

SPECIFIC REIMBURSEMENT REQUEST FORM (NY)


___Initial Submission    ___Subsequent Submission    ___Advance Funding Request

Group Name__________________________    Current Policy Period______________________

Claimant Name________________________    Relationship____________    DOB___________

Diagnosis/ICD 10______________________    Prognosis_______________________________

Other Insurance __________Yes ________No   COBRA ______Yes _________No

EE Name_____________________________    Social Security/ID Number_________________

EE Hire Date__________________________    EE Original Effective Date_________________

______________________________________________________________________________

Initial date of Illness/Accident_____________    Case Management _______Yes _________No

Hospital Name__________________________    PPO Facility ___________Yes _________No

Dates of Service:  From___________________    Through_______________________________

Is claimant currently hospitalized or at home? ________________________________________

If currently hospitalized, anticipated Discharge Date____________________________________

Total Eligible Benefits this Submission	$_______________________________

Less Specific or Laser Deductible		$___________________________________  
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Your Reimbursement Request Should Include the Following Information (If Applicable):

Copies of:					  Investigational Documentation For:
Enrollment Form (Initial and Current)              Current Verification of Other Insurance Coverage
Employee Work Status Form			   Divorce/Separation Decrees, Court Orders
Proof of Deductible and OOP			   Physician’s Statements (Disabled Adult Children)
COBRA Election Form			   Accident Details/Police Report
Proof of COBRA Premium Payments	   Subrogation 	
Claim Copies					   Workers’ Compensation
Pre-certifications
Itemized Bills
Case Management Reports

TPA__________________________________________________________________________

TPA Address___________________________________________________________________

Claim Contact Name____________________________     Phone #________________________

Email Address__________________________________________________________________

Case Management Contact Name ____________________    Phone #______________________

Authorized Signature____________________________________________________________

Title_______________________________________     Date____________________________

I certify that the above information is correct and that the claims have been paid in accordance with the plan document.

[bookmark: _GoBack]Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 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 at, 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.
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