
**Medical Insurance Claim Template** 

--- 

**Patient Information:** 

- Name: [Patient's Full Name]  

- Date of Birth: [MM/DD/YYYY]  

- Insurance Policy Number: [Policy Number]  

- Contact Number: [Phone Number]  

**Provider Information:** 

- Provider Name: [Provider's Full Name/Practice Name]  

- Tax ID: [Provider's Tax ID]  

- Contact Number: [Provider's Phone Number]  

**Claim Details:** 

- Claim Number: [Claim Number]  

- Date(s) of Service: [MM/DD/YYYY]  

- ICD-10 Codes: [List of ICD-10 Codes]  

- CPT/HCPCS Codes: [List of CPT/HCPCS Codes]  

- Total Charges: [$Amount]  

- Amount Paid by Patient: [$Amount]  

**Attachments:** 

- [List of any attached documents such as receipts or medical records] 

**Signature:** 

- Signed: [Provider's Signature]  

- Date: [MM/DD/YYYY]  

--- 

**Note:** Always check with the insurance company for any specific 

submission requirements. 


