M NURSING FACILITY / ASSISTED LIVING FACILITY INITIAL CLAIM CHECKLIST

CHECK OFF EACH ITEM AS YOU COMPLETE IT TO HELP YOU KEEP TRACK OF YOUR CLAIM SUBMISSION
(THIS CHECKLIST IS FOR YOUR CONVENIENCE ONLY AND DOES NOT NEED TO BE RETURNED TO US)

[ To DO: POLICYHOLDER ]

[ CLaim FORM PAGES 1 AND 2: COMPLETE ALL OF THE QUESTIONS 1-14

[] CLAIM FORM PAGE 3: “AUTHORIZATION FOR USE OF HEALTH-RELATED INFORMATION”

[] CLAIM FORM PAGE 4: COMPLETE “AUTHORIZATION FOR DISCLOSURE OF HEALTH-RELATED
INFORMATION,” IF YOU WOULD LIKE US TO BE ABLE TO SPEAK TO SOMEONE OTHER THAN YOU ABOUT
YOUR CARE. OTHERWISE, THIS FORM DOES NOT NEED TO BE RETURNED

[ ] DIRECTION TO PAY FORM (REQUIRED IF DIRECTING BENEFIT PAYMENTS TO PROVIDER)

[ To Do: OTHER FORMS ]

[J NURSING HOME / ASSISTED LIVING FACILITY LICENSE (IF AVAILABLE)

[ MiNIMuM DATA SET (MDS) OR NURSING ASSESSMENT

[] PLAN OF CARE OR SERVICE PLAN (IF AVAILABLE)

[] ITEMIZED INVOICE MUST BE SUBMITTED BY THE POLICYHOLDER, CAREGIVER OR FACILITY FOR ANY
BENEFITS TO BE PROVIDED BY US

[] MEDICATION LIST AND PHYSICIAN’S MEDICATION ORDER (IF APPLICABLE)

IMPORTANT: PLEASE MAKE PHOTOCOPIES OF ALL CLAIMS MATERIALS AND RETAIN FOR YOUR RECORDS!

My NOTES:
] MAILED ON / / To: (] FAXED ON / / To:
SHIP (952) 983-5256

P.O.Box 64913
ST. PauL, MN 55164
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