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Submit only itemized bills. Drug receipts should always include a prescription number.
If you submit bills for covered services not reported on an “Attending Physician’s Statement,” aach bill must describe nama
of patient, diagnosis, nature of services or supplies furnished, as well as the date and amount charged for each.
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THE ABOVE ANSWERS ARE TRUE AND COMPLETE ACCORDING TO THE BEST OF MY KNOWLEDGE AND BELIEF. | AUTHORIZE ANY
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FURTHER AUTHORIZE SAID COMPANY, PERSON OR ORGANIZATION, TO DISCLOSE ANY PERSONAL OR CLAIM INFORMATION
REQUIRED FOR MEDICAL CASE STUDY OR REVIEW. A PHOTOSTAT OF THIS AUTHORIZATION SHALL BE ASVALID AS THE ORIGINAL
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Hospital/Attending Physician’s Statement
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“NOTICE to all parties complating this form: it is freudulent to fill out this form with information you
know to ba falss of to omit important facts. Criminal and/or civil penalties can result from such acts.”
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