e

HoW N

ElpFE A
HEAL'I'H INSURANCE CLAIM FORM £
iy 1" B HAT AL URIFOAM CLAIM SOMMW AlEHE L]
' — : —LLLY
| ,Ir ,,- . & | | e cal ; % | , - ) |,.: -_ ] :'-x THFLAN — B -:_- s J -.I :- Enter elght Zeros or elght nines: OOOOO(I)OL(; or”99|9999 )6‘
[zramETs nenE |BoX 4: Enter the subscriber's name. _| __ ssc  s[¢ INSURED'S NEME (Last Nama, Firel ans, Widdla iniid
r.|_ Fl Enter subscnb&r’s name
© " |Box 11: IMPORTANT: Please be sure | |_ wl |
e to enter the employer group name the T -
client is using the EAP benefits 8
RE! though in box 11. For example, a 2P Cots TELEFHCHE (el e é
client may be using EAP benefits — _ ( __d 2
though a spouse’s employer. . Enter empmergmup name é
HER IMNELEST S T Fr i A IHSLIF "SDATE Tk &=
Box 11A: Enter the subscriber's date |- b WS ' | 2
b FiE [ " of birth PLACE [Safe) | & OTHER CLAM D Designated by NUCC) a
Box 11C: Enter WellSpan EAP e > WELLSPAN EAP ' E
IRESLIF I aherd b o 15 THERE SMOTHER HELLTH BEME é
[ [ I_ TES {[) N yes oomplele ilems 9, 9a, and9d
|Please use this guide when completing your | i lr’a e e I T T
claim form to ensure it will be processed g o5 264 '
correctly. - v
[t . DATES PATIENT UNAELE TOWORK IN CURBENT OCCLIPAT A
Electronic Payor code for A | |
& WellSpan EAPisCB457 | el T e LT e
Mail or fax claim form to: i I S
B WellSpan EAP ENEEn —
Attn: Client Services Department ' hESaS
P.O. Box 1827 - AR AT HCRIZATICH MUWEEF
L York, PA 17405-1827
FAX: 717-851-4493 T | biaon s el ENDE? 8
I } [ Tan | CLAL HCOWDER E
i P |  eoret I [ [ae | T 5
j> Please use 90791 for initial =
| N N B - visitand 90834 and 90837 | | | . =
\ , for subsequent visits. Use . E'
| L | oeso 90846 or 90847 for family/ | [ 3
! L | ogaer couples. You may put | T =
' ' multiple visits on one z
L | form. | [ 5
' £
! L | ! | [e] :
5. FEDERALT ER B B &, PATIENT'S INT [27 AfLERT AEs T |28 LCHARGE ||| 25, AMCUNT Fal D, Fevd If HUCCLE
| s o |
T AT MNFORNLATIC I & PH | ]
CiGhE TE ! Y
MUCE Instruction Manual available at: o . nucec. org PLEASE PRINT OR TYPE THLVED U E- G119 __H__I_1____ )





