1 ABU]EL Medical Benefits Request

TO BE COMPLETED BY EMPLOYEE
1. Employer's Name 2. Policy/Group Mumber
3. Empiayes's Aetna ID Mumber 4, Employas’s Mame 5. Employee's Bifhdata (MWD YYY)
6 [ Active [ Retired 7. Employes’s Address (include zipcode] [ Addrass 15 new B. Employes's Daytme Telaphone Numbar
Date of Retirement { ]
4. Patienl's Mame 10. Palient's Aetna iD Number 11. Patient's Birthdale (MMTONYYYY) |12, Palient's Ralafionship 1o Employas
" 1 Self [ Spouse [ Child [ Other
13. Paients Address jf dierent fom empioyee) 14, Palien(’s Sex 15, Ful Time Saxdant |16, Palients Expected Gradughion Dese |17, Name of Schoal Gily
[] Male [] Female| [ No [ Yes
1B. Pafient's Maral Slatus 18. |s paten employed? 2. Hame & Addmss of Employer
[ Maried [ Single 1 No Yes
1. s claim related fo an accidant? 22, |5 claim redaled to empioyment?
COMo [OYes If yes, date firme O am O pm OnNe [OYes
2
T B e L T Undeoe o oy e v | o o o e e
govemment plan? Mo Yes
25, Marnbars [0 Numbar 6. Mambar's Namg 27. Member's Birthdats (MMTOYYYY)

26. To all providers of health care:
You are authaorized to provide Aetna Life Insurance Company or one of its affilialed companies ("Aetna”), and any independent claim administrators and
consulting health professionals and utilization review organizations with whom Aetna has coniracted, information concerning health care advice, treatment or
supplies provided the patient (including that relating to mental ilness and/or AIDSIARC/HIV). This information will be used to evaluate claims for benefits.
Aetna may provide the employer named above with any benefit calculation used in payment of this claim for the purpose of reviewing the experience and
operation of the policy or contract. This authorization is valid for the term of the policy or contract under which a claim has been submitted. | know that | have
a right to recsive a copy of this autharization upon request and agree that a photographic copy of this authorization is as valid as the ariginal.

Patlent's or Authorized Person's Signature Date
28, | authorize payment of medical benefits to the physician or supplier of senvice.
Patient's or Authorized Person's Signature Date

TO BE COMPLETED BY PHYSICIAN OR SUPPLIER

0. Date of Iliness (first symplom) or injuey {accident) or pregnancy (LMEY 31. Daba first consulted you for this condition | 32. I palient has had simiar fIness ar inury, give dates %Han BRIGENGY Check here
emergancy
34. Dale patient able io retum to work 35, Diate of iotel disabiity 35. Diate of partial disability
from through from through
37. Nama of refaming physician {e.g., Public Health Agency) 34, For senvices relaled o hospitaization give hospitalization dates
admitied discharged

35 Name & address of faclity where senvices randerad (if other than home o office)
4. Diagnosic or nature of ilness o injury (plesse indicate primary end secondary)

1.

2.

3.

4.
41 Procedures, Medical Services, Supplies Furnished
Date of Place of Pracadune Code Descripion of Sendce Type af Cherpes Diays or Diagnasis Administrative
Sarvice Sarvice” I ndify** Sanvica t Linits Code 1+ Uga Cnly
42, Physician's Name & Addrass (include zip code) 43. Teleghane Numbar 44, Ender {he taxpayer idanSfying numbear 1o b wsad for 1089

regaring purposes. You are required under aufhority of
( ) Iew b fumish yeur baxpayer idenifying number.
45, Pallenl Aceount Mumber 45.
Total charge 5
. Amount paid §
Balance due §

47, Physician's or suppliar's signalun 4. Mafonal Provider [dentifier 43, Datle
* Placa of Service Codes: +Type of Senice Codes:
1-(H)} - Inpatiant Hospilal 8- (SNF) - Skiled Mursing Facility 1 - Medical Cere 8 - Assistance 8t Surgery
2-(0H) - Qutpatient Hospital 9. - Amibulance 2 - Surgary 9 - Other Medical Sarvica
3~ [ - {ifice Visit 0-{3L) - Ceher Location 3 - Consultation () - Blood or Packed Red Calis
4 - [H) - Patient Home A= (IL} - Indepandant Leboratory 4 - Diagnostic X-Ray A - Used DME
5- - Dy Care Facility (PSY) B- - Crher Madical Surgical Facility 5 - Diegnoshic Leboratory M - Altermate Peyment for Maimenance Dislysis
B- - Hight Care Faciity (P5Y) C-{RTC) - Residential Treatmant Cenler & - Radiation Therapy ¥ - Second Opinion on Elsctive Surpary
T-[NH] - Nursing Home 0-(STF) - Specialized Trealment Facilty 7 - Anesthasia Z = Third Oginion on Elecive Surgary

* Please Liss Currenl Procedural Terminalogy Codes For Surgery T1Pkass Usa ICD=5CM For Discharge Diagnosis






