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CLAIM FORM
	GENERAL INFORMATION

	A separate claim form must be submitted for each patient.  All bills must be itemized and attached to the claim form.  The claim form must be completed and signed by the employee or it will be returned.  Cancelled checks, payment receipts and balance forward bills are not acceptable.

	EMPLOYEE INFORMATION

	NAME OF EMPLOYER


	GROUP NO.
	LOCATION

	EMPLOYEE SS#

	DATE OF     MO     DAY     YR
BIRTH
	SEX           MALE      FEMALE
(CIRCLE ONE)
	WAS ILLNESS/INJURY RELATED TO EMPLOYMENT        YES           NO

	EMPLOYEE’S LAST NAME


	FIRST NAME
	MIDDLE INITIAL

	EMPLOYEE’S ADDRESS                                                                                                CITY                                                 STATE                               ZIP CODE



	IF THIS CLAIM IS ON A DEPENDENT, COMPLETE THIS SECTION

	DEPENDENT’S LAST NAME


	FIRST NAME
	MIDDLE INITIAL
	DATE OF         MO     DATE      YR 
BIRTH
	SEX    MALE    FEMALE
(CIRCLE ONE)

	RELATIONSHIP   (CIRCLE ONE)

SPOUSE        CHILD         OTHER    ____________________________________
	IS DEPENDENT CARRIED AS AN INCOME TAX EXEMPTION?

(CIRCLE ONE)         YES          NO

	IS SPOUSE COVERED BY GROUP INSURANCE THROUGH HIS/HER EMPLOYER?  IF YES, FILL IN “OTHER INSURANCE” SECTION BELOW.

(CIRCLE ONE)         YES             NO

	OTHER INSURANCE

	DO YOU HAVE HEALTH INSURANCE WITH A GROUP OR GOVERNMENT PROGRAM?   (CIRCLE ONE)

NO                                                                                                      YES, MEDICARE PART A

YES (IF YES, COMPLETE SECTION BELOW)                            NO, MEDICARE PART B   (PLEASE SUBMIT YOUR MEDICARE EXPLANATION OF  BENEFITS FOR THESE BILLS)



	INSURANCE COMPANY NAME


	POLICY NO.

	ADDRESS


	CERTIFICATE NO.

	IF CLAIM IS THE RESULT OF AN ACCIDENT, COMPLETE THIS SECTION 

	DATE OF ACCIDENT


	WAS THIS AN AUTOMOBILE ACCIDENT?  (CIRCLE ONE)
 YES                    NO

	FULL DESCRIPTION OF ACCIDENT



	

	AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I hereby authorize payment directly to the undersigned Physician at the Surgical and/or Medical Benefits, if any, otherwise payable to me for his services as described below but not to exceed the reasonable and customary charge for these services.  If you have paid the physician, write “PAY EMPLOYEE” here.   (

	SIGNED (INSURED PERSON)

DATE



	AUTHORIZATION TO RELEASE INFORMATION:  I certify that the above statements are correct and hereby authorize any Physician, Hospital, Employer, Union, Insurance Company or prepayment plan organization to give Complete Benefit Solutions, Inc. any additional information required in connection with the claim.  A photocopy of this authorization shall be valid as the original.  (

	SIGNED (PATIENT, OR PARENT IF MINOR)

DATE




DATE:
 ___________________

EMPLOYEE’S SIGNATURE:  _________________________________________________

	ATTENDING PHYSICIAN’S STATEMENT

	1. DIAGNOSIS AND CONCURRENT CONDITIONS:

(IF DIAGNOSIS CODE OTHER THAN ICDA USED, GIVE NAME):



	2. IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT’S EMPLOYMENT?

(CIRCLE ONE)                 YES                     NO

PREGNANCY?                 YES                     NO              IF YES, APPROXIMATE DATE PREGNANCY COMMENCED.

                                                                                                             DATE:        

	3. REPORT OF SERVICES (OR ATTACHED ITEMIZED BILL)

DATE OF                    PLACE OF                        DESCRIPTION OF SURGICAL OR MEDICAL SERVICES RENDERED         PROCEDURE CODE—IF USED                                            CHARGES
SERVICES                  SERVICES                                                                                                                                                          (IF CODE OTHER THAN CPT USED, GIVE NAME)

_________         __________            _____________________________________________       _______________________                             _________
_________        __________             _____________________________________________       _______________________                             _________
_________        __________             _____________________________________________       _______________________                             _________
_________        __________             _____________________________________________       _______________________                             _________
_________        __________             _____________________________________________       _______________________                             _________
O-DOCTOR’S OFFICE                                                                            IH-INPATIENT HOSPITAL                          TOTAL CHARGES        $ _________
H-PATIENT’S HOME                                                                             OH-OUTPATIENT HOSPITAL                 

* ICDA-INTERNATIONAL CLASSIFICATION OF DISEASES         NH-NURSING HOME                                    AMOUNT PAID            $ _________

**CPT-CURRENT PROCEDURAL TERMINOLOGY                         OL-OTHER LOCATIONS

    (CURRENT EDITION)                                                                                                                                                 BALANCE DUE             $ _________


	4. DATE SYMPTOMS FIRST APPEARED  OR ACCIDENT HAPPENED


	5. DATE PATIENT FIRST CONSULTED YU FOR THIS CONDITION

	6. PATIENT  EVER HAD SAME OR SIMILAR CONDITION?

    YES             NO                   IF “YES” WHEN AND DESCRIBE:


	7. PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION?

    YES             NO

	8. PATIENT WAS CONTINUOSLY TOTALLY DISABLED

    (UNABLE TO WORK)

    FROM:                                              THRU:


	9. PATIENT WAS PARTIALLY DISABLED

    FROM:                                      THRU:

	10. IF STILL DISABLED, DATE PATIENT SHOULD BE ABLE TO RETURN TO WORK.


	11. PATIENT WAS HOUSE CONFINED

      FROM:                                    THRU:

	12. DOES PATIENT HAVE OTHER HEALTH COVERAGE?
     (CIRCLE ONE)     YES                 NO             IF YES, PLEASE IDENTIFY


	TAXPAYER IDENTIFICATION NO. OR SS#  ______-______-_______
INDIVIDUAL PRACTIONER’S SS#                 ______-______-_______

ALL OTHERS-EMPLOYED ID#                      ______  ______________

	13.   _______  I DO NOT ACCEPT ASSIGNMENT


	INFORMATION MUST BE FURNISHED UNDER AUTHORITY OF LAW.

	DATE                       PHYSICIAN’S NAME (PRINT)                         SIGNATURE                                           DEGREE                                 TELEPHONE



	STREET ADDRESS                                                              CITY OR TOWN                                            STATE OR PROVINCE                      ZIP CODE




