
HOW TO COMPLETE THIS MEDICAL CLAIM FORM

1.	 The Employee or Authorized Person must complete the following sections of the Benefit 
Claim Form:

•	 Employee Information
•	 Patient Information
•	 Accident Information
•	 Medicare Information
•	 Other Health Insurance
•	 Authorization/Release of Information

This claim cannot be processed unless all sections are completed. Claims for services provided by a 
nonparticipating provider must be submitted on this Benefit Claim Form.

2.	 Assignment of Benefits
If the provider is not a Participating Provider, the decision whether or not to assign benefits is be-
tween you and the provider.

3.	 Submitting the Claim Form
If the provider is not a Participating Provider, you are responsible for filing the claim.

SEND CLAIMS TO:

Carelink Health Plans, Inc. - PO Box 7373, London, KY 40742

CHC of Georgia - PO Box 7711, London, KY 40742

CHC of Iowa - PO Box 7709, London, KY 40742

CHC of Kansas - PO Box 7109, London, KY 40742

CHC of Louisiana - PO Box 7707, London, KY 40742

CHC of Nebraska - PO Box 7705, London, KY 40742

Coventry Health Care of the Carolinas, Inc. - PO Box 7102, London, KY 40742

Group Health Plan (GHP) - PO Box 7374, London, KY 40742

HealthAmerica/HealthAssurance (Central PA) - PO Box 7089, London, KY 40742

HealthAmerica/HealthAssurance (Western PA) - PO Box 7088, London, KY 40742



Medical Claim Form
University of Missouri myChoice, myOptions and myRetiree Programs

Send Claims to:  University of Missouri Claims, P.O. Box 7799, London, KY  40742-7799

           
                         
                      
      

   
   
              
       

 
 
             
  
 

  

  
 

     

         
         
 

 
                  
             

 
     
       

          
 

          
     

 
             
        
      

          

 
                     
         

 
  
 

    

 
   
                   
                            
                         
 
       
 
            
       

 
                

        
      
               
 

    

    
 
 
   

 
  
 

 
  

      
 

 

       

       

       

       
 
   

      

 
       
 
      

     
       
       

   

WellPath Select, Inc.

Member ID Number

(Please circle or highlight your Coventry Health Care, Inc. plan name)

Carelink Health Plans, Inc. CHC of Kansas, Kansas City CHC of Nebraska HealthAmerica/HealthAssurance
CHC of Georgia CHC of Kansas, Wichita Coventry Health Care of the Carolinas, Inc.
CHC of Iowa CHC of Louisiana Group Health Plan (GHP)

Medical Claim Form


