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THIRD PARTY AND INSURANCE INFORMATION
PID#
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co

Please complete this form if you are applying for, or receiving, medical assistance.
PLEASE USE A BLACK BALL POINT PEN TO COMPLETE FORM

Name: Birth Date: Caset:
Check the ;
. Insurance Information:
appropnate box D02914002000101
Does anyone in your household currently have health insurance (including VA Health Care
[ Yes System benefits), or:
[ No - Have insurance available but not enrolled

- Had insurance in the past 6 months
If yes, please complete the chart below. (Do not list Medicaid, Medicare, CHIP or PCN)

[ Enrolled Name of insurance company: Phone #:
1 Not enrolled, Address of insurance company: Group #:
but available Policyholder name: Policy #:
[ Ended, Policyholder date of birth: Policyholder SS #:
Date ended: If insurance is through an employer, list employer name and phone#:
Premium: $ Date due: How often?

Name of individuals covered (If not listed on the insurance card):

] Enrolled Name of insurance company: Phone #:
] Not enrolled, Address of insurance company: Group #:
but available Policyholder name: Policy #:
[ Ended, Policyholder date of birth: Policyholder SS #:
Date ended: If insurance is through an employer, list employer name and phone#:
Premium: $ Date due: How often?

Name of individuals covered (If not listed on the insurance card):

Major Medical Need Information:

Does someone in your home have a major medical need?* []Yes [INo If yes, who?
*Pregnancy is considered a major medical need.

Accident, Assault, or Other Liability: If any household members have been injured in an
Check the type of incident | accident, assault, or someone outside your household is required to pay for medical services,
complete this section.

CJAutomobile [IDog Bitt  Name of household member: Who is responsible?
ClAssault OIslip/Fall  pate of Incident:

Olwork-Related  [JOther* Police department: Police report #:
[Medical Malpractice Name of attorney: Phone #:

*Explain other:

The information on this form is correct to the best of my knowledge and is furnished as a condition of eligibility for medical assistance. | authorize
any person or organization with information regarding my insurance or information on this form to release that information to the Department of
Health, Division of Health Care Financing or designee.

As consideration for medical assistance, | assign to the Utah Department of Health all my rights to benefits for medical services or payments from
any third party up to the amount of medical assistance provided to me by the Department. | authorize the Department of Health to submit its claim
directly to the third party. | authorize that any payment of benefits from a third party be paid directly to the Department of Health. If | receive
medical assistance from the Department of Health, | will give the Department any money | collect from an insurance policy or any other third party
obligated to pay for my medical expenses. | agree to hold harmless any person or organization making payment to the Department of Health
because of this agreement. | agree to cooperate with the Department of Health in identifying and providing information to assist the Department in
pursuing any third party obligated to pay for my medical expenses.

Signature Date

Signature of Spouse Date

Equal Opportunity Employer Program
Auxiliary aids and services are available upon request to individuals with disabilities by calling (801) 526-9240. Individuals
with speech and/or hearing impairments may call Relay Utah by dialing 711. Spanish Relay Utah: 1-888-346-3162.



