Reset Form

Ohio Department of Job and Family Services
Benefit Coordination and Reovery Section
Cost Avoidance Unit

HEALTH INSURANCE FACT FORM

Complete this form when a recipient's private health insurance has been cancelled, changed or if you receive-notification of a new health
insurance policy. Providers are expected to take reasonable measures to ascertain any third party resource available to the recipient.

PROVIDER INFORMATION:

PROVIDER# PROVIDER NAME

ADDRESS

CONTACT PERSON

PHONE NUMBER

RECIPIENT INFORMATION:

PATIENT(S) NAME

MEDICAID BILLING #

NAME OF INSURANCE CARRIER

ADDRESS

PHONE NUMBER ( )

POLICYHOLDER'S NAME POLICY #

POLICYHOLDER'S SS # GROUP #

NAME, ADDRESS, PHONE NUMBER OF EMPLOYER (POLICY HOLDER):

IF PAYMENT HAS BEEN RECEIVED FROM A THIRD PARTY INSURANCE PLEASE NOTE 1ST PAYMENT DATE / /

DATE POLICY TERMINATED PER ATTACHED DOCUMENTS / /

ADDITIONAL COMMENTS

Return white original to: Benefit Coordination and Recovery Section
Cost Avoidance Unit
P.O. Box 182410
Columbus, Ohio 43218-2410

Keep yellow copy for your records.

If you have questions you may contact the Cost Avoidance Unit at (614) 752-5768. The fax number is (614) 728-0757.
JFS 06614 (Rev 11/2003)



HEALTH INSURANCE FACT FORM
OHIO DEPARTMENT OF JOB AND FAMILY SERVICES 06614 INSTRUCTIONS

PROVIDER INFORMATION
PROVIDER NO: Enter the seven digit Medicald provider number.
PROVIDER NAME: Enter name of the provider o which Medicaid payment is to be made and who is assigned the seven
digit provider number.
ADDRESS: Enter the mailing address for which correspondence relating to this form is to be sent.

CONTACT PERSON:  Enter the name of the individual with whom contact is to be made ¥ further information is needesd.
PHONE NUMBER: Enter the talephone number including area code.

RECIPIENT INFORMATION
PATIENT({S) NAME: Enter name of the patient for whom services are rendered.

MEDICAID BILLING NG.: Enter patients medicaid twelve {12} digt biliing number.

KAME OF INSURARCE CARRIER: Enter name of third party insurance company or entity lable {or payment other than Medicald o
Medicare.
ADDRESS: Enter complets mailing address of the liable third panty where clairms are o be billec.

PHONE NUMBER: Enter telephone number including area code, of liable third pariy for verfication and/or claim processing,

POLICY HOLDER'S NAME: Enter full name of individuai{s} whom the liable third party deams as holder of the pelicy. This will always be
an individual, not a company.

BOLICY HO.: Emter the policy number {or ths carrier. DO NOT ENTER THE MEDICAID OR MEDICARE DILLING NUMBER.
This number can also be the SSN of the policyholder.

POLICYHOLDER'S S8 NO.: Dnter the policyholder's BOCIAL SECURITY NUMBER,
GROUP NO.; Enter group and/or smployer number of the liable third party i applicable.

NAME, ADDRESS, PHONE NUMBER OF EMPLOYER (POLICYHOLDER): Enter policy noidsrs employment information #this is 2

group policy.
VERIFED POLICY TERMINATION DATE: Enter aciual date the policy was terminated i apphcable. YOU NEED TC SUPPLY

SUPPORTING DOCUMENTATION WHEN A POLICY HAS BEEN TERMINATED
SHOWING THE ACTUAL DATE FROM THE LIABLE THIRD PARTY. {e.g. EOB w/
TERM DATE, CARRIER LETTER).

PLEASE NOYE FAILURE TO ATTACH DOCUMENTATION TC SUPPORT TERMINATION REQUEST WILL RESULY 1M THE
TERMINATION NOT BEING COMPLETED.

ORDER FROM: FORMS DISTRIBUTION
2098 INTEGRITY DR. NORTH
COLUMBUS, OHIC 43208-2747
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