Member ID (from Health Flan ID card): Group Number (from Health Plan 1D card):

Patlent Information
Mame (Last, First, MI): Data of Birth:
HRZEEZEEEN
Home Address: Gendar: Belationship to Subscrbar /
M Policyholder:
OIF (2 Subscriber/Palicyholder
City: Stata:  ZIP Coda: () Spousef Partner
LT LT T | Newaddmssz: © G
O Yes () Other Dependent
Fhone #: O No

Subscriber/Policyholder Information
{Complete this section only if it is different than the patient information.)

Employea Name (Last, First, MI): Phona #:
(L prli L=l
Home Addrass: Crate of Birth:
HEZERZEEEN
Gity: Stata: ZIF Coda: Maw Address?:
OYes
I I =3+
Provider Information Accldent Information
Providar Mama: Provider Tax Identification #: Drate of Accident:
HEZERZEEEE
Providar Addrass:

Type of Accident O Work O Auto O Other
How did the accident happan?

City: Stata: ZIP Code:

Other Insurance
Is the patient coverad by another insurance plan? O Yes O Mo (lf ye&, plesss compiste the following information.)

Mame of parson carrying other insuranca (Last, First, M1 Date of Birth:

HEZEEZEEEN
Mame of Othar Insurance Carrier: Policy Numbar: Employar Name:
Assignment of Beneflts

[] Plessa check this bo if you want UniiedHeslthcane to pay benefits directly to the doctoy provider.

By signing below, | am stating that the information abowe is cormct Any person who knowingly files a stalement of claim containing any

mizsrepresentation or any false, incomplete or mizleading information, may be guilty of a2 criminal act punishable under law and may be

subject to civil penalties.
. . . A ra

Signatura: Data: | | |; | | |f | | | | |

S201E Unlie

& 30 HaalthTane Sanvioas, Inc. insurance cowarege providad by or thr
Bt
dt

< powcsaty lJﬂ UnitedHealthcare

Linle
Linle



