
MEDICAL  

and/or VISION 

CLAIM FORM 

 

 

 

 

 

sponsored by Johns Hopkins Medicine 

Ma il to : Emp lo ye r He a lth 

Pro g ra ms 

6704 C urtis C o urt 

G le n Burnie , MD  21060 

410-424-4400 

To ll fre e  800-261-2393 

 

1.  PATIENT’ S NAME (LAST, FIRST, MIDDLE INITIAL) 

 

 

 

2.  PATIENT’ S DATE O F BIRTH 3.  EMPLO YEE’ S NAME (LAST, FIRST, MIDDLE INITIAL) 

5. PATIENT’ S SEX 

   

          � MALE                  � FEMALE 

6.  EMPLO YEE’ S I.D. #  (FO R PRO G RAM ABO VE) 

INC LUDE ALL NUMBERS 

4.  PATIENT’ S ADDRESS (STREET, C ITY, STATE, ZIP C O DE) 

 

 

 

 

7. PATIENT’ S RELATIO NSHIP TO  EMPLO YEE       

 

 � SELF      � SPO USE       � C HILD 

8.  EMPLO YEE’ S G RO UP #  (O R G RO UP NAME O R 

FEC A C LAIM # ) 

9.  O THER HEALTH INSURANC E C O VERAG E (ENTER PO LIC Y 

HO LDER, PLAN NAME & ADDRESS AND PO LIC Y O R MEDIC AL 

ASSISTANC E NUMBER) 

 

10. WAS C O NDITIO N RELATED TO : 

 

A. PATIENT’ S EMPLO YMENT 

� YES                         �  NO  

 

B. AC C IDENT 

� YES                         �  NO  

11.  INSURED’ S ADDRESS (IF DIFFERENT THAN 

PATIENT’ S) 

 

 

 

 

TELEPHO NE #  (               )   _______ -  _____________ 

12. PATIENT’ S O R AUTHO RIZED PERSO N’ S SIG NATURE. I AUTHO RIZE THE RELEASE O F ANY MEDIC AL 

INFO RMATIO N NEC ESSARY TO  PRO C ESS THIS C LAIM. I ALSO  REQ UEST PAYMENT O F G O VERNMENT BENEFITS 

EITHER TO  MYSELF O R TO  THE PARTY WHO  AC C EPTS ASSIG NMENT BELO W. 

 

►_____________________________________________________________________________ 

   Sig n                                                                                                                      Da te  

13.  I AUTHO RIZE PAYMENT O F MEDIC AL BENEFITS TO  

UNDERSIG NED PHYSIC IAN O R SUPPLIER FO R SERVIC E 

DESC RIBED BELO W. 

 

►___________________________________________ 

  Sig n (Insure d  o r Autho rize d  Pe rso n)            Da te  

14. DATE O F ILLNESS (FIRST SYMPTO M) O R INJURY 

(AC C IDENT) O R PREG NANC Y (LMP): 

 

 

15.  DATE FIRST C O NSULTED FO R THIS 

C O NDITIO N: 

16.  IF PATIENT HAS HAD SAME O R SIMILAR ILLNESS O R 

INJURY G IVE DATES: 

 

 

16.A.  IF EMERG ENC Y 

� C HEC K HERE 

16.B.  IF INJURY O R ILLNESS DUE TO  AC C IDENT, PRO VIDE: 

WHEN?                                                                                         WHERE?  

17.    NAME O F REFERRING  PHYSIC IAN O R O THER SO URC E (E.G . PUBLIC  HEALTH AG ENC Y): 

 

18. NAME AND ADDRESS O F FAC ILITY WHERE SERVIC ES WERE RENDERED (IF O THER THAN HO ME O R O FFIC E): 

 

 

19. DIAG NO SIS O R NATURE O F ILLNESS O R INJURY: 

1. 

 

2. 

 

 

 

DATES O F SERVIC E 

 

PLAC E O F 

SERVIC E 

 

FULLY DESC RIBE PRO C EDURES, MEDIC AL SERVIC ES, O R SUPPLIES FURNISHED FO R 

EAC H DATE G IVEN 

 

C HARG ES 

 

DAYS  

O R  

UNITS 

 

TO S 

FRO M TO   PRO C EDURE C O DE EXPLAIN UNUSUAL SERVIC ES O R CIRC UMSTANC ES    

 

 

 

       

 

 

 

       

 

 

 

       

 

 

 

       

 

 

 

       

 

 

 

       

21. YO UR PATIENT’ S 

AC C O UNT # : 

 

 

22. TO TAL C HARG E: 23. AMO UNT PAID: 24. BALANC E DUE: 

25. YO UR SO C IAL SEC URITY # : 

 

 

 

20. SIG NATURE O F PHYSIC IAN O R SUPPLIER (INC LUDING  

         DEG REES O R C REDENTIALS).  I C ERTIFY THAT THE      

         STATEMENTS APPLY TO  THIS BILL ARE MADE A PART      

         THEREO F. 

 

 

 

 

►______________________________________________________ 

     Sig n                                                                                  Da te  
26.  YO UR EMPLO YER I.D. # : 

27. PHYSIC IAN’ S SUPPLIERS, AND/ O R G RO UP NAME, 

ADDRESS, ZIP C O DE & TELEPHO NE # : 

 

 

 

 

 

         I.D. # : 
 


