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CLAIMS FILING

Hard copy billing of vision (eyewear) services is billed on the paper CMS-1500 (02/12) claim
form or electronically on the 837P Professional transaction. Instructions in this appendix are for
completing the CMS-1500; however, the same information is required when billing claims
electronically. Items to be completed are listed as required, situational or optional.

Required information must be entered in order for the claim to process. Claims submitted with
missing or invalid information in these fields may be returned unprocessed to the provider with a
rejection letter listing the reason(s) the claims are being returned, or will be denied through the
system. These claims cannot be processed until corrected and resubmitted by the provider.

Situational information may be required, but only in certain circumstances as detailed in the
instructions that follow.

Paper claims should be submitted to:

Gainwell Technologies
P.O. Box 91020
Baton Rouge, LA 70821

Services may be billed using:

o The rendering provider’s individual provider number as the billing provider number
for independently practicing providers; or

o The group provider number as the billing provider number and the individual
rendering provider number as the attending provider when the individual is working
through a ‘group/clinic’ practice.

NOTE: Electronic claims submission is the preferred method for billing. (See the EDI
Specifications located on the Louisiana Medicaid web site at www.lamedicaid.com, directory link
“HIPAA Information Center”, sub-link “5010v of the Electronic Transactions” — 837P Professional

Guide.)
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This appendix includes the following:

o Instructions for completing the CMS 1500 claim form and samples of completed
CMS-1500 claim forms; and

o Instructions for adjusting/voiding a claim and samples of adjusted CMS 1500 claim
forms.
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CMS 1500 (02/12) INSTRUCTIONS FOR VISION SERVICES
Locator # Description Instructions Alerts
Medicare / Medicaid /
Tricare Champus / Required -- Enter an “X” in the box marked Medicaid
L Champva / (Medicaid #)
Group Health Plan / ’
Feca Bk Lung
Required - Enter the beneficiary’s 13 digit Medicaid ID
number exactly as it appears when checking beneficiary
eligibility through MEVS, eMEVS, or REVS.
fa | Insured's |.D. Number | \are. The heneficiarys' 13-digit Medicaid ID number must
be used to bill claims. The CCN number from the plastic ID
card is NOT acceptable. The ID number must match the
beneficiary’s name in Block 2.
2 Patient's Name quuirgq - Enter the beneficiary’s last name, first name,
middle initial.
Patient's Birth Date Situational - Enter the beneficiary’s date of birth using six
digits (MM DD YY). If there is only one digit in this field,
3 precede that digit with a zero (for example, 01 02 07).
Enter an “X” in the appropriate box to show the sex of the
Sex beneficiary.
4 Insured's Name .S|tuat|on'$1l - Complete correctly if the beneficiary has other
insurance; otherwise, leave blank.
5 Patient’s Address Optional — Print the beneficiary’s permanent address.
6 ::r’]itﬁg(thelatlonshlp to Situational - Complete if appropriate or leave blank.
7 Insured’s Address Situational — Complete if appropriate or leave blank.
8 RESERVED FOR NUCC Leave Blank.
USE
9 Other Insured’s Name Situational - Complete if appropriate or leave blank.
Situational - If beneficiary has no other coverage, leave ONLY the 6-digit
blank. code should be
If there is other commercial insurance coverage, the state entered for
Other Insured's Policy or assigned 6-digit TPL carrier code is required in this block. commercial and
9a Groun Number y The carrier code is indicated on the Medicaid Eligibility Medicare HMO’s
P Verification (MEVS) response as the Network Provider in this field.
Identification Number.
Make sure the EOB or EOBs from other insurance(s) are DO NOT enter
attached to the claim. dashes, hyphens,
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Locator # Description Instructions Alerts
or the word TPL
in the field.
NOTE: DO NOT
ENTER A 6 DIGIT
CODE FOR
TRADITIONAL
MEDICARE.
9% RESERVED FOR NUCC
USE Leave Blank.
9c RESERVED FOR NUCC Leave Blank.
USE
Insurance Plan Name or . . .
9d Program Name Situational — Complete if appropriate or leave blank.
Is Patient’s Condition o . .
10 Related To: Situational - Complete if appropriate or leave blank.
Insured’s Policy Group or | i . .
11 FECA Number Situational - Complete if appropriate or leave blank.
Insured’s Date of Birth
11a Situational — Complete if appropriate or leave blank.
Sex
OTHER CLAIM ID
11b (Designated by NUCC) Leave Blank.
11c ::r: surance Plan Name or Situational — Complete if appropriate or leave blank.
rogram Name
Is There Another Health . . .
11d Benefit Plan? Situational — Complete if appropriate or leave blank.
Patient’s or Authorized
12 Person’s Signature Situational — Complete if appropriate or leave blank.
(Release of Records)
Insured’s or Authorized
13 Person’s Signature Situational — Obtain signature if appropriate or leave blank.
(Payment)
14 Dgte of Current lliness / Optional.
Injury / Pregnancy
15 OTHER DATE Leave Blank.
Dates Patient Unable to
16 Work in Current Optional.
Occupation
Claims Filing Page 4 of 13 Appendix C



LOUISIANA MEDICAID PROGRAM ISSUED: 08/06/21
REPLACED: 01/22/20
CHAPTER 46: VISION (EYEWEAR) SERVICES
APPENDIX C: CLAIMS FILING PAGE(S) 13
Locator # Description Instructions Alerts
Situational - Complete if applicable. For LA Medicaid
other source is
In the following circumstance, entering the name of the | defined as the
appropriate physician is required: ordering provider.
o If Services are performed at the request of an
ordering provider: The ordering
17 Name of Referring _ 3 _ provider is
Provider or Other Source | Enter the applicable qualifier to the left of the vertical, required.
dotted line to identify which provider is being reported.
e DK Ordering Provider Refe_rring.
Enter the name (First Name, Middle Initial, Last Name) ﬁem::?:é Is not
followed by the credentials of the professional who q '
ordered the service(s) or supply(ies) on the claim.
Other Identification Situational - Complete if applicable. Ente.r the 7-digit
17a Number (ID#) Medicaid ID
If 17 is completed, 17A is required. Number here.
o . . The 10-digit NPI
b P Situational - Complete if applicable. Number is required
If 17 is completed, 17B is required. when 17 or 17A1s
complete.
Hospitalization Dates
18 Related to Current Optional.
Services
ADDITIONAL CLAIM
19 INFORMATION Leave Blank.
(Designated by NUCC)
20 Outside Lab? Optional.
ICD Indicator Required - Enter the applicable ICD indicator to identify
which version of ICD coding is being reported between the
vertical, dotted lines in the upper right-hand portion of the
field.
0 ICD-10-CM The most specific
diagnosis codes
21 Diagnosis or Nature of Required - Enter the most current ICD diagnosis code. must be used.
lliness or Injury General codes are
NOTE: ICD-10-CM *V", “W", “X", & “Y” series diagnosis not acceptable.
codes are not part of the current diagnosis file and should
not be used when completing claims to be submitted to
Medicaid.
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Locator # Description Instructions Alerts
22 Resubmission Code Situational. If filing an adjustment or void, enter an “A” for | To adjust or void

and/or Original
Reference Number

an adjustment or a “V” for a void as appropriate AND one of
the appropriate reason codes for the adjustment or void in
the “Code” portion of this field.

Enter the internal control number from the paid claim line as
it appears on the remittance advice in the “Original Ref. No.”
portion of this field.

Appropriate reason codes follow:

Adjustments

01 = Third Party Liability Recovery

02 = Provider Correction

03 = Fiscal Agent Error

90 = State Office Use Only — Recovery
99 = Other

Voids

10 = Claim Paid for Wrong Beneficiary
11 = Claim Paid for Wrong Provider
00 = Other

more than one
claim line on a
claim, a separate
form is required
for each claim line
since each line
has a different
internal control
number.

Situational - Complete if appropriate or leave blank.

Supplies

23 Prior Authorization
Number If the services being billed must be Prior Authorized, the PA
number is required to be entered.
24 Supplemental Leave Blank.
Information
Required -- Enter the date of service for each procedure.
24A | Date(s) of Service Either six-digit (MM DD YY) or eight-digit (MM DD YYYY)
format is acceptable.
24B Place of Service Requlrgd -- Enter the appropriate place of service code for
the services rendered.
24C EMG Leave Blank.
Required -- Enter the procedure code(s) for services
rendered in the un-shaded area(s).
24D Procedures, Services, or

When a modifier(s) is required, enter the appropriate
modifier in the correct field.
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Required - Indicate the most appropriate diagnosis for
each procedure by entering the appropriate reference letter
24E Diagnosis Pointer (A", "B’, etc.) in this block.
More than one diagnosis/reference number may be related
to a single procedure code.
24F Amount Charged Reqylred -- Enter usual and customary charges for the
service rendered.
. Required -- Enter the number of units billed for the
246 Days or Units procedure code entered on the same line in 24D
24H EPSDT Family Plan Leave Blank.
241 1D. Qual. t())ilgl)itr:gnal. If possible, leave blank for Louisiana Medicaid
Situational - If appropriate, entering the Rendering Both the 7-digit
Provider's 7-digit Medicaid Provider Number in the shaded Medicaid
portion of the block is required. provider number
and the 10-digit
Entering the Rendering Provider’s NPI in the non-shaded NPI numbers are
. . portion of the block is Required if the shaded portion is required when
24) Rendering Provider |.D. # complete. entering a
rendering
provider.
Rendering
=Attending
25 Federal Tax I.D. Number | Optional.
Situational — Enter the provider specific identifier assigned
o to the beneficiary. This number will appear on the
2 Patient's Account No. Remittance Advice (RA). It may consist of letters and/or
numbers and may be a maximum of 20 characters.
97 Accept Assignment? Optlpngl. Clapm filing acknowledges acceptance of
Medicaid assignment.
28 Total Charge Required — Enter the total of all charges listed on the claim.
Situational — If TPL applies and block 9A is completed, Do n.°t report
. : i Medicare or
enter the amount paid by the primary payor. Enter ‘0’ if the .
. . . Medicare
29 Amount Paid third party did not pay.
Replacement plan
If TPL does not apply to the claim, leave blank. E:?(dments in this
30 RESERVED FOR NUCC Leave Blank.
USE
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Signature of Physician or | Optional. The practitioner or the practitioner’s authorized
Supplier Including representative’s original signature is no longer required.
31 Degrees or Credentials
Date Required -- Enter the date of the signature.
32 Service Facnlty Location Situational — Complete as appropriate or leave blank.
Information
32a NPI Optional.
32b Other ID# Situational — Complete as appropriate or leave blank.
Billing Provider Info and | Required -- Enter the provider name, address including zip
33
Phone # code and telephone number.
The 10-digit NP!I
333 NP Required - Enter the billing provider’s 10-digit NPI Number must
number. appear on paper
claims.
. - I L . The 7-digit
Required — Enter the billing provider’s 7-digit Medicaid ID Medicaid Provider
number. Number must
33b Other ID# a0Dear on baner
ID Qualifier — Optional - If possible, leave blank for PP Pap
. A, claims.
Louisiana Medicaid billing.

Sample forms are on the following page
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SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE

HEALTH INSURANCE CLAIM FORM

APPAOVED Ev NATICNAL

URIFORM CLAIM COMMTTES (NUCT) 024

ON OR AFTER 10/01/15)

Mail To:

Gainwell Technologies
P.O. Box 91020

Baton Rouge, LA 70821

[+
w
[
[
<
o
—,—:v:_.; A i
1. NEDICARE TRICARE 3 [1a. INSURED'S |.D. NUMBER; [For Program in e 1
Wackarad) |X| | D 1234567890123
2. PATIENT (Last Hamg, Midds Inifal) .:.Flr‘.IT El _§E3F_|' :'g_"_' 4 INEUREDS HAME (gt hame, First Mame, hidde Inifal)
Loy, JANNIE 06| 11/07 » 71X
ADDRES: in., Srest 6. PATIEN ELATICMSHIP TO INSURED 7. INBURED'S ADDRESS (MO, Sreet)
r‘l’| | SEOUSE | h f‘_| 1 || |
CITY STATE | 8. AESERVED FOR NUCE US oY [eTaTE z
Q
P
TIF COnE TELEPHOME (nciu te Area Coca) ZIF CCOE TELEFHCNE [Indude Area Cocle) g
- o
L ) ( ) G
3. CTHER INSURED S MANE (Lacl Name, First Hama, WMictle bita) 10. 15 PATIENT'S CONDITION RELATED TC, 11, INSURED'S FOLICY GROUP OR FECA NUMEER =
o
w
HER INSURED 'S POLICY OR GROUP NUMEEF 4. INSURER & 0 ATE OF BRTH £ %
TPL CODE IF AFPPLICABLE P W F q
b NESEPVED PO WMICCLSE 10§ Ir" grated by MUCC) E
=z
EXAIVI P lf OF 1IcD.10 :
C. RESERVED FOR NUCC USE d |~= -8 PLAN NAME CR PROGR A NAME =
il
E
d. INSURANCE FLAN g0 JE ) PLAN? z
WI | H AN ORDERING PROVIDER-. ...
READ BACK OF FORI BEFORE COLIPLETING & SIGNING THIS FORI. 12, INSUREC'S OR ALTHOAC ON'S SIENATURE | aithoriza
12, PATIEMT'S OR AUTHORIZED PERS AT lauthorize the el Base of Bny med tal or other Information NecESSE | pryree L ot medical tenanits o |"_ ndersigned [y can o cupgier o
1 pre S IS ORI, A0 JEst pay |r|l| ey |r|| EENE TS EIE 0T ,.|| ¥ 10 F1E party who ACCE[S S men sInicas desoibed belom
kalon
SIGHIED .
14 '-..*II:-\'.I “,-, JRAEL | ILLMESE, INJURY, or PREGNANGY (_MF) | 15 I.” HER DATE MM | DD G T £ WCRIK Ini CL -[il]_ll!,‘lll rI.I:;-u PATICH A
GiIAL | L ! TO !
17 TIAME °F FEFERAING FROWDER OF STHER SO0AGE 72l 1236548 . 18, HOS TED TOCLIRFENT SERVICEE
DK | JON DOE, MD 17a| 11| 1236549875 . |
3 RDCITICRLAL CLAIN [FFCRRARTION (Desipates by MG ] aED T CHARCES
EE )
21 DIAGENCE S OF HATURE OF ILLMESS OF IRIURY Felate AL saruce line beow (24E) Ba 0 22. RESMBMISSION )
Tt CODE CRIGINAL REF. MO
o H5034 E ol
i & o 23. PRICR ALUTHORIZATICN HUKEER
| L PR # IF APPLICAELE
7] D C. 225 CF SUPPLIES E. F G |H ] z
Freem tarices) Dl AGRICEIS pais (EREEp RENDEFING c
MM DD MM DD ¥Y |SEWGE| EM WODIFIER PORTER $ CHARGES wins | 'He'| cuaL FRCMOER 0. # £
4 | 1236548 =
' [ Lo e
0| o |18 |os| o] 8|1 s2012 | ; A 15000 | 1 | |[we | 1236548875 =
o 1236548 £
| 1 | F——d - ——— —m———— - =
05 o |l 18 | 05 | o | 8 | 11 92060 | | A 90100 J | NR1 | 1236549875 =
3 1236548 E
1 1 I fon | | Fe—d-ss=-—-—-————- =
o5, 15118 |05, 151 18| 1 vzo20 | ; A 4500 | 1 | Wel | 1238540875 &
1 | 1236548 4
I . : / " e e S
05| 15 (18 |05 15 1 18 | 11 | V2103 | RT | LT A 90100 | 2 | NP | 1238549875 ]
| &
5 1 | I | | £
| e =
- : | | | I R I ¥
6 >
| | | ! 1 [ — T
g | : | I ¥ b | | [w -
EOERAL TAX | DL NUMBER 350 EIN PATIENT'S ACCOU INT WO 27 ,-;Hlu_f:"”'—i i-l\l—.:l:‘:ln'l'“ 28 TOTAL CHARGE 29, AMCUNT PalD Rewd. for HUCE Usa
1234 X|ves [ |no 375.00 !
| e g - 1
1 SIGHATLURE 32. BERVICE FACIUTY LOCATION IMFCRMATICH 3= BLUNGFRCVOERFOzFH | 800 ) 233-3333
HNCLUDIMNG DEGI | J
{0 cetfy that he st ALWAYS OPEN
apdy Llh il and apemace a parl haneot) 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
05/21/2018 i
it Bite |" = 1326547895 |» 1987654
ICC Ingtnaction Manual available ab www. nuec.org PLEASE PRINT OR TYPE APFROVED OMB-USEE- 1T/ FOURM 15U (L T2
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ADJUSTING/VOIDING CLAIMS

An adjustment or void may be submitted electronically or by using the CMS-1500 (02/12) form.

Only a paid claim can be adjusted or voided. Denied claims must be corrected and resubmitted —
not adjusted or voided.

Only one claim line can be adjusted or voided on each adjustment/void form.

For those claims where multiple services are billed and paid by service line, a separate
adjustment/void form is required for each claim line if more than one claim line on a multiple line
claim form must be adjusted or voided.

The provider should complete the information on the adjustment exactly as it appeared on the
original claim, changing only the item(s) that was in error and noting the reason for the
change in the space provided on the claim.

If a paid claim is being voided, the provider must enter all the information on the void from the
original claim exactly as it appeared on the original claim. After a voided claim has appeared on
the Remittance Advice, a corrected claim may be resubmitted (if applicable).

Only the paid claim's most recently approved control number (ICN) can be adjusted or voided;
thus:

. If the claim has been successfully adjusted previously, the most current ICN (the
ICN of the adjustment) must be used to further adjust the claim or to void the claim;
and

o If the claim has been successfully voided previously, the claim must be resubmitted
as an original claim. The ICN of the voided claim is no longer active in claims
history.

If a paid claim must be adjusted, almost all data can be corrected through an adjustment with the
exception of the Provider Identification Number and the Beneficiary/Patient Identification
Number. Claims paid to an incorrect provider number or for the wrong Medicaid beneficiary
cannot be adjusted. They must be voided and corrected claims submitted.
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Adjustments/Voids Appearing on the Remittance Advice

When an Adjustment/Void Form has been processed, it will appear on the Remittance Advice
under Adjustment or Voided Claim. The adjustment or void will appear first. The original claim
line will appear in the section directly beneath the Adjustment/Void section.

The approved adjustment will replace the approved original and will be listed under the
"Adjustment" section on the RA. The original payment will be taken back on the same RA and
appear in the "Previously Paid" column.

When the void claim is approved, it will be listed under the "Void" column of the RA.

An Adjustment/Void will generate Credit and Debit Entries, which appear in the Remittance
Summary on the last page of the Remittance Advice.

Sample forms are on the following pages.
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SAMPLE VISION CLAIM FORM WITH ICD-10 DIAGNOSIS CODE (DATES OF SERVICE
ON OR AFTER 10/01/15)

—y

D O = N

HEALTH INSURANCE CLAIM FORM

Mail To:

Gainwell Technologies
P.0. Box 91020

Baton Rouge, LA 70821

AFFROVED B MATICHAL UNIFCRM CLAIM SOV TTES (NUCS) D242
[TTPes P I
|. MEDIGARE  MEDIGHD TRICARE CHALF -| \i_ e [ 12, NSURED'S |.D. NUMBER [Far Frogram 7 e 1)
msearnss [y st [ ] Aneoand w0 || (o p 1234567890123
2. PATIBNT'S NAME (Last Mame, First Name, Midds Inifal) 8. F|1T| NT 3E3F HD f‘ E 4 INEURED S HAME (st Mamne, First Mame, Mdds Inifal)
| DD | .
LOU JANN'E 06| 1107 " [x
ADDAES: un,, Stresm | 6. PATIENM ELATICMSHIF TO INSURED 7 INSBURED'S ADDRESS (Mo, Sheet)
.-nr| |-;nrum| |.n n_| |r"|| |

Iy STATE | 6. RESERVED FOR NUCC USE oY STATE
DRCOOE TELEFHOME (ndude frea Coca) ZIP CODE ‘ TELEPHCME [Indude .Jlea.f.\:cla:u
3. OTHER INSURED'S NARE (Lact Hame, Frsl Nams, Middle Rl 5 PATIENT'S CONDITION RELATED T, 11, INSURED'S FOLICY GROUP OF FECA HUMEER

: SAMPLE
EXAMPLE OFICD 1
'WTTH;AN ORDEHRING F

READ BACK OF EFORE COUFLETNG § SIGNNO THIS FORII
CA AUTHORIZED PERSC ATURE | auihcrize e release of any med cal or ofmer in Yanalcn recessay
ia wernment keneils ether o r ,.u..r ity WhoRCCEQE BS3I M

HERINBURED'S PCLICY OF GROUP NURBEF
TPL CODE IF APPLICABLE

b RESERVED FOR HUCC LISE

USE

12 PATIENT"

a. INSU ?EE SOA _E:=3FT-|
Mof b oD R

41 ICH (DES QRats oy RUCT

'RG\ﬂDE R

12, INSURED S OR AUTHC ATURE | aulhoriza

payrment ol madica o Sdan or eupdlian ior
sarices LI- o fed! el

¥-| < PATIENT AND INSURED INFORMATION ————~~4— CARREER—)~

SIErED DATE SIGHEL
T4 DATE OF CURRENT ILLMNESS, INJURY, OF FRESHANCY (UMF) |15, O HER DATE 16 DATESPATIENT UHABLE TOWOHE 1M CURBENT OCCURATION
MM [ DO oy i ; MM | DD MM | DD vy [ Vi)
ALl B | FROM ! To !
17 HAME OF AEFER ARG PROW DEF F HER S0URL 1236548 18, HOSPI :-'I_VI.'_-" IO DATES AELATED TO l[.']ivil I;II:I v CEE
DK | JON DOE, MD 1236549875 2 | ram ' ; T i
ADDITICRAL CLAIN I NFORMMATION (Desgaled by MIC S $ CHARCES
Tl
21 OFAGNCE S CF NATURE OF ILNESS OF INJURY FEae AL o sa ucene feon (24E) — o1
el E RN AL REF,
o H5034 E el ol a0 8142178901200
E F G ul 23. PRICR AL -|F*T’l HUMEER
| ) PA # IF APPLICARELE
7] DATES) OF SERVICE El C. = CF SUFFLIES E. F =z H =
Frcen Ta PLACE cumstances) Dl AGRICEIS mais: 2 c
Wk DD MM DD Y [SER WICDIFIER FONTER § CHARGES units | Pa'| cusL E
| 1 | | e E
oot |8 fos| oo |8 1 a0z | ; A 175100 | 1 | Rl o]
| | 1 [ R TR aierts et E
1 . || I I I
ol
| | | [T s Ee R o
- : [ N N I I &
w
| | | | | | A B e
|| | | | || N I 2
] | ] | |  EEEEE SRS BN GGl A oy S
| | | : | | || L] [ [w g
>
7R - 4/ | S .| - S S 1 * S . ) Wy — XL
L] ! & |- [ 1 [w &
IERAL TAX | 0. MUMBER 350 EIN 2. PATIENT'S ACCOU | NC ",-; CEFRT =] 25 TOTAL CHARGE 28, AMOCUNT PAID FRewd for o ke
T gt i
1234 X|Es | 175,00 | 5 |
. { { - L L
IGHNATURE CH | GUFFLIEF 32. BERVICE FACILTY LOCATION INFORMATICH 33 BLLNGFROMODER INFOEFH# (800 ) 233-3333
HCLLIDIRG D HTIALS ¥ )
[ cEet iy Ihat he 3 s on ALWAYS OFEN
Appy 10 this K ancl ars mak a per heraot) 700 MAIN ST
JANE DOE, MD ANY TOWN, LA 70000
— DaRS/2018 ¥ - 1326547895 |- 1987654
1CC Ingtruction Manual available at: www. nuce org PLEASE PRINT OR TYPE APPHOVED UMB-USIB-TTHF FORR 7200 (Lt T2)
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=9

L= - - -

HEALTH INSURANCE CLAIM FORM

APPROMED BY RATIONAL UNIFORM CLAIM COMMITTEE {NUISC] 08412

[T

MCATTT]

1. WEDICARE WECICAID AICARE AR,

[ | iMostcams) D.-.vm.x-e.-: [[] nowoang D (hiemser 4] D

R FECA CITHER
AL T PLAR — BLK] LG
o D O8] |:| ane

fi, [MSURED'S LD, MUMEER [Fior Program in |imm 1)

2. PATIENTS NAME [Lact Hama First Mamo, Wddlo [ntial

L FATIENT S BIFUTH DATE =
ST =

L
. u[] -

4. INSURED'S NAME [Last Namo Finst SName, Mddlo Intisly

5. PATIENT'S ADDMESS (Mo, Steet)

& PATIENT RELATIONSHIF TO INSURED

Sall[ ] sooea] | cnte] ] m—n.D

T.INSUREDNS ADDMESS (Mo, Sireet)

oy 8STATE

F| SO TELEPHONE (Jrchean Area Code)

L. )

#, AESERVED FOR NLICT LISE

oy STATE

Ar CODE TELESHENE {Inchele Area Code)

(

8, COTHER INSLIREDY' S MAME (Lat Mama, Frst Nave, Mddle lnidsl)

a, OTHER |NEURED'S POUICY OF GROUP NUMEBER

b, RESEAVED FOR MUCT USE

& RESEAVED FOR NUGE USE

-9

PATIENT S CONDITION RELATED TC

a EWPLOYMENT? [Cument or Prosisus]

O e

B AUTO ACCIOENT?

BLACE (S1)

[ves QM

&, OTHER ACCIIBNTT
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