
                                 MEDICAL EXPENSE SHARING REQUEST FORM    

Members Name___________________________________________________Date__________ 

Address___________________________________________________Phone #______________ 

City____________________________________ State__________   Zip code _______________ 

I.D.#___________________________________ Birthdate_______________________________ 

Patient relationship (  )self, Spouse (  ), Child (  ),Other(  ) Gender  M or F, Single ( ) Married (  ) 

“Members Program”: Member-  Member + Spouse -  Member + Child(ren)-    Member + Family   

Primary Members Name & ID_____________________________________________________ 

Other Members name & ID________________________________________________________ 

Other Members Name & ID_______________________________________________________ 

Other Members Name &ID________________________________________________________ 

Other Members Name & ID_______________________________________________________ 

 Date of first symptom, Illness/injury, etc.________________________ 

Name of Referring physician or Clinic_________________________________________NPI_________________ 

Address of Referring Physician or Clinic_________________________________________Suite#______________ 

Physician Signature_______________________________________________________Phone#_______________ 

Date of service._________________ Projected Date of Service____________________Fax #_________________ 

Diagnosis or nature of Illness or injury            # of Visits_____  Group  _____ Individual 

1.____________________________________________________________________________________________ 

2.____________________________________________________________________________________________ 

3.____________________________________________________________________________________________ 

4.____________________________________________________________________________________________ 

5.____________________________________________________________________________________________ 

Date of Service     Place of Service    ICD9 Code    CPT/HCPC-Code(s)     Modifier     Charges       Amt. Pd          Amt. 

Due 

1________    ______________ ____________________________________     ________      _______  ____.  _____ 

2________   ______________    ____________. _______________________    ________        ____________  _____ 

3.________       ____________   ___________     ________________________     ________     _____________  ____ 

4. _______      _____________    __________      _______________________       _________   _________      ______         
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