Horizon- ro.sus
Healthcare Newark, New Jersey 07101-0079

(PLEASE TYPE OR PRINT) Health Insurance Claim Form
1. POLICYHOLDER'S NAME (Lasl, First, Middle Initial) 2. POLICYHOLDER'S IDENTIFICATION NUMBER
PREFIX (If any) NUMBER PORTION SUFFIX (If any)
E 3. POLICYHOLDER'S ADDRESS (Mo., Slresl) CITY STATE ZIP CODE
3
Q
=
Q | 4. TELEPHONE NUMBER {Include Area Code) 5, POLICYHOLDER'S SOCIAL SECURITY NUMBER 6. POLICYHOLDER'S BIRTH DATE | 6a. POLICYHOLDER'S SEX
—d Manih Day Year
2 { ) - - / / D Male |:| Female
7. EMPLOYER'S NAME 8. JF THIS IS A GROUP POLICY, INDICATE THE GROUP NUMBER
9. PATIENT'S NAME (Lasl, Firsl, Middle Inilialy 10. 1S PATIENT'S CONDITION RELATED TO:
8. EMPLOYMENT?
(Currenl or Praviaus) D YES DNO
E 11. PATIENTS BIRTH DATE 11a. PATIENT'S SEX 12. PATIENT ar b AUTO ACCIDENT | ves [_Jno  STATE IN WHICH AUTO
= Month Day Yerr STATUS |:| arrled ACCIDENT OCCURRED.
g / / [] Mata [ ] Femala ] singe [] ot ¢. OTHER ACCIDENT [ | vEs [_|no
= - d. DATE OF ACCIDENT DATE OF YOUR FIRST SYMPTOM OF ILLNESS
13. PATIENT'S RELATIONSHIP TO POLICYHOLDER 14, |S PATIENT |:| Employad Mot Day ver O It Plre gnani, Monh Day Voar
Pal FullTI Pan-Ti Dale of your Last
HzII::r |:| Spouse D Chiid D Other Sll-luclen:':a S:‘ur.lemrlnE / / Meanstrual Period / /
15. DOES THE PATIENT HAVE OTHER HEALTH INSURANCE? IF YES, COMPLETE ITEMS 16a-h AND SEE 15a. IF MECICARE, CHECK HERE
INSTRUCTIONS ON BAGK AND ATTACH EOMB |:|
g I:I YES D NO (See Inslructions and example ol EOMB on back)
"m" 15b. OTHER POLICYHOLDER'S NAME (Lasl, First, Middle Inilial) 15¢. OTHER POLICYHOLDER'S BIRTH DATE | 15d. OTHER
E Manth Day Year POLICYHOLDER'S SEX
@ Mal Famal
WL / / |:| ale D emale
g 156, OTHER POLICYHOLDER'S ADDRESS (No., Street) CITY STATE ZIP CODE
(=]
-
=
4 1 15I. OTHER INSURANCE PLAN'S NAME 15g. OTHER POLICYHOLDER'S IDENTIFICATION NUMBER AND GROUP NUMBER
[
Q
Q
o
= | 15h. OTHER INSURANCE PLAN'S ADDRESS [No., Strest) ciTy STATE ZIP CODE
S | 16. | cerlify thal the informalion provided on (his claim form is correct and complele, and (hat | am claimin? benelils only for charges aclually incurred by the patienl named. | aulhorize
E any hospllal, physician or other provider who pariicipaled in lhe care and irealment of Lhe patlent to release lo Horizon Heallhcare of New York, all medical or olher inlormalion
. § raquaslad for lhe processing of lnis claim lorm. 1 hareby agree lo relmburse Horizon Healthcare of New York, in full should Lhis cleim be incorreclly paid.
=5
=
E AUTHORIZED SIGNATURE DATE {AREA CODE) HOME PHONE (AREA CODE) WORK PHONE

WHEN YOU ARE SUBMITTING EXPENSES FOR MORE THAN ONE FAMILY MEMBER, PLEASE USE A SEPARATE CLAIM FORM FOR EACH PERSON.
ITEMIZED BILLS FOR COVERED SERVICES OR SUPPLIES MUST BE ATTACHED TO THIS FORM AND INCLUDE THE FOLLOWING:
Check that each ilemized bill is legible and canlains ALL of the following informatian:

NAME & ADDRESS ol person or Inslitution rendering the service or supplylng the ilem

PROVIDER'S Federal Tax |denlificallon Number BILLS MISSING ANY OF
PATIENT'S FULL NAME THIS INFORMATION WiLL
TYPE of service rendered or ilem supplied DELAY PROCESSING AND

MAY BE RETURNED
TO YOU

DATE each service rendered or ilem suppied
AMOUNT charged lor each service rendered or Ilem supplied
DIAGNOSIS of allment

Cash regisler recaipts, cancelled checks, money order receipls, persanal ilemizations, and bills only noling & "balance due” are not acceplable.
17. AUTHORIZATION FOR ASSIGNMENT OF BENEFITS

Horizon Healltheare of New York, al its discrellon, may aceapl an Assignment of Benefils, | the undersigned, autharize and reques| Horizon Heallncare of New York, lo make paymenl lor
benafils which may be due hersin lo:

BREEEEE

NAME OF PROVIDER PROVIDER'S TAX OR SOCIAL SECURITY NUMBER SIGNATURE OF POLICYHOLDER DATE
1667 (ROBBB) Horlzon Heallhcare Insurance Company
of New York

SEE BACK OF THIS FORM FOR IMPORTANT INFORMATION



PLEASE READ THIS IMPORTANT INFORMATION

COORDINATION OF BENEFITS?
If the spouss or Lhe policyholder/palient is covered by anolher heallh insurance program, pleese provide the Informalion requested in Section ill.
Example: Spouse covered by anolher insurance company or olher Horlzan Heallhcars of New York coverags.

When submitiing chargss for services or supplies [hat have been parlially paid or declined by olher graup health insurance, attach a copy of the Nolice of Paymenl or Explanation
of Benelits from Lhe other heallh care insurer along with Itemized bill(s).

MEDICARE?

It PATIENT is eligible for Medicare Bensllls, bs surs you includs the Explanallon of Medicare Benalits
(EOMB) that was senl to patlant explaining Ihe charges pald or nol paid by Medicare.

CLAIM FORM WiLL BE
RETURNED TO YOQU IF THIS

To pracess & clalm for your Horizon Healthcare of New York, supplemenlary insurancs, we need a copy
of the Explanation of Medicars Banallls (EOMB). This EOMB should have besn sent o you when Medicars ADDITIONAL INFORMATION
pracessed your clabm., IF your EOMB has mare than one page, send us copies of all pages. Please write IS NOT SUPPLIED

your Horizon Healthcare of New York identification number clearly on the first page.

An example of an Explanation of Medicars Banslits (EOMB) Is displayed below.

——ALICH ra T ] 1323 The provider mgroad so aceopt thi smount, Sco 84 on 1 tmak.

e mpplind You have now med 1 100,00 of your 5100.00 doductibic for KENM,

bl 1
Dt Ssrvien and Sorvice Codes Shaoem Amgroved B+ o 3
B-504-20-001 " umpun) ke doducibla 1 (X0 Mudlearo payy B0 of thix lotal,
f:{;ﬂﬂﬂ::‘,ﬁ?ﬂ 1 our 20% -_H} ¥au pay X9 of vha spproved amount.
Amoum tller deductible wid poor A T .
K KX, KKK 01 Office/culpatini visit, el (20213) 1 37.00 w moint e ™ oo rdn
T

Taps 002of 003
THIS IS NOT A BILL
- ' . John Doa
Explanation of Your Medicare Part B Benefits Your Meonrs sumbr b: 12548-.6788A
Mory detalts sk (M maties
Summary of shis otkcy duted MHK NM, NKNX CacaralIfermation Abont lare
Johg Dos I waing » Telecammunlcatlons Dovics for the Deaf (TOD), plemss call H-KNX-KMK-HIOUN for Mati
12 Floral Laas Tula e S . m W e Telezmmiictlon Devis fo a ¢ Matimre
Gardsn Cuty, NT 00000-0000 Ploatt not thal Mrdkara now coven flu thars,
We pald your provider, [} 4% Da not scoeps dureble madionl squipment wiibout disanlog the nacd for such mulpmrem with
Your toial n ] 13 your phylclan,
- aspied ainlprne IP-nmrm e B lh‘ml"mhl;m" - wﬂ:ﬁmﬂ‘i‘{?xﬁﬁmmuunm M2 HOCHR-RENN
: lvnela. Bloo Shinid, P.0, Br- ' :
Your Medicare numter ;. 123-48-878DA Your provider ul nt o w-'m s l:.p-.lll:lnr ! AN RN RN KM IO RICK
Dt e e ‘ Rl -
BILL SUBMITTED BY: @@
Malling Addren:

W ury paying tha provider

L
OF tta wpproved smounn 1 nn
1 The approved amcunl lor Lhis procedurs ls based on l > > bl il !
Your Low] repondbDhy [] e Tim provlder may kil you for bl smouct. U yoo have other

Irairance, tha oiher IRCUTARG may pay thi amounl,

IMPORTANT: If you have any quenlons sbou shis notics, call. You will cecd Lhi notia I you mnua. IMPORTANT: I yon have any quastions abqut this totlos, call, Yo 442 naad this notlee IF you contact 1.
To sppeal our decilon. you must WRITE ut bafors NRMXMKNK XX, KK See §3 on the Rack, To appea) our desiilon, yru must WRITE m bofors HNXNHINN NN, KM Seo ¥ a0 (he Bach,

HELPFUL HINTS

When you are submiing expenses for more than one family member, please use a separale claim form for sach person.
ILis suggested thal you make capies for your own use before you submit the original bills.

Prescription Druga? Bllls must show Lhe pallent’s name end dale of servics, prescriplion number and amount pald, name, slrength & quantity of drug and Ihe name and address
of the pharmacy.

Curable medical equipment? (Wheel chalr, crulches, braces, oxygen, slc.) Your docler's cerlification must be submitled indicaling the expectad length of lima the equipment
will be In use. I renling, pleass have your medical equipment supplier aiso indicate the purchase price of Ihe equipmenl on (he bill.

Please mail completed claim form to: Horlzon Healthcare of New York
P.0. Box 79
Newark, New Jersey 07101-0079

FRAUD WARNING
ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE OR
MISLEADING INFORMATION IS SUBJECT TO CRIMINAL AND CIViL PENALTIES

TO AEPORT SUSPECTED FRAUD CALL 1-800-624-2048 AT HORIZON HEALTHCARE OF NEW YORK




