Printable Health Insurance Form
Policyholder Information:
· Full Name: ___________________________________________
· Policy Number: _______________________________________
· Date of Birth: _______________________________________
· Phone Number: ________________________________________
· Email Address: _______________________________________
Claim Details:
· Date of Service: ______________________________________
· Service Provider Name: _______________________________
· Type of Service Provided: _____________________________
· Total Amount Billed: $_________________________________
· Amount Covered by Insurance: $_________________________
· Amount Paid by Policyholder: $_________________________
Additional Information:
	Claim Item
	Amount
	Covered [ ] Yes [ ] No
	Remarks

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Signature of Policyholder: ___________________________________________ Date: _______________________________________________________________
Insurance Representative Signature: ________________________________
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