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-—— Health Insurance Claim Number:
Medicare Claim Number:
Beneficiary Name:

medical care relative to this accident? Yes V// No .
A. If no, please explain why payment cannot be made.

B. If yes, give the name and address of the insurance company
and the claim number the insurance company has assigned to
the claim. St te AR Lok CRANCE
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Claim no. .
Telephone no. /[ (558 ) 9%~ &'/ 1O S T Cecrr) 2P
If you have received a coverage determination from the

— AT IN tc_)r’\’rlh/fm —7 OFIM L

insurance company, please send us a copy.”” "5 82y L
4. Have you filed or do you intend to file a liability claim or
lawsuit against any party who caused the injury for which these
services were furnished? MUAMDE SrD>ED . .«
5. If you did not file a claim with an autweiivoile or 11ab111ty
insurer, please explain why.

6. Provide the name, address and telephone number of attorney if
you have one.

Telephone no.
7. Provide the name, address and telephone number of any party that
you feel was responsible for injury or illness.
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Telephone no.

8. Provide the name, address and telephone number of insurance
company of person you feel was responsible and the claim number
the insurance company has assigned to your claim.

Telephone nho.
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AdmlnaStar Federal, 9901 Linn Station Road, Louisville, Kentucky 40223
A HCFA Contracted Carrier
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