CORESOURCE MAIL TO:

‘ CoreSource
A Trustmark Company PO Box 2920
Clinton, 1A 52733-2820

(717} 295-9201 {Local)

{800) 222-1958 (in PA)

HEALTH CLAIM FORM (800) 223-3943 (Nationwide)

INSTRUCTIONS: THIS SIDE OF THE FORM MUST BE COMPLETED IN FULL. Attach this form to itemized bills for all expenses being claimed.
The bills must show: Patient’s Name, Type of Service, Date(s} ot Service(s), and the Total Charge. If you are submitting a surgical bili or if the
bills are for a major iliness, accident, or hospitalization the reverse side of this form must be completed by the attending physician. AVOID
DELAY - ANSWER ALL QUESTIONS.

Employment Status
EMPLOYEE INFORMATION: Actve T} Retired [ Laid OH [ Disablfity Leave [ |  Other [}

Employes Name (Please pnat Tirst name, mmiddle initial, last name) Sociat Secunty # Marital Status:

I Single 0o Mamed I Dworced
L Widewed ] Legally Separated

Street Agdress: (sireet, Cify, state, zip cooet Date of Birth: Month/Day/Year

Empioyers Name: Geoup Number:

DEPENDENT'S INFORMATION: (complete only if patient is a dependent)

Hame of Dependent: Retalipnship: . Other  (Explain) (Marital Status (other than spouse):
- Spouse [ Child

it claim is tor dependent child 19 or older. is child Name of School Date of Birth: Montn/DaylYear
enrolled as a fulltime student? T Yes ] No

AT TIME CHARGES WERE INCURRED: [ answer 10 either is yes, give employer's name and address)
Was spouse employea? L Yes L. Wo If claim was for chdd, was child employed?

COMPLETE FOR ALL PATIENTS:

DHagnosis or nature of injury:

Whian were you first treated for this condition? Name and addiess of physician whe hrst treated you
{manth, gay, year)

s patient zisc covered for benelits by: Was liiness of injury due in any way:
. Other Group Health insurance of any kind incluging Blug Cross and Blue Shieig? : . & To the patient's occupation?
Group ptepayment arrangement provicing for medical care and treatrment o
.. Coverage of medicat care expenses provided by a school, or by
Medicare or olher fedaral, state, provincial or government agency?
- Ne tauit automobiie insurance as a resull of injunes sustamed in an avtomobile accdent?

b To an avtomobile acc:dant?
c. To any other type of accident?

I any of the above are ed YES pi indicate in “Remarks™ the policy nuraber, insursnce company and the it any of above are answered “YES" give detaifs under
niame and address of the school, smployer, union of gewethient sgency. “Accident.

Remarks:

Agcident:

Date: i AM i M, {Place of acr:dent: 3 Othen

How did accident happen® Name and address where accident oscurred:

AUTHORIZATION TQ PAY BENEFITS TO PHYSICIAN:  hereby authonize payment SIGNED (PATIENT, OR PARENT IF MINOR)
of #edical Benefits to Physician or supplier for services described within. ’

DATE

AUTHORIZATION TO RELEASE INFORMATION: | hersby authorize the release of any SIGNED (PATIENT, OR PARENT IF MINOK)
medical information necessary 10 process this claim, '

DATE

BP1708 1104




BTOP o if attaching an itemized statement, do not compiote this side.

itemizsd siatements must show Physician’s name and address, dates and
types of services, charges, patient's name and diaghosis.

Panent’s Name (First/8MIILasn

Patient's Birth Jate {Mo/Dayivo

Employee s 3013 Secursty Number

YERIFICATION OF SERVICES

we require the following data. Your cooperation is appreciated.

in arder to process your Diil for services as pant of your patient’s ciaim for health care expense reimbursement,

PHYSICIAN OR SUPPLIER iINFORMATION

Date ot

ILLNESS (hrst symgtom), or
INJURY {Accident), of for this condilion?

PREGNANCY (LMPY

Date patient first consuited you

Has patient ever had same or simiar sympioms?

Provider of care: {Piease check)

it other than atlgnding, give name of reiernng physician

Attending ™ Surgeon 7] Consuiting
Mame & sadress of facillity witere services rengerec (if other than hame or otfice) For services related to hospitalization, give hospiialization gates.
ADMITTED DISCHARGED
DIAGNGOSIS rlease indicate ICDSCM or DSM Hi codes.
PRIMARY SECONDARY
Daie of Service Prace CPT L Fuily gescribe piocedures, types of (nerapy, or services turmsheq tor Charges Arnt. Paid Balance Due
ot Procedure each dite given, indicate whather pnmary or
Serece” {Identity; ; seconcary (it mental therapy Ingicate length of sassion)
i |
b i
; |
i |
{ j
" -
i !
] ]
1 +
i i
| !
Signaiure of Provider Totat Charge Amount Paid Balance Due
Date Signed Degree

Your patant’s scoount number

Provider 1.0, number

Prowider's name, address, 2Ip coge. and telephone number

If the services were rendered by a psycfialric worker, the following certification must be completed by the attending physician.
Therapy performed by

was conducted at my direction and under my supervision and | have consulted with the Therapist regarding the patient within the last 90
days. Further, | have reviewed and approved the Plan of Treatment and have examined the patient on the date indicated beiow.

HName of Altanaing Pnysician

Date of Examination

Address of atlenang Physician

Attending Physician’s Signature

Professronal Status

*Mace of sevvice codss
1efiH}  ipatient Hosohal
2—{0H) Outpatient Hospits!
A=) Doctor's Otfice

4miH)
Bama
G

Pationt’s Home
Daytarn Faclity (Psy)
Mkt Care Fochity (PSY)

7-~{NH)  Nursing Home 0—{GL)
3--(SNF} Skilled Mursing Facility A—{lL)
B Ambuliance B—

Other Location
Independent Laboratory
Other Medical Surgicai Facitity




