] PO Box 2041
H : C d, NH 03302-2041
] Medical Claim Form o sy
Healthsource, TOLL FREE 1-800-531-4005
| Please read the instructions on the back of this form carefully

PATIENT AND EMPLOYEE INFORMATION

1. PATIENT'S NAME (LAST, FiRST, M} 2. PATIENT'S DATE OF BIRTH (MC/OAY/YR) 3, EMPLOYEE NAME (LAST, FIRST, MI}

4. PATIENT'S ADDRESS {STREET, CITY, STATE, ZIP CODE} 5. PATIENT'S SEX D MALE D FEMALE | 6. HEALTHSOURCE 1D NQ. EMPLOYER GROUP NO.
7. PATIENT'S RELATIONSHIP TO EMPLOYEE 8. EMPLOYEE 85# EMPLOYEE NC.
SELF D SPOUSE D CHILD D QOTHER D

OTHER COVERAGE INFORMATION
9. NAME OF EMPLOYEE'S SPOUSE (LAST, FIRGT, Mi) 10. SPOUSE'S DATE OF BIATH (MO/DAYAR) 11, SPOUSE'S SOCIAL SECURITY NO.
13,18 YOUR SFOUSE EMPLOYED? VES [} NO[] 18, IF VES, BY WHOM HAME AND ADDRESS OF EMPLOYER
1415 PATIENT INSURED UNDER ves [T} no[7) 15,17 YES, GIVE NAME AND ADDRESS OF INGURANCE GOMPANY GR MEDICAL FLAN
ANY OTHER HEALTH PLAN?

MEDICAL CLAIM INFORMATION

Part A To Be Completed By Patient (Or Parent if Minor)
16. WIPORTANT: BRIEFLY DESCRIBE THE ILLNESS OR INJURY WHICH REQUIRED TREATMENT 17, HAS PATIENT EVER BEEN TREATED FOR THiS INJURYALLNESS
BEFORE?  ves [ ] o
IF YES, GIVE DATE LAST TREATED (MO/DAY/YR)

18. WAS CONDITION RELATED TO: 19, I ACCIDENT, PLEASE LIST DATE (MO/DAY/YR)

A. PATIENT'S £MPLOYMENT YES[ | no[ ] 8. acciENT  ves [ no[ ] PLACE (home, work, highway, etc.)

20. PHYSICIAN OR PROVIDER'S NAME AND ADDRESS 21. IF EMPLOVEE PAID GLAM, PLEASE CHECK ] pyp

AND ATYACH PROOF OF PAYMENT

FOR EMPLOYEE REIMBURSEMENT

PartB To Be Completed By Attending Provider (Or Attach ltemized Statement)

22. DIAGNOSIS OR NATURE OF ILLNESS/NJURY. RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REF. NOS 1,2, 3, ETC OR DX CODE | 23. NAME OF FACILITY WHERE SERVICES RENDERED
{IF OTHER THAN HOME OR OFFICE)
1.
2
24, PROVIDER ACCOUNT NO.
4,
v
25 A B. C. FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SURPLIES D. E. F. G. H.
CATE OF SERVICE PLACE FURNISHED FOR EACH DATE GIVEN DAYS TOS
OF DIAGNOSIS OR
FROM TO SERVICE PROCEDURE CODE | [EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) CODE CHARGES UNITS LEAVE BLANK
(DENTIFY
!
!
!
i
i
'
26. SIGNATURE OF PHYSICIAN OR PROVIDER (INCLUDING DEGREE(S) OR 27, FEDERAL TAX ID NUMBER | 28. TOTAL GHARGE § 26, AMOUNT PAID | 30. BALANCE DUE
CREDENTIALS). | CERTIFY THAT THE ABQVE INFORMATION IS CORRECT. %

The individuats signing this form are advised that the willful making of a false or fraudulent statement herein renders them lable to prosecution,

t agree to reimburse Plan if this claim for sickness/injury is compensable under the Worker's Compensation Act, or similar law, or if such claim is payable by
any primary insurance.

i authorize release of any information necessary to process this claim for benefits.

31, PATIENT OR GUARDIAN SIGNATURE (SIGNATURE NECESSARY ON ALL CLAIMS} DATE

32. EMPLOYEE SIGNATURE DATE

MKFPOSCF 102
HSFI514




Instructions for Filing a Medical Claim

1. If services are provided by a non-participating physician or provider, Claim Forms
are required when submitting bills for reimbursement of covered medical services.

2. A new Claim Form is required for each bill.

3. Please fill in alf information requested on the front of this form. No payment of
benefits will be made until all the information is received.

4.  Have the attending provider or physician complete Part B or attach an itemized bill.

5, When attaching an itemized bill, please be sure the bill contains the following
information: :

Provider's Name and Address

Patient's Name, Address, and Date of Birth
Date of Service

Procedure Description

Charge tor Each Procedure

Diagnosis

6. Please submit your claims as soon as the medical expenses are incurred.

If you need additional Forms, please see your Employer or contact Healthsource.

If you have any questions or need assistance, please contact the Healthsource
Member Relations Departiment at (800) 531-4005.

All claims should be submitted to:

Healthsource,
PO Box 2041
Concord, NH 03302-2041



