When Completed Send To:
Equitable Life & Casualty Insurance Company LONG TERM CARE

P.O. Box 2460, Salt Lake City, UT 84110 lNSURANCE CLAl M FORM

1-800-352-5130

TO BE COMPLETED BY INSURED (Patient) or Legal Representative

Patient’s Last Name: First Name: Ml

Policy Number:

| HEREBY AUTHORIZE PAYMENT directly to the below named institution of the insurance benefits otherwise
payable to me but not to exceed the balance due of the regular charges for this period. | understand | am fi-
nancially responsible to the institution for charges not covered by this application.

Signature Date

| HEREBY AUTHORIZE THE RELEASE of any medical information, Itemized Bills, including Medicare pay-
ment records, necessary to process this claim.

Signature Date

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

PART B TO BE COMPLETED BY LONG TERM CARE FACILITY

Primary Diagnosis:

Additional Diagnosis:

Name of Institution:

Address:
Phone: Federal Tax ID #:
- o Claim submitted for services: Circle type
Date of Facility Admission: Assisted Living Nursing Home
. . Residential Care Adult Care Home
Hospital Confinements: Independent Living
to Name of Hospital:
to Name of Hospital:
to Name of Hospital:
Patient:
Discharged on: Transferred to
Deceased: Address:
(continued on back) Phone:
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PART C TO BE COMPLETED BY LONG TERM CARE FACILITY

Instructions:

Please separate the service dates paid in-full by Medicare from the dates co-insurance was charged. Please
separate confinements by month and, if hospitalized, by breaks in LTC confinements. Please separate
ancillary and level of care charges as well.

Have any of these charges been submitted to or paid by Medicare? O Yes O No
Date of Services Daily/Monthly Explanation *paid by Medicare
Charge of Services in-full/ co-insurance
) O Daily ~ JMonthly 3 In-full (O Co-ins
From.
To: $
) O Daily  JMonthly O In-full (O Co-ins
From.
To: $
) O Daily  CJMonthly O In-full (J Co-ins
From.
To: $
) O Daily  CJMonthly O In-full (J Co-ins
From.
To: $
. O Daily  CJMonthly 3 In-full O Co-ins
From.
To: $
Erom’ O Daily O Monthly 3 In-full O Co-ins
rom.
To: $
. O Daily  JMonthly O In-full (J Co-ins
From.
To: $
Erom’ O Daily O Monthly 3 In-full (J Co-ins
rom.
To: $
) O Daily  CJMonthly 3 In-full O Co-ins
From.
To: $
. O Daily 0 Monthly 3 In-full O Co-ins
From.
To: $

Signature of person completing form:

Printed Name of person completing form:

Please attach a copy of your State license, and a copy of the Doctor’s orders.

x5080000002x%



