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sponsored by Johns Hopkins Medicine

7% JOHNS HOPKINS

EMPLOYER HEALTH PROGRAMS

Mailto: EmployerHealth
Programs

6704 Curtis Court

Glen Bumie, MD 21060
410-424-4400

Dlfree 800-261-2393

MEDICAL
and/or VISION

CLAIM FORM

1. PATENT S NAME (IAST, FIRST, MIDDIE INITAL)

2. PATIENT SDATE O F BIRTH

3. EMPLO YEE S NAME (IAST, FIRST, MIDDIE INTDAL)

4. PATIENT S ADDRESS (STREET, CIIY, STA'TE, ZIP C O DE)

5. PATENTS SEX

0O MAIE O FEMAILE

6. EMPLOYEESLID. # (FORPROGRAM ABOVE)
INCIUDE ALLNUMBERS

7. PATEENT S REIATIO NSHIP TO EMPIO YEE

O SELF O SPO USE O CHILD

8. EMPIOYEESGROUP # (ORGROUP NAMEOR
FECA CIAIM #)

9. OTHER HEALTH INSURANC E C O VERAGE (ENTER POIICY
HOIDER, PLAN NAME & ADDRESSAND POLICY OR MEDICAL
ASSISTANC E NUMBER)

10. WASCONDIION REIATED TO:

A. PATENTSEMPLO YMENT

0O YES O NO
B. ACCIDENT
O YES 0O NO

11. INSURED’ S ADDRESS (IF DIFFERENTTHAN
PATIENT S)

FIEPHONE # ( ) -

12.

PATIENT S O R AUTHO RIZED PERSO N’S SIG NATURE. 1 A UTHO RIZE THE REIFASE OFANY MEDICAL
INFORMATIO N NEC ESSARY TO PRO C ESS THIS CIAIM. IALSO REQ UESTPAYMENTO F G O VERNMENT BENEFIIS

EITHER TO MYSELF OR TO THE PARTY WHO AC C EPTS ASSIG NMENTBELO W.

>

Sign

Date

13. TAUTHO RIZE PAYMENT O F MEDIC AL BENEFIIS TO
UNDERSIG NED PHYSICIAN O R SUPPLIER FOR SERVICE
DESCRIBED BELOW.

>
Sign (Insured orAuthorzed Person) Date

14. DATE OF ILINESS (FIRSTSYMPTO M) O R INJURY
(ACCIDEND OR PREGNANCY (IMP):

15. DATE FIRSTC O NSULIED FO R THIS
CONDINO N:

16. IFPATENTHAS HAD SAME OR SIMIIAR IINESSOR
INJURY GIVE DATES:

16.A. IFEMERGENCY

16.B. IFINJURY OR IIINESSDUETO AC CIDENT, PRO VIDE:

O CHEC KHERE WHEN? WHERE?

17. NAME OF REFERRING PHYSICIAN OR O THER SO URCE (E.G. PUBLIC HEALTHAGENCY):
18. NAMEAND ADDRESS O F FAC ILITY WHERE SERVIC ES WERE RENDERED (IF O THER THAN HOME OR O FFIC E):
19. DIAGNOSIS O R NATURE O F IIINESS O R INJURY:

1.

2.

DATESOF SERVICE PIACEOF FULLY DESC RIBE PRO C EDURES, MEDIC ALSERVIC ES, O R SUPPLIES FURNISHED FOR CHARGES DAYS TOS

SERVICE FACHDATE GIVEN OR
UNIIS
FROM TO PRO CEDURE CODE EXPIAIN UNUSUALSERVICES OR CIRCUMSTANCES

20. SIGNATURE O F PHYSIC JAN O R SUPPLIER (INCIUDING
DEGREES OR CREDENTALS). ICERTFY THATTHE
STATEMENTS APPLY TO THIS BILAREMADEA PART

THEREO F.

Sign Date

21. YOURPATENTS

ACCOUNT#:

22. TOTALCHARGE: 23. AMO UNTPAID: 24. BATANCE DUE:

25. YO UR SO CIALSEC URIIY #:

26. YOUR EMPIOYERID. #:

27. PHYSICIAN S SUPPLIERS, AND/OR GRO UP NAME,

ADDRESS, 7ZIP CODE & TEIEPHO NE # :

ID. #:




