ClientID #

Contract Number:
Patient:

Claim Number:
Date of Service:

Dear:

Before we can process your claim, we need to kifigeu, your spouse or your dependents are curreothgred
by another health insurance company. Thereforeptetmthe form below and return this letter torughie
enclosed envelopsithin 14 daysto avoid unnecessary denial of thisclaim. To protect your privacy and
properly update your membership file, we regret e cannot accept this information by phone. Thamk

1. Do you or any member of your family have healhe insurance with another company?

Yes — Family coverage Yes — Singleame No
Spouse’s birthdate

2. If spouse’s coverage has terminated, pleasadq@@ancellation date.

3. Do you or any member of your family have MedécBart A coverage? Yes No
Medicare part B coverage? Yes No
4. |s the patient a dependent child whose nataaris are divorced or separated? Yes o N

If “Yes”, give the name of the parent ordered by tlourt to maintain health care as “Name of Instirethe
section below and attach a copy of the court order.

If you answered Y es”to any of these questionsapé fill out the following regarding the other umance:

Name of Insured rthdaie Social Security Number
Employer, Union or Sponsoring Organization of Ireslr
Effective Date Cancelled Date Employment Status Active  Retired

Employer’s Street Address

Employer’s City, State, Zip Code

Insurance Company Name Policy Number

Insurance Company'’s Street Address

Insurance Company'’s City, State, Zip Code

Insurance Company’s Phone Number

I hereby certify the above statements are truecanckct to the best of my knowledge, and authairginsurance
company, employer, or hospital to release all mfation with respect to myself and any of my depetsie/hich may
affect the benefits under this or any other plawvjling benefits or services.

Your Signature Date



