
   
 

 
GROUP HEALTH OUT PATIENT CLAIM FORM 

TO AVOID RETURN OF CLAIM FORM DUE TO INCOMPLETE INFORMATION, PLEASE ANSWER ALL QUESTIONS 
Name of Employer 

Name of Employee Name of Patient (If other than employee) 

Position/Rank Relationship with Employee Date of Birth (MM/DD/YYYY) Sex 

Email Address Bank Account Name and Number 

 
 
__________________________________________________________________________________ 
EMPLOYEE SIGNATURE       YEAR/MONTH               PATIENT’S (IF ADULT) SIGNATURE               YEAR/MONTH/DAY 

   
THIS PART MUST BE COMPLETED BY A LICENSED PHYSICIAN 
 

Diagnosis Surgical Procedure (if applicable) Recommended Lab Test and Special Consultation 

 
I hereby certify that, to the best of my knowledge and belief, the above information is accurate. 
 

 

I certify the above information to be true and accurate and I hereby authorize release of related information requested on this form by doctor or hospital. 


