
Claims Receipt Center 
P.O . Box 211184 
Eagan, MN 55121 

TO BE COMPLETED BY PATIENT 

PATIENT INFORMATION: 
1. PATIENT'S NAME (LAST) (FIRST) (MIDDLE INITIAL) 

2. PATIENT'S ADDRESS (STREET) (CITY) (STATE) (ZIP CODE) 

3

ECE6PATIES 



PHYSICIAN OR SUPPLIER INFORMATION 
!. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY - RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D 

BY REFERENCE NUMBER 1, 2, 3, ETC. OR DX CODE 

2 

3 

I 

l4 

C. FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D. E. F. G. LEAVE BLANK 

DATE OF SERVICE PLACE OF DIAGNOSIS CHARGES 
2. A. B. 

FURNISHED FOR EACH DATE GIVEN DAYS PROCEDURE CODE 
cn~M SERVICE (IDENTIFY ) (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) CODE OR UNITS -m 

3. HAS FEE BEEN PAJD? TOTAL CHARGE 5. AMOUNT PAID 6. BALANCE DUE14. 
YES I I !No I I I 

7. PHYSICIAN'S OR ACCOUNT'S NAME, ADDRESS, ZI



Language Assistance Services 

Spanish: ATENC16N: Si habla espafiol, cuenta con 
servicios de asistencia en idiomas disponibles 
de forma gratuita para usted. Llame al 
1-800-275-2583 (TTY: 711). 

Chinese: i'.±~: :t(IJ:W:1&;ijj:i:p)(, 1@;PJIJ-iHU~~a<Jitf~ 
#1-WJMl¾~o 3&it 1-800-275-25830 

Korean: 2!-LHNgJ-: e!-~Ol~ Af~ofAI~ 2l~, e:!Ol 

http:�-!yo.11


Discrimination is Against the Law 

This Plan complies with applicable Federal civil rights 
laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex. This Plan 
does not exclude people o

http://www.hhs.gov/ocrloffice/file/index.html
https://ocrportal.hhs.gov/ocr/porta//lobbv.isf
mailto:civilrightscoordinator@1901market.com

