NASOMAH HEALTH GROUP
COORDINATION OF BENEFITS (Other Insurance) QUESTIONNAIRE
Tribal Member  Name (Print): ________________________________________________________________

Tribal Member Security Number: _____________________________________________________________

In order to maintain the benefit level as provided by the Nasomah Health Group, the following information is required from each member on an annual basis.  If this information is not received in a timely manner there may be a delay in your claim payments.   

Are you or any of your dependents covered by any other health insurance plan ?

No, . . . . . Then, please sign and date below :  
Signature: _____________________________________________  
Date: _____/_____/____

Yes, . . . . . Then, please complete the following :

Other insurance is provided by:        ____Employer Plan;          ____Medicare;             ____Other

Name of Other Insurance Primary Member:  _____________________________________________
Date of Birth of Other Insurance Primary Member:  ________________________________________

Name, Address and Telephone Number of other Insurance Plan: _____________________________

_________________________________________________________________________________

Group Plan/Policy Number:  _________________________________________

Identification Number: ______________________________________________

Effective Date of Coverage: _________________________________________

Type of Coverage:
______Medical;   ______Dental;  ______Vision

For all family members covered under the plan, please list: 
Names




        date of birth      relationship             Live with mom, 










          dad or both 

______________________________________   ____________  _______________
 __________
______________________________________   ____________  _______________
 __________

______________________________________   ____________  _______________
 __________

Signature: _____________________________________________  
Date: _____/_____/____
