Health Insurance Claim Form
							ID #_______________________
							Group #____________________
Client’s Name__________________________	Insured’s Name_______________________

Address_______________________________	Address_____________________________

City/State_____________________________	City/State____________________________

Phone#_______________________________	Phone#_____________________________

Date of Birth__________________________	DOB________________________________

							Employer____________________________

Relationship to Insured:  Self    Spouse   Child    Other

Marital Status: Single    Married    Other
		Employed	Full time student	Part time student

Signature Client________________________________________________________

[bookmark: _GoBack]Signature Insured_______________________________________________________
