CLAIM FORM

P.O. Box 900 .
Elyria, OH 44036
800-223-9941
M E D I CA L . Commerce Benefits Group
www.CommerceBenefitsGroup.com
PLEASE PRINT ORTYPE
1. EMPLOYEE’'S NAME (Last) (First) AGE SEX Q FEMALE
Q MALE
EMPLOYEE’'S ADDRESS: (No. Street, City, State, Zip Code) HOME PHONE NUMBER:
( )

2. POLICY NUMBER: SS#: DATE INSURED: OCCUPATION
3. ARE YOU MARRIED? IF YES, IS SPOUSE EMPLOYED? IF YES, NAME OF SPOUSE & NAME, ADDRESS & TELEPHONE NO.
Q YES Q NO Q YES Q NO OF SPOUSE’S EMPLOYER

4. IF CLAIM IS MADE ON BEHALF OF ONE OF YOUR DEPENDENTS, ANSWER THESE QUESTIONS iN ADDITION TO ALL OTHER QUESTIONS.

NAME OF PATIENT & ADDRESS: DATE OF BIRTH MARRIED Q YES Q NO

RELATIONSHIP TO INSURED

IF OTHER THAN SPOUSE, NAME & ADDRESS OF EMPLOYER, IF ANY IF NOT EMPLOYED, HOW LONG HAS
DEPENDENT BEEN SUPPORTED ENTIRELY BY YOU?

5. DATE SICKNESS BEGAN OR INJURY OCCURRED

6. STATE FULLY NATURE OF SICKNESS OR INJURY

7. IF INJURED, STATE FULLY HOW AND WHERE INJURY OCCURRED

DID INJURY OCCUR
WHILE ON DUTY?

8. HAS CLAIM BEEN FILED OR WILL CLAIM BE FILED UNDER ANY WORKER'S COMPENSATION ACT OR SIMILAR LAW? Q YES J NO

9. ARE ANY OF THE EXPENSES FOR WHICH CLAIM IS BEING MADE COVERED BY:
(INCLUDE ANY PLAN OR INSURANCE CARRIED BY DEPENDENT)

(A) Any other group insurance or any medical plan because of membership in Group? ... QO YES Q NO
(B) Any group or prepayment Plan? ..........cccooeererereninieneeie e . Q YES a NO
(C) Any federal, state or other GOVErNMENTAl PIANT .........cc.iiiiiiriiiieitee ettt b ettt eb et st e bttt eb e e e et en e Q YES a NO
(D) Any medical plan sponsored by @ SChOOI OF COIEGE? .........ooiiiiiiiriiiiiieer ettt st b et ettt e s bt e e sbeesesbesreenees Q YES Q NO

If the answer to any of the above (91 - 9D) is “yes”, complete (A) and (B) below:

A. Name and address of employer if a plan through an employer:

B. Name, address of the other insurance company, contract or policy number:

Authorization
The above information is correct to the best of my knowledge and | hereby authorize any hospital, physician or pharmacist to furnish the Claims Administrator
any information desired.

Date: Employee Signature:

Name of Policyholder (i.e. Employer, Union or Association)

AUTHORIZATION TO PAY: | hereby authorize payment directly to SIGNED (Insured Person)

the healthcare provider, otherwise payable to me for the services

as described below but not to exceed the reasonable and customary -

charge for those services. DATE:

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize SIGNED (Patient or parent if minor)
the healthcare provider to release any information acquired in the -
course of my examination or treatment to: DATE:

CL. 001 REV. 03/05



EMPLOYEE’S STATEMENT (2)

PATIENT'S NAME INSURED’S NAME

PATIENT'S ADDRESS

PART B ATTENDING PHYSICIAN’S STATEMENT

1. DIAGNOSIS AND CONCURRENT CONDITIONS
(If Diagnosis Code Other Than ICOA* Give Name)

2. IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT'S EMPLOYMENT? PREGNANCY? Q YES Q NO
Q YES Q NO If Yes, approximate date pregnancy
commenced:
3. REPORT OF SERVICES (or attach itemized bill), if previous form submitted to this carrier, you need show only date & services rendered.
DATE OF PLACE OF DESCRIPTION OF SURGICAL OR MEDICAL PROCEDURE CODE - (If code
SERVICES SERVICES SERVICES RENDERED other than CPT** used, give name) CHARGES:
Total Charges: B $
O - Doctor’s Office IH - Inpatient Hospital NH - Nursing Home Amount Paid: » $
H - Patient's Home OH - Outpatient Hospital OL - Other Locations
*ICDA - International Classification of Diseases Balance Due: » $

**CPT - Current Procedural Terminology (current edition)

4. DATE SYMPTOMS FIRST APPEARED OR ACCIDENT HAPPENED. 5. DATE PATIENT FIRST CONSULTED YOU FOR THIS CONDITION
6. PATIENT EVER HAD SAME OR SIMILAR CONDITION? 7. PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION?
QYES QNo If “Yes” when & describe: QYES QNO
8. PATIENT WAS CONTINUOUSLY TOTALLY DISABLED 9. PATIENT WAS PARTIALLY DISABLED
(Unable to work) .
From: Thru: From: Thru:
10. IF STILL DISABLED, DATE PATIENT SHOULD BE ABLE TO 11. DOES PATIENT HAVE OTHER HEALTH COVERAGE?
RETURN TO WORK Qa YES Q NO

If “Yes” Please identify

12. Individual Practitioners - SS No. All others - Employer 1.D. No. L I

Must be furnished to comply with Section, 6109 of the Internal Revenue Code

13. 1 DO NOT ACCEPT ASSIGNMENT Q

DATE PHYSICIAN'S NAME (Print) SIGNATURE DEGREE TELEPHONE

STREET ADDRESS CITY OR TOWN STATE ZIP CODE

IF PATIENT CONFINED TO A HOSPITAL, ATTACH THE HOSPITAL FORM OR THE HOSPITAL BILL.

Medical Claim Form




