Health Expenses and Third Party Liability

* Indicates required information
* Any unpaid medical expenses from 10/2017 through 12/2017
® Yes [ O No

medical care to the state Medicaid agency
l QO No | O Automatic Assignment I Q Unknown J

*Agree to provide i i third party for health
@ Yes | QO No | O Unknown ‘

*Insurance or third-party resp ible other than or Medicaid
@ Yes | QNo | O Unknown ‘

Third Party Liability

Status Policy Holder Name 55N Relationship Policy Number Company
©  Ciaiman @0 ser 123 Biue Cross Biue Shield

Add Policy

Claim or legal action pending or planned due to illness or injury

® Yes | O No |

Status MNature of Claim Injury or Hiness Begin Date Attorney Name
L] Automobile accident 030112018 Staphen L Miles

v Show person remarks
No remarks

W Show file documentation notes

No notes



Y

* Indicates required information
*Policy holder
[ ® Claimant | O Other J

Policy number
[123 l

Policy effective date
01/01/2018

Policy ending date

12/31/2018

mm/dd/yyyy mm/dd/yyyy

Group number or name of employer

| 558 |

Services covered
Select all

Dental

Hospital

Laboratory Services

Outpatient

Physician

Prescription

Emergency

Other

* Explain

IAccu punture

Insurance company name

J Olasn Sennn Dlion Clalald I

Insurance company name
lBIue Cross Blue Shield

Insurance company address
Country

‘ United States or U.S. Territoryill

*Street 1 Street 2 Street 3

| [ Unknown

Street 4

13 Red Run Blvd l l l l

|

| City/Town State/Territory

ZIP Code

lOwings Mills ] l Maryland

< fornrr |

[ Unknown

< I —







