X X

Northern Light
Health.
Employee Health Plan Claims Assistance Form

Employee Information:

Employee Name:

Contact Number(s) Preference: Home # Cell # Work #

Email Address: Claims Issue |:| HRA Issue |:|

Employee ID Number: Beacon ID Number:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:

Claim #: Date of Service: Provider:
Comments:

Please return this form to Pam Hageny via email at phageny@northernlight.org.




