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	EBMS: 
	undefined: 
	Name of Employee: 
	Date of Birth: 
	NameofEmployer: 
	Member ID No: 
	Marital Status: 
	Home Address: 
	City: 
	State: 
	Zip: 
	Is spouse employed: 
	If yes name of employer: 
	no: 
	If no has spouse been employed during the last 12 months: 
	yes: 
	Nameofemployer: 
	Do you or any of your family members have other health coverage: 
	yes_2: 
	If yes give the name of the company address and policy number 1: 
	If yes give the name of the company address and policy number 2: 
	Fullnameofdependent: 
	Relationship to covered person: 
	Date of birth: 
	Is dependent employed yes: 
	Ifyeswhere: 
	Is dependent a fulltime student: 
	yes_3: 
	Name and address of school if dependent is over 18: 
	Type of professional services sought medical dental chiropractic mental etc: 
	Date illnessdisorder began: 
	Date of first treatment: 
	Did illnessdisorder occur in the course of employment: 
	yes_4: 
	Employee Signature  I authorize payment of all benefits for services rendered by the provider to be sent to the provider: 
	Date: 
	Employee Signature  I certify that the foregoing information is true and correct: 
	Date_2: 
	Type of accidentincident auto fall etc: 
	Where did the accident happen: 
	Describe what happened 1: 
	Describe what happened 2: 
	If auto accident name and address of person responsible: 
	Name and address of motor vehicle insurance carrier of responsible party 1: 
	Name and address of motor vehicle insurance carrier of responsible party 2: 
	Were any traffic citations issued or arrests made: 
	yes_5: 
	no If yes to whom: 
	Nature of citation or arrest: 
	Was a police report filed: 
	yes_6: 
	yes no: 
	Insurance company responsible for payment relating to the accidentincident: 
	Address: 
	Policy: 
	Policy Holder Name: 
	Does this policy have coverage for payment of medical expenses: 
	yes_7: 
	no Policy  Limit: 
	Name of other partys insurance companyies: 
	Address_2: 
	Phone: 
	Policy_2: 
	Policy Holder Name_2: 
	Has settlement been made on this accidentincident: 
	yes_8: 
	no Amount: 
	Date_3: 
	Name of attorney representing claimant with respect to the accidentincident: 
	Address_3: 
	Phone_2: 


