L Spouse L Child J Other J

8. RESERVED FOR NUCC USE

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

10. IS PATIENT’S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

_YES [ INO
b. AUTO ACCIDENT? PLACE (State)
YES | INO

L

c. OTHER ACCIDENT?

11. INSURED’S POLICY GROUP OR FECA NUMBER

30500

a. INSURED’S DATE OF BIRTH SEX
MM

DD Yy MD FD

b. OTHER CLAIM ID (Designated by NUCC)

¢. INSURANCE PLAN NAME OR PROGRAM NAME

~YES NO
- H EMPIRE PLAN
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
[]YES [ ]NO If yes, complete items 9, 9a and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

12. PATIENT’S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary to
process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment below.

SIGNED

DATE

18. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize




INSURANCE FRAUDS PREVENTION ACT

The following statement is printed pursuant to Regulation 95 of the New York State Insurance Department:

“Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such violation.”

PLEASE MAIL CLAIMS TO: UnitedHealthcare
P.O. Box 1600
Kingston, New York 12402-1600
1-877-7TNYSHIP (1-877-769-7447)
OR FAX TO (845) 336-7716



