







[bookmark: Slide_Number_1]** PLEASE READ**
IMPORTANT INFORMATION REQUESTED TO PROCESS MEDICAL CLAIMS DO NOT DISCARD
On behalf of your employer sponsored medical plan and medical benefits broker, Marpai is requesting details & confirmation of a potentially accident-related event that required medical attention.

	WERE ANY RECENT MEDICAL EVENTS DUE TO AN INJURY RESULTING FROM AN ACCIDENT?

	Yes
	No

	If no, please check ‘NO’, fill in member information and sign; If yes, please check ‘YES’ and include applicable details. Return via one of three options:
Email: claims@marpaihealth.com
Mail: Marpai Health PO Box 211291 Eagan, MN 55121 Fax: 704.845.5629 ATTN: Claims



	MEMBER INFORMATION

	First Name:
	Last Name:

	Current Employer:



	SECTION A: INCIDENT INFORMATION

	Date of incident:
	Type of incident:

	Type of injuries sustained?

	Are you still being treated?
	Yes	No

	Did you file a claim?
(other than with the plan)
	Yes	No

	If yes, with whom?
Incident Details and Location:
(Street, City, State, etc.)



	[bookmark: Slide_Number_2]SECTION B: MOTOR VEHICLE ACCIDENT

	MVA Type:
	Single	Multiple

	Name of others injured in accident?

	Police Report Filed?
(if yes, please enclose copy of report)
	Yes	No

	Did you file a claim?
(other than with the plan)
	Yes	No

	If yes, with whom?
Incident Details and Location:
(Street, City, State, etc.)




	Who was at fault?
	

	Who, if anyone, was cited?
	

	Did you receive a settlement?
	Yes	No

	YOUR AUTOMOBILE INSURANCE INFORMATION

	Drive Name:
	

	Owner Name:
	

	Owner Address:
	

	Owner Phone Number:
	

	Insurance Company:
	

	Adjuster Name:
	

	Adjuster Phone Number:
	

	Insurance Company Address:
	

	Claim Number:
	

	Policy Number:
	



	[bookmark: Slide_Number_3]SECTION C: WORKER’S COMPENSATION CLAIM

	Did you notify your employer of your injury/accident?
	Yes	No

	Did you file a Workers’ Compensation (WC) claim?
	Yes	No

	If yes, was your claim approved?
	Yes	No

	If no, are you still pursuing a claim with the WC carrier?
	Yes	No



	Employer Name:
	

	Employer Address:
	

	Employer Phone Number:
	

	WC Insurance Company Name:
	

	Adjuster Name:
	

	Adjuster Phone Number:
	

	WC Insurance Address:
	

	Claim Number:
	

	Policy Number:
	



	SECTION D: OTHER INSURANCE CLAIM

	Homeowners, Medical Malpractice, Slip & Fall or Other Insurance Claim

	Name of Responsible Party (RP):
	

	RP Address:
	

	RP Phone Number:
	

	RP Insurance Company:
	



	[bookmark: Slide_Number_4]SECTION D: OTHER INSURANCE CLAIM CONT…

	Adjuster Name:
	

	Adjuster Phone:
	

	Insurance Address:
	

	Claim Number:
	

	Policy Number:
	



	SECTION E: ATTORNEY INFORMATION

	Attorney Name:
	

	Attorney Address:
	

	Attorney Phone Number:
	

	Attorney Fax Number:
	

	Attorney Email:
	



	SECTION F: PLEASE SIGN AND DATE BELOW

	Printed Name:
	

	Home/Cell Phone Number:
	

	Work Phone Number:
	

	Signature:
	

	Date Signed:
	

	

	I hereby acknowledge and agree to the terms of my Plan’s subrogation and reimbursement provision, which provides that the Plan has subrogation and/or reimbursement rights to the medical claims paid on my behalf. I acknowledge that I have an obligation to cooperate with the Plan and provide the Plan with information pertinent to protecting these Plan rights. I authorize the Plan to release information regarding any claims in accordance with the Plan’s subrogation and/or reimbursement rights. Furthermore, I hereby authorize any medical provider, my lawyer or agent, or any other person or corporation to release all medical information relating to this incident to Maestro Health.
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