MTA Metro-North Rail Road Group Benefits Program

Statement of Claim for Hearing Aid

5

Answer all questions below.

Empioyee’s Statemen’t : Omitted information will cause delays.

1. Employee's Name (print).  First Middle Last 2. Social Security Number 13. pate of Birth 4,07 Male
e e O Femate |
S. Present Address: Street City Slate Zip Code 6. Marital D Single 0 Widowed 7. Telephone Na.
S I Mareied {1 Divorced € )
g Area Code
Patient Information - Complete this section only if different from employee.
8. Patient’'s Name (print)  First Middie Last 9. Social Security Number | 10. 1t Age 19 orover [3'Student (I Full Time [J Disabled
, 0O Part Time
SHE N AN T N W DN It Student, Narie of School & City
11. Date of Birth 12. Refationship’ | 13. 14. Marital o Single
O Male O Female | . Status - [) Warrded |
Family Employment COmplete this section only if ather’ members, inctud g dependem minors, aré employed.
15. Name of Famxly Meniber | 16. Social Security Number _17. Relanonsmp 18. Age 19. Employer's Telephone No. 20. Spouse's Date of birth
] . ( 1
: Month g}
tOE SR b § Area Code 3y,
21. Empleyer's Name (print) 22. Emnployer's Address - Sireet - City State Zip Code

Accident Informatxon Oomp!ete this sectxon oniy if claim is resu!t [} ,ident“a'f ini ry or occunaﬁérf\a-i sickness. .

23. Date of Acdident . | 24: Time ot Accident D AM. | 25. Where Did the Accident Oceur? (City/State) | 26. Auto Accident  [IYes - [JNo
: ' BemM | Name of Insurer
27. Describe Accident or Occupational Sickness: i 28. Did the Aédd_enilsickness
i - Happenst Work? [IYves OINo

.. Other Coverage Information - This section must always be conripléted

29. Are-any benefits or services provided undér another group insurance plan or 32, lee Name and Address o( Other Company or Organizanon Provnding
any prepayment plan; or pursdani. o any % {Federal, State, or Local) on Benems or Serﬂces.
account of the treatment reported on this ciaim? -

) f‘?arne =
D_ Yes: o B o ¥ ; > LA
it “Yes," answer (30 or (31} whichever applies, and (32). 5 — - -
R 2 rid A ki : Address
30. Other Insurance Coverage is: £ Group [0 Individuat
3 Other (specity) v . v [ City State . Zip Code |

31. Name or Type of Law is {e.g., Medicaid, Chaméus, NoFault}

Pléase Ihdicat‘égman identification No.
or.Blue Cross/Blue Shield Group No.(s). -

Medical Authonzanon

33. Ipsured: employee must sign for afl’ clatms Dependem palven! must also. sign if | 34, Signed (Employee}
not-a minor.:
I authofize ahy insurance company, qrgamzaﬂon, employer, hdspltal
phiysician, or pharmacist to release any information fequesied with regard to
1his cfaim and the expenses reported.
| certify that the information 1 furmsh in support of (hfs claim is true and o 3 L
coneet. .  Signed (Dependent patient, not mifor)
i The insurance Company may provide the.employer named abave with any ’
° penztitcakiutitiont Used®in paymeit ‘of tids claim fof the purpaseol revievang®
the experience and Qperaﬁon of the pohcy or canlracl

Date

Any person who knowingly and with intent 1o defradud or deceive any insurance
company files a statement of claim contaming any ma(ena!ly false, |ncompfele
or misteading information is guilty of 3 crime. : s Date

Paymernt of benefits to be made directly to employee.

Mait MTA BSC ) ~Emp!oy.er.
Completed aiti? 333 W. 34th Street Sth Floor
- New York, NY 10001-2402

'Group Na. Branch Subdivision

GH 24-HA-38888 (2/95)
JY2146.SCRE(01/02)



HEARING AID COVERAGE

PHYSICIAN OR SUPPLIER INFORMATION (TO BE COMPLETED BY PHYSICIAN AND RETURNED TO EMPLOYEE)

Any person who, knowingly and with Intent to defraud or deceive any insurance company, files a statement of claim containing any materially false,
incomplete or misleading information is guilty of a crime.

Physician's or Supplier’s Statement (Payment can be made directly to employee.)

1. Patient's Name 2. Pafient's
Date of Birth | l
3. Date of lliness 4. Date the Patient First Consulted 5. Has Patient Ever Had Same 0 Yes
{First Symptom} or Injury You for This Condition. or Similar Symptoms? : O No
6. Name & Address of Facility Where Services 2
were Rendered (if other than home or office) -
7. 1t Hearing Test Was 8. Dale Hearing Aid Dispensed 9. Do You Consider the Injury or O Yes
Administered, Glve Date: Sickness Work Related? O No
10. if Patient Has Additional
Coverage, Please ldeantily:
11. Type of Hearing Aid Dispensed:
(a) Design (check one): ) tn-the-ear O 8ehind-the-ear [ On-the-body [ Eyeglasses [ Other (specify below)
- 9
(b) Ear fitted: . O Left I Right : =
12A. Place of 12B. Fully Describe Procedures, Medical Services or Supplies 12C. 12D. 12D. 3. -
Service® Furnished For Each Date Given: - ICD-8 Code - - Charges Date of Amount Paid
CPT-4 Code {Explain Unusual Services or Circumstances) Hades
14.
$ Balance Due
NE
$ §
15. Total
Chatge $
16. Physician’s or Supplier's Name Address 17. Telephone No.
) (

Required
By Federal Law

18. Signalure of Physician or Supplier - Date : }

Place of Service Codes 2
(H) - Hospital (inpatient) (0) - Office {M) -~ Home (K) - Hospice Care

(A} - Ambulatory Surgicenter
(X) - Hospital (outpatient) {€) - Elsewbhere {D) \Home Health Care (C}- Extended Care Facility



