
IMPORTANT: Incomplete forms will be returned to you for completion before processing.

NON-PLAN CARE INFORMATION

Kaiser Foundation
Health Plan of the Northwest

Please complete this form in its entirety, attach all original bills and return to:
Kaiser Permanente Claims Administration
500 N.E. Multnomah Street, Suite 100 • Portland, OR  97232-2099
Portland area: (503) 813-2000 • All other areas: 1-800-813-2000

IF CARE WAS WORK RELATED OR WAS THE RESULT OF AN ACCIDENT, COMPLETE THE REVERSE SIDE OF THIS FORM.
0022 2727  8-00  Claims Admin/KPB

■■ YES  

■■ NO

■■ YES  

■■ NO

WAS AN
AMBULANCE

USED?

IF
HOSPITALIZED

WAS FOLLOW-UP
CARE RECEIVED?

/        /

/        /

/        /

/        /

/      /

(          )

(          )

(          )

/      /

ABOUT THE PATIENT/SUBSCRIBER
PATIENT’S NAME: SEX: BIRTHDATE:

■■ MALE            ■■ FEMALE

PATIENT’S ADDRESS (STREET): HEALTH RECORD NUMBER:

CITY: STATE: ZIP CODE: GROUP NUMBER:

PATIENT’S DAYTIME PHONE NUMBER: MEDICARE?

■■ YES               ■■ NO

SUBSCRIBER’S NAME: RELATION TO PATIENT: SUBSCRIBER’S SOC. SEC. NUMBER:

SUBSCRIBER’S ADDRESS (IF DIFFERENT FROM ABOVE): SUBSCRIBER’S EMPLOYER:

CITY: STATE: ZIP CODE: EMPLOYER’S ADDRESS:

SUBSCRIBER’S DAYTIME PHONE NUMBER: CITY: STATE: ZIP CODE:

COMPLETE IF PATIENT IS COVERED BY OTHER INSURANCE
INSURANCE CO. NAME: SUBSCRIBER’S NAME:

INSURANCE CO. ADDRESS: SOCIAL SECURITY OR I.D. NUMBER:

INSURANCE CO. PHONE NUMBER: GROUP NUMBER:

ABOUT THE NON-PLAN CARE




	About the patient/subscriber
	Complete if patient is covered by other insurance
	About the non-plan care
	Complete this section if illness/injury was work related or the result of an accident
	Important notice

