MASS. LABORERS’ HEALTH & WELFARE FUND

KAo
14 NEW ENGLAND EXECUTIVE PARK, SUITE 200 WU BURLINGTON, MA 01803—%
TEL. (781} 272-1000 FAX (781)238-0703 « WWW.MLBEORG

PROVIDER'S CLAIM FORM

P

FAILURE TO SUBMIT CLAIM WITHIN 20 DAYS COULD RESULT N DENIAL OF YOUR CLARKKES). |

ALL QUESTIONS MUST BE ANSWERED FULLY, OR THE F{}%M WHL BE RETURNED TO YOUL

~-EMPLOYEE'S STATEMENT-
Insured’s Name
" Are you a Cobra or Retired Yes ] No &3 If “Yas," ploase be sure fo use the correct Social Security number.
Self Pay participant?
Individual [} Family O3
Street .
City Stata Zip
Insured's Social Security No. Local Union No.
insured's Phone No.
Name of Patient __Realationship to insured: .. Birth Date
Naturs of Disability

Please deacrive how, when {exact date) and whers socident ototrsd {if additonal space is naedad, pleass atmeh & stalement):

Is this injury or ilness in any way retated to a condition arising from employment? Yes [ Ne O
if *Yes,” claim must be submitted to your employer. -

if motor vehicle accident, claim must bs submittad to your Motor Vehicle Insurance Company.

Has the patient been totally disabled dus to this iliness or accident? Yes 3 Nol[J
Date patient became disabled
Is patiant still disabled? Yes [ No If "No,” give date returned to work

If this is a maternity claim, give name and birth date of chiid

Is petant coversd by gther surglogifmedical insursnee? Yas o O

# *Yas.” neing srd sdoress of compeny

Giva Certificate or Plan Number:

Is patient coverad by Medicare? Yes [ No O3
Medicaid? Yes 0 No [

Medicare/Madicald Identification No.

! certify that the above information is correct to the best.of my knowledge, and that any {alse statemant could result in a loss of benefits.

Date

insured's Signature
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MASSACHUSETTS LABORERS’
HEALTH & WELFARE FUND PROV!D;ERS CLAIM FORM
14 NEW ENGLAND EXECHTIVE PARK = SUITE 200

L]

BURLINGTON, MA 01503 g &2 &

TEL. (781) 272-1000 » FAX, (781) 238-0703
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]
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@
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W W.MLBF.ORG ¢
11, MEDICARE MEDICAID TRECARE CHAMPVA GHOU FECA OTHER | 18 INSURED'S LD, NUMBER {For Program in tem 1) n
BUCLUNG
D(Mﬁdcaml}D{Medtca;d s ] Bonaors sSny Dmmg(ssnmu) B D(m}
2, PATIENT'S NAME (Last Name, First Name, Middie initial) HES PA'!'IEN'I"SDEIRTH DATE { 4. INSURED'S NAME (Last Name, Fies! Name, Middie initial)
t MD FD
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELAT!ONSHIP TO INSURED 7. INSURED'S ADDRESS {No., Straet)
SEND SpouseD ChidD OmerD
ciTY - STATE | 8. PATIENT STATUS cIyY STATE =
c
Single I:] Married D omerD £
ZIP CODE TELEFHONE (include Area Gode) ZIP CODE TELEPHONE (include Area Code) g
Fult-Time Part-Tirne! o
( ) Employed || Siacent L} Stucent ( ) ]
9. OTHER INSURED'S NAME (Last Name, First Name, Midcdle Initiaf) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER %
\ 8
2. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? {Curvent or Previous) a. INSURED'S DATE OF BIRTH SEX [+
MMy DD YY M £ a
[we ' , L L] ] z
b- omElR |%UTED'$$ATE OF BIRTH SEX ] F" AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME g
. Enliis CJves [ 3
©. EMPLOYER'S NAME OR SCHOOL NAME c. OTHER AGCIDENT? . INSURANCE PLAN NAME OR PROGRAM NAME fz'
Clves [ u
d. INSURANCE PLAM NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE : d. 1S THERE ANOTHER HEALTH BENEFIT PLAN? g
: DYES DNO If yoo, votum to-and compiete item $ a-d,
READ BACK OF FORM BEFORE COMPLETING & SIGMNING THIS FORM. 13, INSLIRED'S OR AUTHORIZED PERSON'S SIGNATURE ( authorize
12, PATIENT'S DR AUTHORIZED PERSON'S SIGNATURE | aythorize the release of sny madical or other mfosmation necassary ;;awnmtdmedcalbmefﬂswmmsugnedphysm ar suppier for
mmmmu&ommmmdgmmmmwmmﬁmmmmmmw sarvicas describad balow.
below.
SIGNED ‘ _ DATE ' SIGNED
14. DATE OF CURRENT: ILLNESS {First symptom) OR 15. IF PATIENT HAS HAD SAME on snwum ILENESS. | +6. DATES PATIE NAELE 1O WORK IN CURRENT DCCUPAT!ON
WS OB\ TRV INJURY (Accidant) OR GIVE RRSTDATE MM Yy NBB w MM
! : PREGNANCY{LMP) ! ; FROM 5 ! 10 : ;
17. NAME OF REFERRING PROVIDER CR OTHER SOURCE 172 - - ) . L 18. l—losprraﬂzmon DATES Y%ELATED TO cr.ﬁuﬂaw SEFWICE%_Y
) foi— _————— i 1 i H ]
7. | NPI ) . FROM ! ! ™ ! !
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES
| [lves [Jwo |
21, DIAGNOSIS OR NATURE OF HLNESS OR INJURY (Ralate items 1, 2, 3 or 4 1o llem 24 by Lino} 2. M ID RESUBMISSION
: | ORIGINAL REF, NO,
L P < T D |
23. PRIGR AUTHORIZATION NUMBER
2 | 4. |
24. A DATE(S} OF seawce B C. | D. PROCEDURES, SEHVICES OR SUPPLIES E. F. G, H | I J >
From FLACECH (Explain Unusual Circumstances) DIAGNCSIS OIS o] FENDERING o
MM_ DD YY MW Dn vy boPRMcE] EMG | CPTMICPCS MODIFIER POINTER $ CHARGES UARTS _§ Pen | QUAL. PROVIDER ID. ¢ n;
] =
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|| || . . =
o
SR U VU g - T
[ . N =
73
A - &=
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. | __ _. _______________ S
|| || - o
=
R PR x
| | | | | 11 | &
25. FEDERAL TAX 1.D. NUMBER SN EIN 26. PATIENT'S ACCOUNT NO. 27. @uqcaFT SSIGNMENT? | 28. TOTAL GHARGE 29, AMOUNT PAID 30. BALANCE DUE
§
Il [ Jves NO s i s L i
1. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACKITY LOCATION INFORMATION 23, BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OR CREDENTIALS
{! certify that the staternents on the reverse
apply to this bill and are made a part thereof.)
SIGNED DATE & Ih A = Ih' )

PLEASE PRINT ORTYPE




