P o

Mail Claims To:

M E D I C A_ L Network Claims Administration

Medical Network P.O. Box 828
365-5025 Colorado Springs, Co 80901-0828

CLAIM FOR: [] Prescription Drugs [] Services by non-member providers

[]Other (specify)
i i
PART 1. Subscriber’s Statement of Claim (see instructions below)
i i
SUBSCRIBER’S NAME SUBSCRIBER’S ID. NO. EMPLOYER
SUBSCRIBER’S ADDRESS OCCUPATION
CITY/STATE/ZIP PHONE NO. GROUP NUMBER LOCAL UNION
i i
PATIENT’S NAME PATIENT’S RELATIONSHIP [J SELF [JcHILD
TO SUBSCRIBER [0 SPOUSE [J OTHER
PATIENT’S EMPLOYER PATIENT’S BIRTH DATE SEX DOES PATIENT HAVE OTHER HEALTH COVERAGE
M F [ YES [J No
PATIENT’S ADDRESS IF YES, NAME OF POLICY HOLDER
CITY/STATE/ZIP PLAN NAME AND ADDRESS
FULL TIME STUDENT IF YES, WHERE: POLICY NUMBER
O ves [ No
i i
WAS CONDITION RELATED TO:
, 0 YES O AMm
A. PATIENT’S EMPLOYMENT O YES O ~No B. AN ACCIDENT [0 NO DATE TIME O] pMm
WHERE HOW
IS CLAIM BEING MADE FOR WORKMEN’S COMP. [0 YES [0 NOo
i i
I authorize the release of any medical information, including, I authorize payment directly to the attached provider of
but not limited to reports, documents, X-rays, medical tests, service, otherwise payable to me. I understand that I am
and any and all other information that is in any way related to financially responsible to the provider for charges not
my physical or mental health status that is the possession of covered by the authorization.
the physicians, hospitals or any other medical provider that
may be requested in order to process this claim.
PATIENT’S SIGNATURE DATE SUBSCRIBER’S SIGNATURE DATE
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Instructions for filing a claim

A.

B.

IMPORTANT. This claim form is only to be used by subscribers of Memorial Hospital Medical Network.
COMPLETE SUBSCRIBER’S STATEMENT OF CLAIM. Be sure to fill in any space that is applicable.
Complete: “Authorization to Release Information.”

Complete: “Authorization of Payment” if bill has not already been paid by you.

If claim is for prescription drugs, attach bills to form after completing “Statement of Claim” section. All bills must show: patient’s
name, prescription number, name of drug, date(s) of purchase, charge, and prescribing physician.

If claim is for services of a non-member provider, attach bills to form after completing “Statement of Claim” section. All bills must
show: patient’s name, date(s) of treatment (diagnosis), procedure code, location of service, fee for each service and the tax identification
number of the provider of services.

If claim is for registered nurses, medical equipment or other authorized medical services, attach bill to the form after completing
“Statement of Claim” section. All bills must show patient’s name, nature and date(s) of services, place-of service, amount of charge,
name of prescribing physicians and the tax identification number of the provider of services. The claims processing agent will request
additional data only as required.

Mail the completed form to: Network Claims Administration
P.O. Box 828
Colorado Springs, CO 80901-0828
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