a-etna® Medical Benefits — Claim Instructions

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any
materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects
such person to criminal and civil penalties.

Attention Alabama Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof. Attention Arkansas, District of Columbia, Rhode Island and
West Virginia Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison. Attention California Residents: For your protection California law requires notice of the following
to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state
prison. Attention Colorado Residents: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with
regard to a settliement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies. Attention Florida
Residents: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete or misleading
information is guilty of a felony of the third degree. Attention Kansas Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other
person submits an enrollment form for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact
material thereto may have violated state law. Attention Kentucky Residents: Any person who knowingly and with intent to defraud any insurance company or other person files a
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime. Attention Louisiana Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in
an application is guilty of a crime and may be subject to fines and confinement in prison. Attention Maine and Tennessee Residents: Itis a crime to knowingly provide false, incomplete, or
misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines, or denial of insurance benefits. Attention Maryland
Residents: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in prison. Attention Missouri Residents: Itis a crime to knowingly provide false, incomplete, or misleading
information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, denial of insurance and civil damages, as determined by a court of
law. Any person who knowingly and with intent to injure, defraud or deceive an insurance company may be guilty of fraud as determined by a court of law. Attention New Jersey Residents:
Any person who includes any false or misleading information on an application for an insurance policy or knowingly files a statement of claim containing any false or misleading information is
subject to criminal and civil penalties. Attention New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent
insurance act, which is a crime, and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation. Attention North Carolina
Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing
any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which may be a crime and
subjects such person to criminal and civil penalties. Attention Ohio Residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deceptive statement is guilty of insurance fraud. Attention Oklahoma Residents: WARNING: Any person who knowingly, and with intent to
injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Attention Oregon Residents: Any person who with intent to injure, defraud, or deceive any insurance company or other person submits an enrollment form for insurance or statement of
claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto may have violated state law. Attention
Pennsylvania Residents: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing
any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects
such person to criminal and civil penalties. Attention Puerto Rico Residents: Any person who knowingly and with the intention to defraud includes false information in an application for
insurance or file, assist or abet in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and if
found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or imprisoned for a fixed term of three
(3) years, or both. If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances are present, the jail term may be
reduced to a minimum of two (2) years. Attention Texas Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an
application for insurance or statement of claim containing any intentional misrepresentation of material fact or conceals, for the purpose of misleading, information concerning any fact
material thereto may commit a fraudulent insurance act, which may be a crime and may subject such person to criminal and civil penalties. Attention Vermont Residents: Any person who
knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any materially false
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which may be a crime and may subject such
person to criminal and civil penalties. Attention Virginia Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an
application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits
a fraudulent act, which is a crime and subjects such person to criminal and civil penalties. Attention Washington Residents: It is a crime to knowingly provide false, incomplete, or
misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION. THIS WILL DELAY THE PROCESSING OF THE CLAIM. FOR
FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION
REGARDING ELECTRONIC CLAIM SUBMISSIONS.

TO THE EMPLOYEE
Complete items one (1) through nineteen (19) in full.
Complete items twenty (20) through twenty-four (24) only if other medical coverage exists.
Be certain to sign the authorization to release information in block twenty-five (25).
If you wish to have your benefits for this claim paid directly to your physician or supplier, sign block twenty-six (26).
If you have submitted a request for benefits to another plan, including Medicare, attach a copy of the bills you submitted to the other plan and the explanation of
benefits you received from the other plan.
6. Attach itemized bills or ask your health care provider to complete the applicable section on the reverse side. The bills must include:
- patient's name - condition being treated - type of service(s) rendered
- date(s) of service(s) - relationship to employee
If this information is missing, write it on the bill and sign your name.
7. If prescription drugs are covered under your plan, submit receipts or a Prescription Drug Record form. Receipt must contain:

o~

- drug name - purchase date - prescription number - pharmacy name/address
- dose per/day - nature of illness or injury - quantity
- charge - strength - physician's name

This information can be copied from the prescription bottle or box.
8. Retain copies of your bills for your record.
9. Refer to the back of your ID card for claim mailing address.

TO THE PHYSICIAN OR SUPPLIER

1. Complete items twenty-seven (27) through forty-six (46) in full.

2. Ifthe employee indicates that benefits should be paid directly to the physician or supplier, then these benefits will be sent directly to you with an information copy of
the transactions to the employee.
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aetna® Medical Benefits Req uest Refer to the back of your ID card

for claim mailing address

TO BE COMPLETED BY EMPLOYEE

1. Employer's Name 2. Policy/Group Number
3. Employee's Aetna ID Number 4. Employee's Name 5. Employee's Birthdate (MM/DD/YYYY)
6. []Active []Retired 7. Employee's Address (include ZIP Code) [ Address is new 8. Employee's Daytime Telephone Number

Date of Retirement ( )
9. Patient's Name 10. Patient's Aetna ID Number 11. Patient's Birthdate (MM/DD/YYYY) 12. Patient's Relationship to Employee

[ self []Spouse []Child [] Other
13. Patient's Address (if different from employee) 14. Patient's Gender
[1 Male [] Female

15. Patient's Marital Status 16. Is patient employed? 17. Name & Address of Employer

[ Married [ Single [ONo [dYes
18. Is claim related to an accident? 19. Is claim related to employment?

[ONo [dYes IfYes,date time [dJam dpm [ONo [Yes

20. Are any family members expenses covered by another group health plan, group pre-payment plan (Blue | 21. If Yes, list policy or contract holder, policy or contract number(s) and name/address of
Cross- Blue Shield, etc.), no fault auto insurance, Medicare or any federal, state or local government plan? insurance company or administrator:

[ONo [Yes
22. Member's ID Number 23. Member's Name 24. Member’s Birthdate (MM/DD/YYYY)

25. To all providers of health care:
You are authorized to provide Aetna Life Insurance Company or one of its affiliated companies (“Aetna”), and any independent claim administrators and consulting health professionals
and utilization review organizations with whom Aetna has contracted, information concerning health care advice, treatment or supplies provided the patient (including that relating to
mental iliness and/or AIDS/ARC/HIV). This information will be used to evaluate claims for benefits. Aetna may provide the employer named above with any benefit calculation used in
payment of this claim for the purpose of reviewing the experience and operation of the policy or contract. This authorization is valid for the term of the policy or contract under which a
claim has been submitted. | know that | have a right to receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as valid as the original.

Patient's or Authorized Person's Signature Date
26. | authorize payment of medical benefits to the physician or supplier of service.
Patient's or Authorized Person's Signature Date
TO BE COMPLETED BY PHYSICIAN OR SUPPLIER
27. Date of lliness (first symptom) or injury 28. Date first consulted you for this condition 29. If patient has had similar illness or injury, give dates | 30. If an emergency check here

(accident) or pregnancy (LMP) [[1 emergency
31. Date patient able to return to work 32. Date of total disability 33. Date of partial disability

from through from through
34. Name of referring physician (e.g., Public Health Agency) 35. For services related to hospitalization give hospitalization dates
admitted discharged

36. Name & address of facility where services rendered (if other than home or office)

37. Diagnosis or nature of illness or injury (please indicate primary and secondary)
1.

2.
3.
4.
38. Procedures, Medical Services, Supplies Furnished
Date of Place of | Procedure Code Type of
Service Service* | Identify** Description of Service Service T | Charges Days or Units | Diagnosis Code 11
39. Physician's Name & Address (include ZIP Code) 40. Telephone Number 41. Enter the taxpayer identifying number to be used for 1099
( ) reporting purposes. You are required under authority of law to
furnish your taxpayer identifying number.
42. Patient Account Number 43. Total charge  $

Amount paid  $

Balance due  $
44, Physician's or Supplier's Signature 45, National Provider Identifier 46. Date
* Place of Service Codes: 1Type of Service Codes:
1-(IH) - Inpatient Hospital 8- (SNF) - Skilled Nursing Facility 1 - Medical Care 8 - Assistance at Surgery
2-(OH) - Outpatient Hospital 9- - Ambulance 2 - Surgery 9 - Other Medical Service
3-(0) - Office Visit 0-(OL) - Other Location 3 - Consultation 0 - Blood or Packed Red Cells
4-(H) - Patient Home A-(IL) - Independent Laboratory 4 - Diagnostic X-Ray A - Used DME
5- - Day Care Facility (PSY) B- - Other Medical Surgical Facility 5 - Diagnostic Laboratory M - Alternate Payment for Maintenance Dialysis
6- - Night Care Facility (PSY) C-(RTC) - Residential Treatment Center 6 - Radiation Therapy Y - Second Opinion on Elective Surgery
7-(NH) - Nursing Home D-(STF) - Specialized Treatment Facility 7 - Anesthesia Z - Third Opinion on Elective Surgery
** Please Use Current Procedural Terminology Codes For Surgery 1+Please Use ICD Code For Discharge Diagnosis
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Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat
people differently based on their race, color, national origin, sex, age, or disability.

Aetna provides free aids/services to people with disabilities and to people who need language
assistance.

If you need a qualified interpreter, written information in other formats, translation or other services,
contact:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779),
1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

If you believe we have failed to provide these services or otherwise discriminated based on a
protected class noted above, you can also file a grievance with Civil Rights Coordinator.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F,
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group
of subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and
their affiliates (Aetna).
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TTY: 711
For language assistance in your language call the number listed on your ID card at no cost. (English)

Para obtener asistencia lingiiistica en espaifiol, llame sin cargo al niimero que figura en su tarjeta de
identificacion. (Spanish)

BEVSER RS 8 o BB ID R EFTFIRYSRES - SEE (I - (Chinese)

Pour une assistance linguistique en frangais appeler le numéro indiqué sur votre carte d'identité sans frais.
(French)

Para sa tulong sa wika na nasa Tagalog, tawagan ang nakalistang numero sa iyong ID card nang walang
bayad. (Tagalog)

T*a4 shi shizaad k’ehji bee shika a’doowol ninizingo Diné k’ehji naaltsoos bee atah niliigo nanitinigii
béésh bee hane’¢ bikad” daji’ a4 jiik’e holne’. (Navajo)

Bendtigen Sie Hilfe oder Informationen auf Deutsch? Rufen Sie kostenlos die auf Threr
Versicherungskarte aufgefithrte Nummer an. (German)

Pér asistencé né gjuhén shqipe telefononi falas né numrin e regjistruar né kartén tuaj té identitetit (ID).
(Albanian)

ARTICT 7% W (oo FOPPP AL, N +mPO@ ETC N8 LLD (Ambaric)
(Arabic) A palh Ailay 3 S0l ol 23 0 e Juaih ola jH o(Au sall A2l A Sae bl

LEqyh gnigupbpwd wewlgnipjui (hwyinkit) Qwiquhwptip phyp toqws k dkip D pupwnp

wnwig quny: (Armenian)

Niba urondera uwugufasha mu Kirundi, twakure ku busa ku inomero iri ku ikarata karangamuntu yawe.
(Bantu-Kirundi)

Alang sa pag-abag sa pinulongan sa (Binisayang Sinugboanon) tawga ang numero nga gilista sa imong
kard sa kailhanan nga walay bayad. (Bisayan-Visayan)

FRAT ST TIICTH Tel5 AFAT N3G FNG (T FTA ST E TRAE [SAR]ET B 9 57|
(Bengali-Bangala)

egmSmdogpecdad ([gSeromamons) [§¢ oxramoomizamaadaoras cotedE8mad
e0lop¢ Guion:0pdesisdlodoles a3l (Burmese)

Per rebre assisténcia en (catala), truqui al nimero de teléfon gratuit que apareix a la seva targeta
d’identificacid. (Catalan)

Para ayuda gi fino’ (Chamoru), agang | numiru ni mangaige gi iyo-mu ‘ID card’, sin gastu.. (Chamorro)
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060YO $0h Q001 Jho0SPoOY OLT (GWY) @bWEIS 000V 4604 55006 POT GTP $ACov.1
Lofscod OT L Al'éod JEGPJA hPRO. (Cherokee)

{Chahta) anumpa ya apela a chi bvnna hokmvt chi holisso kallo iskitini ma holhtena yvt takanli. Na aivlli
keyu ho ish | paya hinla. {Choctaw)

Tajaajila afaan Oromiffa argachuuf lakkoofsota bilbilaa waragaa eenyummaa keessan irra jiran irratti
bilisaan bilbilaa. (Cushite)

Bel voor tolk- en vertaaldiensten in het Nederlands gratis naar het nummer dat op uw identiteitskaart
vermeld staat. (Duich)

1 .
Tano reval Avieven o
13 Sy udeal G aGias DAL YL Sy Sy v, Liaaaafe VY ¥ {L01 5.8 i g Caliiianss J e - .

(French Creole)

Pon 1wwenn acictang nan
LR JYY LIl v b

T yaooowh Ponbaie oto EAinvikd ko iote yopic ypEeact Tov aptdpd 100 avoypagpeTol 6TV KApTo
avayviopiong. (Greek)

(Gujarati) 9]% A c{lHl L™l UsL2L HIZ AHIRLME S| 518 UR cWA ol UR 8185 WA clolR Slct 82U

No ke kokua ma ka ‘oclelo Hawai‘i e kahea aku i ka helu kelepona ma kau kaleka 1D,
kaki ‘ole ‘ia kéia kokua nei. (Hawaiian)

(Hindi) fg=aT  strm wgmara & forw, sroey 3 18 oy fodr a1 sforay OX el il |
Yog xav tau kev pab txhais lus Hmoob hu dawb tau rau tus xov tooj ntawm koj daim npav. (Hmong)

Maka enyemaka asusu na Igbo kpoonomba edeputara na kaadi ID gi na akwughi ugwo o bula. (Ibo)

Para iti tulong ti pagsasao iti pagsasao tawagan ti numero a nakalista iti ID card yo nga awan ti bayadan
vo. (Ilocano)

Untuk bantuan dalam bahasa Indonesia, silakan hubungi nomor yang tercantum di kartu ID Anda tanpa
dikenakan biaya. {Indonesian)

Per ricevere assistenza linguistica in italiano, pud chiamare gratuitamente il numero riportato sulla Sua
scheda identificativa. (Italian)

BAZETEMZECHEDOSE, DA—FIZEHSA TV SESETENTEER LS,

(Japanese)

(=1

conosfeemesionoepemd ofp B:8idiorTacdtomns cdfem oo wBabans sodi conona3iBionTcarfogfoorienss (Karen)

ol
ol
ol
o

Stz A A2 2L HECAIHEHIDIIEN =2 52 3
(Korean)

tHS = Hatoll =E AL,
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B¢ m ké gbo-kpa-kpa dyé dé Bis3d wudutin wie, da ndba bé o cééa b6 ni dyi-dyoin-bed ke b6 pidyi.

(Kru-Bassa)

(Kurdish) .cASs codie sy 1l 3o lidy IS Ad of s g (38 oo la S Clads la Ay Jhuais sis st 55 £ p g 30

HIIDA99INIVO0INFoBCES L NIVCUWITIDD,
NN VMITLIBCONTHDE U‘ZD‘UOU»Q‘?C’)O29‘Jm?DZOE)UCSE)€Wim (Laotian)

dfer #TST (FYTSY) WETEATATS! JHEAT I FTeaT Yiaag FIOATT ToledT FHFET
FIUTCITET WATTAATT Fiel HU. (Marathi)

Nan bak jipafi ilo Kajin Majol kwon kallok némba eo ej walok ilo kaat in 1D eo am ejjelok wdnan.
(Marshallese)

Ohng palien sawas en soun kawewe ni omw lokaia Ponape koahl nempe me sansal pohn noumw ID
koard ni sohte isais. (Micronesian-Pohnpeian)

AI{ENUS SIANan th M anisl
E I SNE U IR SIS iU AN s S FAIU I STENWUS SRS Y (Mon-Khmer

!

Cambodian)

(TR AT for: 2o HTST WETAAT TSeThT ST TUEHT TRET-TTAT S5 TITHT TFTHT Bl
Wﬂm | {(Nepali)

Tén kuoony € thok & Thuanjin col akuén cf reec € kaaddu k3u kecin ayée.(Nilotic-Dinka)

For sprikassistanse pa norsk, ring nummeret pi ID-kortet ditt kostnadsfritt. (Norwegian)

Fer Helfe in Deitsch, ruf die Fonnummer aa die uff dei ID Kaarde iss. Es Aaruf koschtet nix.
(Pennsylvania Dutch)

it 2 580 el s vaal e Llidi € S (55 048 (oo jladi b (o A 38 g 05 e 8 Gl 34 laial s el
(Persian)

Aby uzyska¢ pomoc w jezyku polskim, zadzwon bezplatnie pod numer podany na karcie ID. (Polish)

Para obter assisténcia linguistica ¢m portugués ligue para ¢ numero gratis listado no seu cartdo d¢
identificagdo. (Portuguese)

(Punjabi) UJrr=i f&9 smardt ATz st wius WHlg 93 3 B3 &89 3 95 a9

Pentru asistentd lingvisticd in romineste telefonati 1a numarul gratuit indicat pe cardul dvs. de membru de

la Aetna. (Romanian)
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UtoOBI ITOIYYHTH TIOMOIIB PYCCKOA3BIMHOTO ITEPEBOAUNKA, TIO3BOHUTE TI0 DECTUIATHOMY HOMEDY,
VKazaHHoMY B Bamici ID-kapTe yaoc ToBepeHHd IHOCTH. (Russian)

Mo fesoasoani tau gagana I le Gagana Samoa vala’au le numera o 10’0 lisiina I luga o lau pepa ID e aunoa
ma s¢ totogi. (Samoan)

Za jezi¢nu pomoé na hrvatskom jeziku pozovite besplatan broj naveden na poledini Vase identifikacijske
kartice. (Serbo-Croatian)

Fii yo on hebu balal ¢ ko yowitii e haala Pular noddee e dii numero ji lintaadi ka kaydi dantite mon. Njodi
woo fawaaki on. (Sudanic-Fulfulde)

Ukihitaji usaidizi katika lugha va Kiswahili piga simu kwa nambari ilivoorodheshwa kwenye
Kitambulisho chako bila malipo. (Swabhili)

renai WS e reliide s rehdaitase hute s (¥
(Syriac-Assyrian).he whduhdsnd md 8 M asaes o dauliia

il Fapo E6H derod Bchy FLom 2 DA S 6 &) DowmD S Babod (Bevcd) (Telugu)

anvfumaeniaan s 1un  wni (nwntee) Tnawsnasa e analivuipsszas i ¥ aida 4 (That)

Kapau ‘oku fiema’u ha tokoni ‘i he lea faka-Tonga telefoni ki he fika ‘oku lisi ‘i ho’o kaati ID ‘o ‘ikai ha
totongi (Tongan)

Ren aninnisin chiakt ren (Kapasen Chuuk) kopwe kékkééri ena nampaan tengewa aa makketiw wodn
noumw ena chéén taropween ID nge esapw kamé ngonuk. (Trukese)

(Dilde) dil yardum igin say1 higbir ficret 0demeden kimlik karti listelenen diyoruz. (Turkish)

ITTo6 oTpHMAaTH JOTIOMOTY TIepeKIaada YKpaiHChKOl MOBH, 3aTenedOHYHTE 3a OE3KOMTORHHM HOMEPOM,
HadaHuM v Barrit ID-kapTin moceiqueHHg ocoor. (Ukrainian)

(Urdu) -8 JIS ey i 70 381D 2 o S g S e 50

Dé duge hd tro ngdn ngit bing (ngdn ngit), hiy goi min phi dén sd duge ghi trén thé ID cia quy vi.
(Viectnamese)

LIRYON |12 "9 I?U']fo' VYOOV TR V'K Q'IK 0O OKIL VRN OVT U2 W'T'R 'K f]'}"n AKDW AND
(Yiddish)

Fhn iranlow ¢ nipa ¢d¢ (Yorubd) pe nomba ti a ko so6ri kdadi idanimo re 1ai san owd kankan rara. (Yoruba)
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	Medical Benefits – Claim Instructions

	18 Is claim related to an accident: Off
	undefined_20: Off
	1: 
	 Employer's Name: 

	2: 
	 Policy/Group Number: 

	3: 
	 Employee's Aetna ID Number: 

	4: 
	 Employee's Name: 

	5: 
	 Employee's Birthdate (MM/DD/YYYY): 

	Active: Off
	Date of Retirement: 
	7: 
	 Employee's Address (include ZIP Code): 

	Address is new: Off
	8: 
	 Employee's Daytime Telephone Number: 
	 Employee's Daytime Telephone Number_1: 

	Self: Off
	Child: Off
	Male: Off
	Female: Off
	Single: Off
	17: 
	 Name & Address of Employer: 

	13: 
	 Patient's Address (if different from employee): 

	11: 
	 Patient's Birthdate (MM/DD/YYYY): 

	10: 
	 Patient's Aetna ID Number: 

	9: 
	 Patient's Name: 

	Yes_1: Off
	If Yes, date: 
	time: 
	am: Off
	pm: Off
	No_2: Off
	Yes_2: Off
	No: Off
	Yes: Off
	Yes_3: Off
	No_3: Off
	21: 
	 If Yes, list policy or contract holder, policy or contract number(s) and name/address of insurance company or administrator:: 

	22: 
	 Member’s ID Number: 

	23: 
	 Member’s Name: 

	24: 
	 Member’s Birthdate (MM/DD/YYYY): 

	Date_1: 
	Date_2: 
	Retired_1: Off
	Married_1: Off
	No_1: Off
	Spouse_1: Off
	Other_1: Off
	Date first consulted you for this condition: 
	If patient has had similar illness or injury, give dates: 
	If an emergency check here: Off
	Date of Illness (first symptom) or injury (accident) or pregnancy (LMP): 
	Date patient able to return to work: 
	Date of total disability from: 
	through: 
	Name of referring physician (e: 
	g: 
	, Public Health Agency): 


	Date of partial disability from: 
	through_1: 
	For services related to hospitalization give hospitalization dates admitted: 
	discharged: 
	Name & address of facility where services rendered (if other than home or office): 
	Diagnosis or nature of illness or injury (please indicate primary and secondary): 
	Diagnosis or nature of illness or injury (please indicate primary and secondary)_1: 
	Diagnosis or nature of illness or injury (please indicate primary and secondary)_2: 
	Diagnosis or nature of illness or injury (please indicate primary and secondary)_3: 
	Date of Service: 
	Diagnosis Code: 
	Place of Service*: 
	Procedure Code Identify**: 
	Description of Service: 
	Type of Service: 
	Charges: 
	Days or Units: 
	Procedure Code Identify**_1: 
	Description of Service_1: 
	Type of Service_1: 
	Charges_1: 
	Days or Units_1: 
	Diagnosis Code_1: 
	Date of Service_1: 
	Date of Service_2: 
	Place of Service*_2: 
	Procedure Code Identify**_2: 
	Description of Service_2: 
	Type of Service_2: 
	Charges_2: 
	Days or Units_2: 
	Diagnosis Code_2: 
	Date of Service_3: 
	Place of Service*_3: 
	Procedure Code Identify**_3: 
	Description of Service_3: 
	Type of Service_3: 
	Charges_3: 
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