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Lebanon, NH 03766

603 448 2414
The following information is needed to process your insurance claims.  It is your responsibility to provide complete and accurate information so that claims can be submitted in a timely manner.  Please print clearly and complete all inquiries on both pages.

CLIENT INFORMATION:

First Name ________________________ Middle Initial ________ Last Name ______________________

Address _____________________________________________________________________________


City __________________________________ State __________________ Zip Code ___________

Home Phone __________________________________
Work Phone ___________________________________ Birth Date _________/_________/__________

Fax _________________ Mobile Phone ___________________  Sex     Male

  Female

Email _________________________________ Other Phone __________________________________

Patient Status 
  single    married
  other    Referring Physician __________________________




  Employed
  Full-Time Student
  Part-Time Student

Is Patient’s Condition Related to


Hospitalization Dates


  Employment?



  From _______/_____/_____ To _______/_____/_____


  Auto Accident?  State ________


  Other Accident?

RESPONSIBLE PARTY: 
Check here if Responsible Party is same as Client  
First Name ________________________ Middle Initial ________ Last Name ______________________

Address _____________________________________________________________________________


City __________________________________ State __________________ Zip Code ___________

Home Phone __________________________________ 

Work Phone ___________________________________ Birth Date _________/_________/__________

Fax _________________ Mobile Phone ___________________  Sex     Male

  Female

Email _________________________________ Other Phone __________________________________

PRIMARY INSURANCE COMPANY:


 Medicaid
 Group         HMO
   PPO        Other _________________________________

Insured’s I.D. Number ___________________________ 

Insurance Company ___________________________________________________________________


Claims Address ___________________________________________________________________


City __________________________________ State __________________ Zip Code ___________


Phone Number ___________________________ Contact Person ___________________________

Insured’s Name (Last, First, Middle) _______________________________________________________

Client Relationship to Insured    Self
 Spouse    Child     Other

Insured’s Address _____________________________________________________________________


City ____________________________________ State ______________ Zip Code _____________


Telephone; Home ____________________ Work __________________ FAX __________________


Mobile ______________________________ Email ______________________________

Insured’s Policy Group FECA Number _____________________________________________________

Date of Birth _________/________/__________   Sex  Male    Female

Employer’s or School’s Name ____________________________________________________________

Insurance Plan Name _______________________________   Is there another health plan?

   If “yes” please complete the following information about the other health plan:

SECONDARY INSURANCE COMPANY:


 Medicaid
 Group         HMO
   PPO        Other _________________________________

Insured’s I.D. Number ___________________________ 
Insurance Company ___________________________________________________________________


Claims Address ___________________________________________________________________


City __________________________________ State __________________ Zip Code ___________


Phone Number ___________________________ Contact Person ___________________________

Insured’s Name (Last, First, Middle) _______________________________________________________

Client Relationship to Insured    Self
 Spouse    Child     Other

_____________________________________

______________________________________

Client’s Signature (Parent/Guardian if client is a minor)
Date

_____________________________________

______________________________________

Responsible Party’s Signature



Date

_____________________________________

______________________________________

Insured’s Signature




Date




