[bookmark: _GoBack] V005        HEALTH INSURANCE INFORMATION REQUEST                               
                                                                         
Information has been received that_______________________________________________     
may have health insurance coverage.  Please complete and return the        
information below by___________________________________________. Failure to return     
the information may result in a loss or delay of benefits.               
                                                                         
  Is there health insurance?  ____YES ____NO.   If no, sign at the bottom and return this form to us.                                     
                                                                         
  If yes, provide the following information by completing this form.     
  Also, attach a copy of the front & back of ALL insurance ID cards.     
                                                                         
       Insurance company name: _____________________________________     
       Insurance company address: __________________________________     
                                  __________________________________     
       Policy number: ________________ Group number: _______________     
       Monthly premium: $______________                                  
       Policy holder name:   ___________________________               
       List all people covered: ____________________________________   
       _____________________________________________________________   
                                                                       
       Is this an HMO (Health Maintenance Organization)                
       or PPO (Preferred Provider Organization) Plan?    _______       
                                                                       

       Coverage type(s):  (Check all that apply)                       
        Hospital____     Medical____     Dental____                    
        Doctor  ____     Drug   ____     Vision____                    
          Other (List) ______________________________________          
                                                                       
   Signature ______________________________ Date ___________________   
                                                                       
