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PIEDMONT COMMUNITY HEALTH PLAN/ PIEDMONT COMMUNITY HEALTHCARE 

HEALTH BENEFITS CLAIM FORM 
Please submit your billing along with this claim form to: 

Piedmont Community Health Plan
1920 Atherholt Road

I Address Change: ______ _

Lynchburg, VA 24501

IMPORTANT: EVERY ITEM MUST BE CHECKED OR ANSWERED BEFORE CLAIM CAN BE PROCESSED 

GIVE THE FOLLOWING INFORMATION ABOUT PATIENT 

1. Claim is made for: 2. Patient's Name 3. Date of Birth 4. Sex

0 Husband 0 Self 
OM OF 

0 Wife 0 Unmarried 

0 Other Son/Daughter 

5. Full Time Student
Attending

Expected Date of Graduation 

6. Date of Accident 7. Place of Accident 8. Was Patient at Work When
IF DUE TO Accident Occurred?

AN ACCIDENT, 
9. Briefly Describe Accident

OYes D No

ANSWER ITEMS 
10. Was the accident Due to

6-10 Someone's Negligence?
OYes D No

GIVE THE FOLLOWING INFORMATION ABOUT OTHER INSURANCE/MEDICARE 

11. Any other Medical benefits for employee, spouse, or patient? OYes O No

If yes, who? 0 Self 0 Spouse 0 Dependent

If Dependent or Spouse, Full Name Date of Birth 

Coverage Paid Through 0 Medicare O Medicaid 0 Other Effective Date Last Day of 
0 Employer Sponsored Plan 0 Private Policy □ Champus of Coverage Effective Coverage 

Give Name of Other Insurance Company 

Phone Number of Other Insurance Company 

Please Attach Other Insurance Explanation Of Benefits If Applicable 

GIVE THE FOLLOWING INFORMATION ABOUT YOURSELF 

12. Name (First) (Middle Int.) (Last) 13. Social Security Number 14. Date of Birth

15. Sex OM OF

16. Home Address (Number) (Street) (City) (State) (Zip Code) 

17. Employer Name 18. Company Number 19. Employment Status 20. Marital Status

0 Active 0 Single □ Widowed

0 Cobra 0 Married 0 Legally Separated

0 Divorced

21. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 22. AUTHORIZE FOR PAY MENT OF MEDICAL BENEFITS
I authorize the release of any Medical Information Necessary to I herby authorize payment of medical benefits to physician's or
Process this Claim. supplier's for services billed on this claim.

SIGNED DATE SIGNED (Insured or Authorized Person) 

23. I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT

Employee's Signature Date 
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