< TYPE OF CLAIM Please Irdicate by (X)
O MEDICAL type of dlaim (left). Claims
tted within 50
0  WELLNESS | not submitted v.i:thln 9
days of date of incurrence
9 Q  DENTAL ) are subject to review.

CONSIDERATION OF CLAIM.

will be paid directly {o you,

. Aftach all bills securely to this form and mait directly to address balow

. Complete PART 1 of the form labeled, "EMPLOYEE'S STATEMENT. Please answer ALL questions. o
. All questions concerning spouse'’s emplover (No. 22.) and any other form of coverage {No. 23.) must be filled out completely, FAILURE TO DO 50 WILL DELAY

. The portion of the form labeled “Authorization to Pay Benefits to Providers® (No. 24.) Is to besigned by you QMLY if benefits are to be paid to the Provider. If teft blank, payment
. The porlion of the form labsled “Authorization for Release of information™ (No. 25.) MUST be signed by patient (or parent-guardian if patient is a minor).

. PART 2 of the form Inbeled “Provider's Statemenl” must be completed by the provider-of services, unless provider's ttomized staterment is sttached. NOTE: Provider's
staternent must Include the “Diagnasis or Nature of Disease, or Injury” and Provider LD, No, FAILURE TO DO SO WILL DELAY CONSIDERATION OF GLAIM.

PART 1A EMPLOYEE’S STATEMENT  :

1. EMPLOYEE 2. MEMBER NUMBER

. MUST BE COMPLETED BY EMPLOYEE . 41 -1
3. CCCUPATION

4. HOME ADDRESS 6. EMPIOYEE'S . PATIENT 9. NAME & ADDRESS OF SCHOGL
BIRTH FULL TIME STUDENT?
DATE | j ves O No &
5. CITY 7. PHONE NUMBER 0. PATIENT RELATIONSHIP 5. PATIENT
& T0 BIRTH
STATE zp EMPLOYEE DATE | H
12 PATIENT (IF OTHER THAN EMPLOYEE} 13. 14. 1S PATIENT 15. PHYSICIAN'S NAME
NAME mate O MARRIED? YES O}
FEMALE - T3 No B
16. DATE ACCIDENT OR SICKNESS 17. IF INJURED, HOW AND WHERE - 12. DID ACCIDENT HAPPEN
BEGAN DIDACCIDENT HAPPEN? AT WORK? ves O
HO

18. NATURE OF SICKNESS, INJURY, DIAGNOSIS, OR MEDICAL CALL

20, NAME QF SPOUISE 21. SPOQUSE'S
’ BIRTH

DATE

[

22, NAME & ADDRESS OF SPOUSE'S EMPLOYER

PAY FOR ANY OF THEE EXPENSES OF THIS CLbaim?  YES O
MAME AND ADDRESS

No B

PAYMENT iS TO BE MADE TO PROVIDER S!GN BELOW
. AUTHORIZATION TO PAYBENEFITSTOP OVIDERS:

I hereby authotize paymentof benefits directly to any

but not to exceed the reasonable and ctistomary charge
for those services. | understand that | am financially
responsible for any charges not covered by this
authorization.

providers of service, otherwise payable to me for services,

23 ARE YOU, THE PATIENT OR SPOUSE COVERED UNDER ANY OTHER GROUF PLAN, HEALTH MAINTERANCE ORGANIZATION, GOVERNMENT PLAN, OR INSURANCE POLICY WHICH WIELALSCS
IF-YES, GIVE NAME, ADDRESS & POLICY HUMBER OF PLAN PROVIDING BENEFITS.

Empioyee Slgnaiure

Date

POLICY HO.

PATIENT.OR FARENT MUST SIGN BELOW

25. AUTHORIZATION FOR RELEASE OF INFORMATION—GROUP HEALTH BENEFITS

L AUTHORIZE any physician, medical pradiifioner, hospital, Veterans Admin-
istration Hospital clinic, other medical or medically refated facility, insurance
company, consumar reporting agency, employer, or group policyholder hav-
ing information available as 1o diagnosis, treatment and prognosis with re-
spect to any physical or mental condifion and/or freatment of me or my minor
children and any other non-Medical information of me or my minor children
fo disclose such information upon presentation of this autherization or pho-
tographic facsimile thereof. | UNDERSTAND the information obtained by
use of the Authorization will be used by the Plan or ils authorized claims
paying administrator to determine eligibility for benefits or services under a
policy. Any information obtained will not be released by the Plan o any
person or organization, EXCEPT o reinsuring companies, the Medicat Infor-
ration Bureau, Inc., employer, group policyholder, cantract holder, or other
persons or organtzafions performing business or fegal services in connec-
tion with miy elalm, or as may be otherwise Iawfully required or as | may
further authorize.

| KNOW that | may request to receive:a copy of this Authorization.

PBS . AGREE thatf a photographic copy of lhis Authorization shalt be as valid
. as the otiginal.
2255 N. 44th Street, Suite 250 1 AGREE this Autharization shall be valid for two and one half years fm_m
Phoenix, AZ 85008 the date shown below.
X
\ J \_ Fatient.or Parent (if minos) Dale Y,




1. PATIENT'S NAME

ART2 PROVIDER'S STATEMENT

2.AGE RSN

: MUST.BE COMPLETED BY ALL MEDICAL, & DENTAL PROVIDERS. FAILUR
DE ALL INFORMATION WILL DELAY CONSIDERATION OF CLAIN -

4. DOES PATIENT HAVE OTHER

5. DIAGNOSIS OR NATURE OF DISEASE OR INJURY

COVERAGE? O ves O wo
IF YES, PLEASE COMPLETE THE FOLLOWING
CG. NAME
ADDRESS OR LOCATION
POLICY NO.
6. OCCUPATIONAL INJURY? 0 ves QO no

7. DATE SYMPTOMS FIRST APPEARED 8. DATE FIRST VISIT (CURRENT CONDITION) . IS PATIENT STILL UNDER YOUR GARE FOR THIS CONDITION?
OR ACCIDENT CCCURRED Q ves O no
MO DA YR MO ‘DA YR
10. DATE OF TOTAL DISABILITY (UNABLE 10 11. DATE PATIENT SHOULD BE ABLE 12. DATE PATIENT RELEASED TO
WORK OR PERFORKM NORMAL ACTIVITIES) TQ RETURN TO WORK RETURN TO WORK
MO DA YR MO DA YR MO DA. YR
3. HAS PATIENT HAD SAME OR SIMILAR CONDITION? [ YES (3 NO 14, PREGNANCY?

IF YES, WHEN AND DESCRIBE: O yes DO No  APPROXIMATE DATE
PREGNANCY COMMENGED
MO DA ¥R
15, DATEOF | PLACE PROCEBURE CODE LI5T SEPARATELY SERVICES, MATERIALS AND FITTINGS CHARGES | GLAIMS OFFICE
SERVICE OF . *GRVS1ADAOR {DENTALLIST TOOTH AND SURFACE} USE ONLY
SERVICE DENTITY
MO DA YR | CODE
R =S ILTIIN R GRE] 16, NOTE: Provider LE. No, or §5 No.- 17. TELEPHONE NO 18. DATE ToTAL
O 0 o 15 CHANGES
19. PROVIDER'S NAME AND DEGREE (PRINT} 20. PROVIDER'S SIGNATURE -
PARY
21.ADDRESS 22. CITY 23. STATE 24.21p A

25. WAS PATIENT REFERRELD BY ANOTHER PHYSICIAN?

Oves 0O wo

26, NAME OF REFERRING PHYSICIAN

.

HAVE SERVIGES LISTED ABOVEBEEN REREORMED?
T yes

i5 TREATMENT FOR ORTHODONTIC PURPCSES?
1 YES

1S TREATMENT DUE TO ACCIDENTAL INJURY?
[ YES

o no

0 N

1 NO

IF PROSTHESIS, 18 THIS INITIAL PLACEMENT?
1 YES

o Ne

IF "NO" DATE AND REASON.FOR REPLACEMENT
(NO. § ABOVE}

LIST SEPARATELY SERVICES, MATERIALS AND FITTINGS,
INCLUDING CHARGES ABOVE

LACE OF SERVICE CODE

11 PROVIDER'S OFFICE

OL OTHER LOCATION
12 PATIENTS HOME
32 NURSING HOME

21 INPATIENT HOSPITAL

22  OUTPATIENT HOSPITAL
24 QUTPATIENT SURGERY
FACILITY

/
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