Statement of Claims MEDICA.

If you have questions in completing this form, please contact our Customer Service Department at

952-945-8000 or toll free outside the Twin Cities metro area at 1-800-952-3455. Hearing-impaired Medica
members can reach us by calling the National Relay Center at 1-800-855-2280 and asking for the P.O. Box 30990
number above. Salt Lake City, UT 84130

Throughout this form, all self-insured enrollees will be referred to as “members” rather than their formal
title of “self-insured enrollees.”

Note: For Pharmacy claims, please use the Pharmaceutical Prescription Claim Form. For foreign claims, please contact Customer
Service at the phone number on the back of your ID card for special instructions.

TO BE COMPLETED BY MEMBER

Member Information

1. Member's name 2. Employer's name

3. Member ID Number (9 digits) 4. Group/Policy number (5 or 6 digits, not the Payer ID)
5. Res|idence! street|addres|s | | | C|ity State Zip

6. Patient’s name 7. Patient’s date of birth

8. Describe illness or injury 9. Give date it began

10. Was this claim due to one of the following?

0 Auto accident QO Dental injury Q Emergency QO Mental health or substance abuse

11. If injury, was it job related? QYes O No
If Yes, please explain:

12. Do you or any member of your immediate family have any other group insurance which may cover all or part
of this claim? QYes Q1 No
If Yes, give insurance company name, address and group policy number:

A person who submits an application or files a claim with intent to defraud or helps commit fraud against an insurer is guilty of a crime.

Authorization: On behalf of myself and any patient named on this claim form (“Us"), | authorize any health care professional or entity,
employer, union, insurance company, health maintenance organization, other health plan company or prepayment organization to give
Medica Health Plans, Medica Insurance Company, Medica Health Plans of Wisconsin, or Medica Self-Insured and my employer, or any of
their designees, any and all records or information pertaining to medical history or services rendered to Us for evaluation of this claim,
and for any analytical or research purposes. This authorization will automatically expire one year following the date of signature without
my express revocation.

Member's signature Date

Please check to see that this entire claim form has been properly completed and ~ Mail these forms and/or itemized bills to:
signed prior to submitting to Medica. Payment will be made to you, unless you ~ Medica

sign #13 on the Health Insurance Claim Form, or specifically direct otherwise. P.O. Box 30990
Salt Lake City, UT 84130

COM3280-10511



Instructions for Health Insurance Claim Form
The following fields need to be completed on the attached Health Insurance Claim
Form in order for your claim to be processed. This is just a guide.

. 4

1. Patient’'s Name
2. Patient's Date of Birth
3. Insured’s Name
4. Patient’s Address
5. Patient’s Sex
7. Patient’s Relationship to Insured This is jUSt a guide. Please fill in your
10. Was Condition Related To
12. Patient’s or Authorized Person’s Signature
19. Name of Referring Physician or Other Source Insurance Claim Form
23. Diagnosis or Nature of lliness or Injury
24.A Date of Service
24.B Place of Service Code

m |f you are unsure what the Place of Service Code for your situation is, please see some of the most common
codes below. If none of the codes listed apply to you, you may need to ask your provider for the information
needed to complete this field.

Please Note:

information on the attached Health

11. Office. Location where the health professional routinely provides health examinations, diagnosis,
and treatment of illness or injury.

20. Urgent Care Facility. Location, distinct from a hospital emergency room, an office, or a clinic, whose
purpose is to diagnose and treat illness or injury for unscheduled, ambulatory patients seeking
immediate medical attention.

21. Inpatient Hospital. A facility, other than psychiatric, which primarily provides care, and rehabilitation
services by, or under, the supervision of physicians to patients admitted for greater than 24 hours.

22. Outpatient Hospital. A facility, other than psychiatric, which primarily provides care, and
rehabilitation services by, or under, the supervision of physicians to patients admitted for less than 24
hours.

23. Emergency Room — Hospital. A portion of a hospital where emergency diagnosis and treatment of
illness or injury is provided.

24.C Fully Describe Procedures, Medical Services, or Supplies for each date given
(You will need to ask your provider for the information to complete this field)
24.D Diagnosis Code
(You will need to ask your provider for the information to complete this field)
24.E Charges
27. Total Charge
31. Physician’s or Supplier's Name, Address, Zip Code, Telephone Number and Federal Tax ID Number

If this is a Mental Health or Substance Abuse claim, please check the Mental Health/Substance Abuse box at the
top of the Health Insurance Claim Form.

You also need to include copies of any bills, receipts or itemized statements from all providers. Please make
sure your 5 or 6 digit Group or Policy number and your 9 digit ID number are listed on all pages of
correspondence that are submitted. Please make copies of all correspondence (keep one copy for your own
records) and send a legible copy of all documents, including the completed claim forms to:

Medica

P.O. Box 30990

Salt Lake City, UT 84130



HEALTH INSURANCE CLAIM FORM

Read Instructions Before Completing or Signing This Form

TYPE ORPRINT [ ] MEDICARE (] MEDICAID (] cHAMPUS [ ] OTHER (] MENTAL HEALTH/SUBSTANCE ABUSE
PATIENT & INSURED (SUBSCRIBER) INFORMATION
1. PATIENT’S NAME (First name, middle initial, last name) 2. PATIENT'S DATE OF BIRTH 3. INSURED’S NAME (First name, middle initial, last name)
| |
4. PATIENT'S ADDRESS (Street, city, state, ZIP code) 5. PATIENT'S SEX 6. INSURED’S I.D. MEDICARE AND/OR MEDICAID NO. (Include any letters)
MALE FEMALE
7. PATIENT’'S RELATIONSHIP TO INSURED 8. INSURED’S GROUP NO. (Or Group Name)

SELF SPOUSE CHILD OTHER

9. OTHER HEALTH INSURANCE COVERAGE — Enter Name of Policyholder 10. WAS CONDITION RELATED TO: 11. INSURED’S ADDRESS (Street, city, state, ZIP code)
and Plan Name and Address and Policy or Medical Assistance Number

A. PATIENT'S EMPLOYMENT

B. ACCIDENT

AUTO OTHER

12. PATIENT’'S OR AUTHORIZED PERSON’S SIGNATURE (Read back before signing) 13. | AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED
. . . . . PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW

| Authorize the Release of any Medical Information Necessary to Process this Claim and Request Payment of
MEDICARE Benefits Either to Myself or to the Party Who Accepts Assignment Below

SIGNED DATE SIGNED (Insured or Authorized Person)
14. DATE OF: ILLNESS (FIRST SYMPTOM OR 15. DATE FIRST CONSULTED 16. HAS PATIENT EVER HAD SAME 16a. IF AN EMERGENCY
INJURY (ACCIDENT) OR YOU FOR THIS CONDITION OR SIMILAR SYMPTOMS? CHECK HERE
PREGNANCY (LMP) I:l
YES NO
17. DATE PATIENT ABLE TO 18. DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURN TO WORK
FROM THROUGH FROM | THROUGH
19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g., public health agency) 20. FOR SERVICES RELATED TO HOSPITALIZATION
GIVE HOSPITALIZATION DATES
ADMITTED | DISCHARGED
21. NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office) 22. WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?
YES NO CHARGES

23.

@

DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. RELATE DIAGNOSIS TO PROCEDURE IN COL. D BY REF. NO. 1, 2, 3, ETC. OR DX CODE B.

—I EPSDT ves ] no[ ]
e ves ] no[ ]

PRIOR
AUTHORIZATION NO.

24, A B. C. FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D. E. F. G. | H. LEAVE BLANK
PLACE FURNISHED FOR EACH DATE GIVEN. DAYS
DATE OF OF PROCEDURE CODE DIAGNOSIS OR TOS.
SERVICE SERVICE | (IDENTIFY: )| (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) CODE CHARGES UNITS
25. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPT ASSIGNMENT 27. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE
(GOVERNMENT CLAIMS ONLY)
(I certify that the statements on the reverse apply to
this bill and are made a part hereof.
YES NO 31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS, ZIP CODE &
30. YOUR ENROLLEE 1.D. NO. TELEPHONE NO.

SIGNED DATE
32. YOUR PATIENT'S ACCOUNT NO. 33. YOUR EMPLOYER 1.D. NO.

1.D. NO.

REMARKS:
APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 5-80
APPROVED BY THE HEALTH CARE

COM3280-10511 FINANCING ADMINISTRATION & CHAMPUS



