HEALTH INSURANCE TEACHERS PROTECTIVE MUTUAL LIFE INSURANCE COMPANY
CLAIM FORM 116 N. Prince St. Box 597 Lancaster, Pa. 17603

READ INSTRUCTIONS BEFORE COMPLETING OR SIGNING THIS FORM

TYPE OR PRINT

PATIENT & INSURED (SUBSCRIBER) INFORMATION

1 PATIENT'S NAME (fx31 name mid@e initial 188t namal 2. PATIENT'S DATE OF BIATH 3 INSURED'S NAME (Furst name. rmddie ininial 135t namel

[

5. PATIENT'S SEX 8.

. MALE | | ! FEMALE
NOT APPLICABLE 7 PATIENT § RELATIONSHIF TO INSURED 8 INSURED'S POLICY NUMBER

SELF SPOUSE CHILD OTHER

[ [ 1T 1 |

3 OTHER HEALTH INSURANCE COVERAGE - Enter Nama of 10. WAS CONDITION RELATED TO:
Policyholder and Plan Name and Address and Policy or Med:ical A. PATIENT'S EMPLOYMENT

Assistance Mumbar .

B. AN AUTO ACCIDENT

VESI ] INO

12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE = ’ 13, | AUTHORIZE PATMEN! OF MEDICAL BENEFITS 10 UNDERSIGNED
HYSIC OR& SUPPLIER FQR a
| AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM. PRESICIAN O SHARIER SOR SRANKE OLSCAIBED RELOW

INSURED'S ADDRESS rstreer city state 2IP codel

SIGNED DATE SIGMED (Insured or Authorited Parson]
PHYSICIAN OR SUPPLIER INFORMATION
?
14 DATE OF J:hﬁﬁﬁ?«s{}‘gg?gﬁﬂ%?m on 15, %I‘EFQSSJRFSOSE%TFBN 16. HAS PATIENT EVER HAQ SAME OR SIMILAR SYMPTOMS?
PREGNANCY (LMP) YES NO
17 DATE PATIENT ABLE TO 18. DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURH TO WORK
FROM . | rvROUGH . FROM | rhRroUGH
19 NAME OF REFERRING PHYSICIAN 20. FOR SERVICES RELATED TO HOSPITALIZATION
GIVE HOSPITALIZATION DATES
ADMITTED | iIscHaRGED
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= PLACE OF SERVICE CODES

1 —{IH) — INPATIENT HOSPITAL 4 — (H) — PATIENT'S HOME 7 —(NH) — NURBING HOME O —(OL)— OTHERLOCATIONS
2 — (OH) — QUTPATIENT HOSPITAL 5= DAY CARE FACILITY (PSY) 8 — (SNF) — SKILLED NURSING FACILITY A —{(IL) — INDEPENDENT LABORATORY
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