
**Medical Care Insurance Claim Template** 

--- 

**Patient Information:** 

- Full Name:  

- Date of Birth:  

- Address:  

- Phone Number:  

- Email:  

- Insurance Policy Number:  

--- 

**Provider Information:** 

- Provider Name:  

- Tax Identification Number:  

- Address:  

- Phone Number:  

- Specialty:  

--- 

**Claim Information:** 

- Claim Number:  

- Date of Service:  

- Description of Service:  

- CPT/HCPCS Codes:  

- ICD-10 Codes:  

- Total Charges:  

- Amount Paid by Insurance:  

- Patient Responsibility:  

--- 

**Additional Information:** 

- Authorization Number:  

- Diagnosis Description:  

- Treatment Plan:  

- Attachments (Receipts, Reports, etc.):  

---  

**Signature:** 

- Patient Signature:  

- Date:  

---  

**Submission Instructions:** 

- Submit claim to:  

- Submission Date:  

--- 


