DESCRIPTION OF ACODENT (HOW AND WHERE)

11

INFORMATION GN SPOUSE AND/OR DEPENDENTS MUST BE COMPLETED IN FULL BEFORE A CLAIM WILL BE PROCESSED.

ERMPLOYERS" NAME GROUP &
1

EMPLOYEE MVP 1.0 NO. | EMPLOYEE'S SOCIAL SECURITY NUMBER

NAME OF EMPLOYEE TIMARRIED  [1DIVORCED BIRTHOATE  CIMALE TELEPHONE NO.
2 CISINGLE [ SEPARATED D FEMALE { ]

ADDRESS OF EMPLOYEE-NUMBER AMD STREET ary STATE TP CODE O ACTIVE
3 CIRETIRED

NAME OF PATIENT PLAN D4 {BIRTHDATE ~ TIMALE RELATIONSHIP
4 I FERAALE

EMPLOYER {If ANT) OF SPOUSE OR DEFENDENT CHILD
> .

IF STUDENT, NAME OF SCHOOL PRESENTLY ATTENRING  CITY STATE ZiP CODE TELEFHONE NC.
6 ()

5 PATENT ELIGIBLE FOR MEDICARE? 15 PATIENT HANDICAPPED? 115 PATIENT FULLTIME STUDENT OVER AGE 187
7ovs cho LYES ZIND (CIYES CINO

DO YO OR ANY OF YOUR FAMUY MEMBERS {F ¥E5:
8 | HavE ANY OTHER HEALTH INSURANCET (A} INSURANCE €O.

i {B) EMPLOYER (NAME 4ND ADDRESS)
S0YES Ono [ {C) POLICY OR i0 NG,
| NATURE OF KLNESS
15 CLAIM BASED OM ACODENT? | DID ACCIDENT HAPPEN WHILE WORKING? | AUTC ACCIDENTY | OTHER DATE AND TIME OF ACCIDENT
10 Dyes ONO TYES  CIRCG TIVES ONOD YRS ONO

i

ANy person who knowingly and with intent to cefraud any insurance company or ather parson Tites an application Tor insurance o statement of cair corgaining
any materially false Information, or conceals for the purpose if misleading, information conceming any fact material thereto, commits & fraudulent insurance act,

which is a gime and shall be subject to a dvil penaity not to axceed five thousand dollars and the siated vaiue of the daim for sach sud viclation.

ASSIGNMENT: | hereby authorize poyment direcily to the hospitsl, physidan or dentst nerein named. 1 understand 1 am finendally responsible for dharges

reat covered by this assiginment
Employee Signature »

Date signed ¥

AUTHORIZATION TO RELEASE: | herehy awthorize MWP 1o reiease or obitain any information whith may be necessary to admimister this Group Man.

A photocopy of this authorization shall be vaiid,
Employee Sionature W

Date signed =

Patient Signature

Date siguned »

{Parent should sign for minor dhitd}

W \MVvP HEALTH CARE

PO BOX 2207
 SCHENECTADY NY 12301-2207



