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SPECIFIC CLAIM REIMBURSEMENT FORM

 FORMCHECKBOX 

INITIAL CLAIM




 FORMCHECKBOX 

SUBSEQUENT CLAIM #         

	Group Name
	     

	Policy Period
	     
	Contract Basis
	     

	EE Name
	     
	SSN
	     

	EE DOB
	     
	Hire Date
	     

	EE Effective Date
	     
	Last Day Worked
	     

	EE Term Date
	     
	COBRA Effective
	     

	Premium Pd to
	     
	Employment Status
	     


COMPLETE IF CLAIMANT IS A DEPENDENT

	Dependent Name
	     
	DOB
	     

	Effective Date
	     
	Relationship
	     


	ICD-9 Code / Description
	     

	Case Management
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Vendor
	     

	CM Contact
	     
	Phone Number
	     

	Date Incurred
	     
	Estimated Future Liability 
	$     

	Lifetime Maximum 

Paid to Date 
	$     
	Benefit Plan Type
	     

	Other Insurance 
	     
	Pended Claims
	$     


INITIAL CLAIM ONLY:




SUBSEQUENT CLAIMS:

	Total Eligible Benefits Paid
	$     
	Total Eligible Benefits Paid
	$     

	Less Specific Deductible
	$     
	Less Specific Deductible
	$     

	Balance
	$     
	Previously Requested
	$     

	Percent to be Reimbursed
	100%
	Percent to be Reimbursed
	100%

	Reimbursement Requested
	$     
	Reimbursement Requested
	$     


	Completed by
	     
	Date
	     

	Company
	     
	Phone
	     

	Email
	      
	
	


601 Montgomery Street, Suite 315, San Francisco, CA 94111- phone (415) 398-8985 - fax (415) 398-0479

email: info@rmrsusa.com - www.rmrsusa.com
1/2008

[image: image1.png]