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CONFIDENTIAL INFORMATION

    Health Care Consulting

Claim Referral Form



Please Provide Information about Yourself and Your Company: 

	Company Name

Your Name

Telephone Number

Fax Number

Email
	________________________________________________________________________________________________________________________________________________________________________________________________________




Provide Information about Claim #1:

	Claim Type 

Applicable State (ChK)

Patient Name Guarantor Name 

Guarantor SS Number Group Number

Policy Number

Claim Number

Provider Name

Provider Telephone #

Date(s) of Services

Amount Billed

Liability (coinsurance,

deductible, N/C Chg’s.

Comment:
	Indemnity_______ Auto________ W/C_________P&C_________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	


� EMBED MS_ClipArt_Gallery  ���








[image: image2.wmf]_1050490002

