the §
firgt
GROUP EXCESS MEDICAL
N ot STATEMENT OF CLAIM
AMERICY FOR CO-INSURANCE BENEFITS
EMPLOYER'S TO FILE: ATTACH CCPIES OF PAYMENT STATEMENTS FROM ALL OTHER CARRIERS.
CERTIFICATION MAIL TO: Fitzhatrs & Co., Inc., P.O. Box 9182, Farmingdale, NY {1735-9182 » TEL: (516) 777-2244
Employet’s Nama Employar’s Addrass {Street, City, State, Zip Code) Policy Number
- XGMM-

Employee’s Name (Last, Firs;, Middle Initiafy Date Employed Occupation

Employee's Social Securily No. {2ate Employee Insured Date Dependents insurad
Employea’s Status . Type of Excess Coverage it coverage is {erminated, give date

{1 Agtive  [J Refired O Individual  [1 Family

Signature & Tille of Autherized Person Date

EMPLOYEE'S STATEMENT (Complete for all claims)

Employes's Name {Last, First, Middie Initiat) £mployee’s Address (Streat, City, State, Zip Code)
Employea's bato of Birth Emplﬁyeo‘s Social Seeuridly No. Telephone No.
Ctaims for Patient's Name {Last, First, Middle} Empioyes's Status

1 Self [ Spouse [0 Child 3 Male {J Single {1 Divorced 0 Widow
Patient's Date of Birth Is Patient on Medicare? [} Female [7J Married [0 Separated {1 Widower

: O Yes (1 No

COMPLETE IF EMPLOYEE IS MARRIED'

Name of Spouse Spouse's Social Security No. I8 Spouse Employod?

1l Yes I2J No

if you answered “Yes" to the previous question, give name, address and phone number of spouses's employer

Name(s) and Address(es) of spouses's health insurance carier(s) : Policy Numbes(s)
Spouse’s Insurance LD, Number Spouse’s Coverage Ase there any other health insurance benefits avaitable from any other source?

S ' 0 Individual . [ Family 1 Yes 0 No i "Yes," please give details in space below.

COMPLETE IF CLAIM IS FOR YOUR DEPENDENT CHILD ]

Child's Name indicate 1f child is Child fives at

1 Stugem [} Marred 1] Handicapped 2} Home 3 School

If child is in school and between ages 18 and 25, give school name and address ’

Is child employed? [ Yes ‘0 No

If “Yes”, give name and addrass of employer.

Employer's Phone No, Name of chiid's health Insurance carrier and policy number

Any person who knowingly and with intent 10 defraud any insurance company or other person fites an application for insurance or statement of claim containing
any materially false information , or conceats for the purpose of misleading, information concerning any fact material thereto, commils a fraudulent insurance
act, which is a crime and shall be subject to a civil penalty not to exceed tive thousand deltars and the stated value of the claim for each sush violation.

COMPLETE FOR ALL CLAIMS

| herehy autherize any Insurance Company, P_re,da yment Qrganization, Employar or provider of madical services to raleasas all information wilh respect lo myssil or my dependants,
which may have a bearing on the banefits payable undor this or any other pign providing benefits or sesvices. | cerlify that the aboves information given by me in support of this claim
Is trua and correct. A pholostatic copy of this authonzation shall be considered as effecitive and vafid as the original.

Oependont Signature {If patient and not miner) Date and Employee Signature

Form GMMC-2



Health Insurance
Claim Form

TO BE COMPLETED BY THE ATTENDING PHYSICIAN (/f benefits to be assigned)

PATIENT & INSURED (SUBSCRIBER) INFORMATION

1. PATIENT'S NAME (Flmst namae, sviddre Infilel, last natna)

2. PATIENT'S DATE OF BIRTH

3. INSURED'S NANE {First name, middle initral, las! name}

4. PATIENT'S ADDRESS (Strool, clly, slata, ZIF cods}

5. PATIENT'S SEX

MALE | I FEMALE

6, INSURED'S 1.D. No. (Soe. Ses. No.}

7. PATIENT'S SELATIONSHIP TO INSURED
SELE SPOUSE +

8. INSURED'S GROUP NO, (Or Group Nama}

9. QTHER HEALTH INSURANGE COVERAGE - Ener Name of
Policyholder and Pian Name and Address and Policy or Modical
Assistanco Number

i0. WAS CONDITION RELATED TO:
A, PATIENT'S EMPLOYMENT

i1, IMSURED'S ADDRESS (Siraet, cily, state, ZiP code)

YES NO
B. Al AUTO ACCIDENT
YES NO
12. PATIENT'S OR Aumomzeo pensou s IGNATURE 3. 1 AUTHORIZE PAYMENT OF MEDICAL BENEF(TS YO UNDERSIGNED
I authosize tha Ralaase of any s k3 : y lo Frocoss this Clalm. PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW.
SIGNED DATE SIGNED finsured or Authorized Person}
PHYSICIAN OR SUPPLIER INFORMATION
T4, BATE OF: TLLNESS (FIHST SYMPTOM) OR V6. OATE FIHST CONSULTE0 T8, T1AS PALIGNT EVER HAD SAME DR SILAR 5YMPTOMS?
INJURY {ACCIDENT) OR YOU FGR THIS GONDITION
PREGNANGY [LMP) Yes] [ | NG
17. DATE PATIENT ABLE 70 | 18. DATES OF TOTAL DISABRITY DATES OF PARTIAL DISABILITY
RETURN TO WORK
FROM THRAOUGH FROM | THROUGH

18. NAME OF AEFERRING PHYSICIAN

26, ¥OR SERVICES RELATED TO HOSPITALIZATION
GIVE HOSPITALIZATION DATES

ADMITTED | oiserarceD

21. NAME & ADDRESS OF FACILITY WHERL SEAVICES RENDERED (If other thaa home of ollice)

22. WAS LABCRATCRY WORK FERFORMED QUTSIOE YOQUA OFFICE?

YESI NQ.

CHARGES:
25, DIAGNOSIS GR NATURE OF ILENESS OR INJURY, AELATE DIAGNOSIS TC PROCEDURE IN COLUMN D BY REFEAENCE TO NUMBERS 1, 2, 3, EYC. OR DX CODE
f.
2
3.
4,
24. A g C. FULLY DESGRIBE PROCEQURES, MEDICAL SEAVICES OA SUPPLIES D E ¢
PLAGE FURNISHED FORA EACH DATE GIVEN
DAYE OF OF
SERVICE SEAV- | PROCEDURE CODE DIAGNOSIS
iGE (IDENTIFY) {EXPLAIN UNUSUAL SERVICES OR CIACUMSTANCES) COOE CHARGES

25, SIGNATURE OF PHYSICIAN OA SUPPLIER 27. TOYAL CHARGES 26. AMOUNTY PAID 29. BALANCE ODE
30. YOUR SOGIAL SECURITY NO. 31, PHYSIGIAN'S DA SUPPLIER'S KAME, ADDRAESS, ZIP CODE &
TELEPHONE NO,
SIGNED DATE
32, YOUR PATIENT'S ACCOUNT NO. 33, YOUA EMPLOYER L0, NO.
1.0. NO,

* PLACE OF BERVIGE CODES
i IH} = INPATIENY HOSPITAL 4 ~ {H} - PATIENT'S HOME 7~ (NH)~  NURSING HOME Q- {0LY -~ OTHEA LOCATIONS

~[OH)~  QUTPATIENT HOSPITAL 5= DAY CARE FAGILITY {PHY} B~ (8NF) -~ SKILLED NURSING FACILITY A-{il)~  INDEPENDENT LABORATORY

~{0)~  DOCTOR'S OFFICE 6 NIGRT CARE FACILITY (PHY) 9~ AMBULANCE B OTHEA MEDICALSURGICAL FAGILITY




