL SECURITY NO.
1 FEMALE
2. ADDRESS - (NO. & STREET) (1Y) (STATE) (2P CODE)
3. EMPLOYER 1S EMPLOYEE CERTIFICATE NUMBER
O active ] RETIRED
4. NAME OF SPOUSE IS SPOUSE EMPLOYED?
1 yes O no

5. NAME AND ADDRESS OF SPOUSE'S EMPLOYER SPOUSE DOB SPOUSE'S SOCIAL SECURITY NO.
6. DESCRIBE INJURY OR SICKNESS COMPLETELY. (IF INJURY, DESCRIBE HOW, WHEN AND WHERE) DATE OF INJURY OR

WE MUST HAVE COMPLETE ACCIDENT DETAILS IN ORDER TO PROCESS THIS CLAIM.) BEGINNING OF SICKNESS
7. NAME OF PHYSICIAN WHO FIRST TREATED THIS CONDITION DATE FIRST TREATED

ADDRESS - (NO. & STREET) (CITY) (STATE) (ZIP CODE)
8. DATE YOU STOPPED DATE YOU RETURNED TO | IS INJURY OR SICKNESS DUE [} YES |WILL YOU OR YOUR DEPENDENT FILE [ves

WORKING WORK TO EMPLOYMENT FOR WORKMEN'S COMPENSATION?

[Ino CIno

9. ARE YOU OR YOUR DEPENDENT COVERED UNDER ANY OTHER GROUP PLAN,

STUDENT ACCIDENT OR GOVERNMENT PLAN? [} vgs [] NoO

IF YES, COMPLETE A, B, & C
A. NAME OF OTHER INSURANCE COMPANY B. PLAN NUMBER
C. ADDRESS - (NO. & STREET) (CITY) (STATE) (2IP CODE)

WHICH FAMILY MEMBER CARRIES THIS COVERAGE:

NAME

WHICH FAMILY MEMBERS ARE COVERED? [} SPOUSE [] CHILDREN

IF CLAIM IS FOR DEPENDENT, COMPLETE THIS SECTION IN ADDITION TO QUESTIONS 1-9.

DEPENDENT'S NAME RELATIONSHIP DATE OF BIRTH
IF CHILD, IS CHILD MARRIED? EMPLOYED? [J FULL TIME  |IF CHILD OVER 19 YEARS OLD, iS CHILD A FULL-TIME STUDENT?

Oyes ([ONO OYES [INO C1YES [} NO NAME OF SCHOOL
IFYES,DATEOFMARRIAGE __________ [ PART TIME | IF YES, CLAIM CANNOT BE PAID WITHOUT CURRENT SEMESTER REGISTRATION

AUTHORIZATION TO BE COMPLETED BY EMPLOYEE

PATIENT'S NAME

| hereby authorize any Physician, Hospital, Insurance
Gompany, Employer, or Organization to release any
information regarding the medical history, treatment,

disability, or benefits payable for this claim. A photo- EMPLOYEE'S SIGNATURE

stat of this authorization shall be as valid as the

DATE

original. This authorization shall extend to my spouse

and dependents. SPOUSE'S SIGNATURE

DATE

AUTHORIZATION TO PAY BENEFITS TO PROVIDER: | HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE UNDERSIGNED PROVIDER OF THE MEDICAL AND/OR HOSPITAL BENEFITS, IF ANY, OTHERWISE
PAYABLE TO ME FOR THE SERVICES AS DESCRIBED BELOW BUT NOT TO EXCEED THE REASONABLE AND CUSTOMARY CHARGE FOR THOSE SERVICES.

IF YOU WISH BENEFITS PAID TO THE PROVIDER:

EMPLOYEE'S SIGNATURE

DATE

/GS Form No. 2007




EALTH BENEFIT
LAIM FORM

[] mepicare [ ] mMepicaiD

YPE OR PRINT

[] cHampus

[] otHer

JATIENT & COVERED (PARTICIPANT) INFORMATION

|. PATIENT'S NAME (First name, middie initial, last name)

2. PATIENT'S DATE OF BIRTH

3. COVERED PERSON'S NAME (First name, middie initial, last name)

I. PATIENT'S ADDRESS (Streel, city, state, ZIP code)

5. PATIENT'S SEX

6. COVERED PERSON'S L.D. No. or MEDICARE No.(Include any lotters)

MALE FEMALE
7. PATIENT'S RELATION TO COV. PERSON 8. COVERED PERSON'S GROUP NO. (Or Group Name)
SELF SPOUSE CHILD OTHER

3. OTHER HEALTH INSURANCE COVERAGE - Enter Name of
Policyholder and Plan Name and Address and Policy or Medical
Assistance Number.

10. WAS CONDITION RELATED TO:
A. PATIENT'S EMPLOYMENT

B. AN AUTO ACCIDENT

YES l l l NO

11. PATIENTS FAMILY PHYSICIAN

Name

Address

City State Zip

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
1 Authorize the Release of any Medical

1y to Process this Claim.

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

SIGNED DATE SIGNED (Covered or Authorized Person)
PHYSICIAN OR SUPPLIER INFORMATION
14. DATE OF: KLNESS (FIRST SYMPTOM) OR 15. DATE FIRST CONSULTED YOU 16. HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
o INJURY (ACCIDENT) OR FOR THIS CONDITION
PREGNANCY (LMP) YESI ] I NO
17. DATE PATIENT ABLE TO 18. DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURN TO WORK
FROM THROUGH FROM l THROUGH
19. NAME OF REFERRING PHYSICIAN 20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE
HOSPITALIZATION DATES
FROM THROUGH

21. NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office}

22. WAS LABORATORY WORK PERFORMED QUTSIDE YOUR OFFICE?

YES I I INO CHARGES:

23. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE TO NUMBERS 1, 2, 3, ETC, OR DX CODE
v

1.

2.

3.

4.

24. A L FURNISHED FOR EACH DATE GIVEN

DATE OF PLACE OF I——p5R5CEDURE CODE
SERVICE SERVICE | ipENTIFY: )

C FULLY DESCRIBE PROCEDURE, MEDICAL SERVICES OR SUPPUIES

(EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES)

) E F
DIAGNOSIS
CoDE CHARGES

25. SIGNATURE OF PHYSICIAN OR SUPPLIER

27. TOTAL CHARGE 28. AMOUNT PAID 28. BALANCE DUE

31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS, ZIP CODE &

TELEPHONE NO.
30. YOUR SOCIAL SECURITY NO.
SIGNED DATE
32. YOUR PATIENT'S ACCOUNT NO. 33. YOUR EMPLOYER L.D. NO. R
1.0, NO.
PLACE OF SERVICE CODES
(iH) -INPATIENT HOSPITAL 4- (H) -PATIENT'S HOME 7- {NH)  -NURSING HOME ©O-(OL) -OTHER LOCATIONS
% {OH) -OUTPATIENT HOSPITAL 5 DAY CARE FACILITY (PSY) 8- (SNF) -SKILLED NURSING FACILITY A-(it) -INDEPENDENT LABORATORY
- (0) -DOCTOR'S OFFICE 6 NIGHT CARE FACILITY (PSY} 9 AMBULANCE B OTHER MEDICAL/SURGICAL FACILITY
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