

[image: BHSI Logo  - FINAL 2014-01-16]	Please email this form and accompanying documentation to: MSL.notices@bhspecialty.com

[image: ]
 
Potential Specific Benefit Claim Notification 



	POLICYHOLDER
	[bookmark: Text1]     

	Policy #
	[bookmark: Text52]     
	Policy Year
	[bookmark: Text53]     

	Specific Ded.
	[bookmark: Text55]     
	Contract Basis 
	[bookmark: Text54]     

	
	
	
	

	Employee:
	[bookmark: Text5]     
	Covered Person: 
	[bookmark: Text6]     

	Date of Birth:
	[bookmark: Text7]     
	Date of Birth:
	[bookmark: Text8]     

	Hire Date:
	[bookmark: Text9]     
	Relationship to EE:
	[bookmark: Text10]     

	Effective Date:
	[bookmark: Text11]     
	Effective Date:
	[bookmark: Text12]     

	Termination Date:
	[bookmark: Text13]     
	Termination Date: 
	[bookmark: Text14]     



	Other Coverage:
	[bookmark: Check5]|_| Medicaid
	[bookmark: Check6]|_| Spouse’s Plan
	Eff Date
	[bookmark: Text15]     
	Carrier 
	[bookmark: Text16]     

	
	[bookmark: Check7]|_| Medicare
	Parts Elected
	[bookmark: Text17]     
	Eff Date
	[bookmark: Text45]     

	Present EE Status
	[bookmark: Check8]|_| Active
	[bookmark: Check9]|_| FMLA/LOA/STD/LTD
	[bookmark: Check10]|_| Retired
	Retirement Date
	[bookmark: Text18]     

	Last Date Worked
	[bookmark: Text21]     
	FMLA Date
	[bookmark: Text19]     
	to
	[bookmark: Text20]     

	LOA/STD/LTD Date
	[bookmark: Text22]     
	To
	[bookmark: Text23]     
	COBRA Eff Date
	[bookmark: Text24]     



	CLAIM INFORMATION 

	Diagnosis (ICD 10)
	[bookmark: Text25]     

	Onset Date
	[bookmark: Text26]     
	Prognosis 
	[bookmark: Text27]     

	Accidental Injury? 
	[bookmark: Check11][bookmark: Check12]|_|Yes |_| No
	Date of Injury
	[bookmark: Text57]     
	Place of Injury
	[bookmark: Text56]     

	How did injury occurred? 
	[bookmark: Text58]     

	Attending Physician
	[bookmark: Text59]     
	Phone # 
	[bookmark: Text61]     

	Hospital 
	[bookmark: Text60]     
	Phone # 
	[bookmark: Text62]     

	[bookmark: Check16]|_| Claimant is hospitalized
	[bookmark: Check17]|_| Claimant is continuing treatment 

	[bookmark: Check18]|_| ESRD
	    1st Date of Dialysis 
	[bookmark: Text63]     

	Has Large Case Management been implemented
	[bookmark: Check19][bookmark: Check20]|_| Yes  |_|  No

	Case Mgmt Co
	[bookmark: Text65]     
	Phone # 
	[bookmark: Text64]     

	Claims Paid YTD
	[bookmark: Text67]     
	Claims Pending YTD
	[bookmark: Text68][bookmark: _GoBack]     

	Estimates of future expenses:  

	[bookmark: Check21]|_| Less than $50K
	[bookmark: Check22]|_| $50K-$100K
	[bookmark: Check23]|_| $100K-$150K
	[bookmark: Check24]|_| $150K-$200K
	[bookmark: Check25][bookmark: Text66]|_| Other $     



	Claims Administrator 
	[bookmark: Text35]     

	Address
	[bookmark: Text51]     

	City
	[bookmark: Text48]     
	State
	[bookmark: Text49]     
	Zip
	[bookmark: Text50]     

	Phone
	[bookmark: Text40]     
	Email 
	[bookmark: Text41]     

	Completed By
	[bookmark: Text47]     
	Date
	[bookmark: Text46]     



BHSI Potential Specific Benefit Claim Notification Form 08/2016                                       **** CONFIDENTIAL **** 



image1.emf










image2.png
Berkshire Hathaway
Specialty Insurance

oh)





