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CLAIMANT NOTIFICATION
 FORMCHECKBOX 

Large Claim Notice

 FORMCHECKBOX 

50% Notice


 FORMCHECKBOX 

Update

	Group Name
	     

	Policy Period
	     
	Deductible
	$     

	Contract Basis
	     
	TPA
	     

	EE Name
	     

 FORMTEXT 

	SSN
	     

	EE DOB
	     
	EE Effective Date
	     

	EE Term Date
	     
	COBRA Effective
	     


COMPLETE IF CLAIMANT IS A DEPENDENT

	Dependent Name
	     
	DOB
	     

	Effective Date
	     
	Relationship
	     


	ICD-9 Code / Description
	     

	Initial Date of Treatment
	     
	Most Recent 

Treatment Date
	     

	Case Management
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Vendor
	     

	CM Contact
	     
	Phone Number
	     

	Lifetime Maximum 

Paid to Date 
	$     
	Benefit Plan Type
	     

	Other Insurance 
	     
	Pended Claims
	$     


	Total Claims Paid to Date
	$     


Additional Information as Applicable:

	MEDICARE
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Effective Date
	     

	Subrogation
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Attach agreement
	     

	Transplant candidate
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Type of transplant
	     

	Date of transplant
	     
	Facility
	     

	Dialysis
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Start date
	     

	Periods of hospitalizations
	     
	Facility (s)
	     


Comments:      
	Completed by
	     
	Date
	     

	Company
	     
	Phone
	     

	Email
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