YOUR INSURANCE COMPANY HERE:

Staple itemized
statement or receipt
here to the back of
this form

Member Claim Submission Form

To be considered a valid claim, submit your receipt or itemized statement along with this completed claim form
containing the required information. Please refer to item #6 on the back of this form for the items required for claim
submission. If sufficient documentation is not received, claim will not be processed.

Name of Employer:

Plan Group Number:

Name of Employee:

Member ID:

Patient's Name:

Date of Birth:

Employee Phone Number and/or Email Address:

Issue Payment to:

Facility Name:

Provider Name:

IEMember |:| Provider

SPINE AND MOVEMENT CENTER _ provider Tax ID #

. 9 Digits:
Caroline Humberston, PT, CSCS (USAonly)_93-3379190

6904 Spring Valley Dr, Suite 307, Holland, OH 43528 (required field - please contact your provider if

Provider Address:

statement is missing this information)

Type of Service

Check all that apply.
PLEASE NOTE - ALL SERVICE TYPES MAY NOT BE COVERED UNDER YOUR PLAN.

I:]Exam DFrame DLenses I:]Contacts I:]Other (complete below)

IEofﬁce Visit  USE CODE 11 DHU Shot DBreast Pump

I:]Lab Dlmmunization I:]Durable medical equipment
I:]X-Ray DPrescription I:]Other (complete below)

[ Joffice visit [ JHospita [ JEmergency
I:lLab |:|X-Ray I:lPrescription
I:IOther:

Date of Service: Country:

Charges in USD: $ Diagnosis:

If you checked Other, please complete the information below:

Please use this space to briefly describe services rendered

Example - UV Coating, Wellness/Gym Membership, Acupuncture, Foreign claims (L. serviCE TYPES MAY NOT BE COVERED UNDER YOUR PLAN.)

You may submit your claim to by one of the following methods:

FAX:

Mail:
Email a pdf of your claim and documents to:

See back of form for complete claim filing instructions


mailto:UMR-ClaimSubmission@UMR.COM
YOUR INSURANCE COMPANY HERE:



X

SPINE AND MOVEMENT CENTER

93-3379190


Caroline Humberston, PT, CSCS

6904 Spring Valley Dr, Suite 307, Holland, OH 43528

x

x


Filing your claim is easy. Please review these important tips.

1 Use this form to file a claim for any eligible medical expense when your physician or other provider does not file a
claim. Please print clearly with black ink completing all required fields.

2 Attach your itemized statement (or fully legible copy of the bill) to the back of this form. Keep a copy for your
records.

Please use a separate claim form for each health care professional and for each family member.

3 See your ID card for:
*Name of Employer
*Plan Group Number
*Name of Member (as it appear on the ID card)

4 Patient name and date of birth must match eligibility file.
Example - if your name was Eugene Smith on your enrollment form, claim must state Eugene, not Gene

5 Name, address and Tax ID number of the provider of service is required. If the provider's Tax ID number (9 digit
number) is not on your copy of the receipt, you can contact their office to obtain it.

6 To be considered a valid claim, (with the exception of gym memberships) your bill should include the following
information:
-Patient name
-Date of service
-Description of service (i.e.: office visit, injection, immunization, glasses)
-Diagnosis (type of illness or injury)
-A charge of each service
-Name, address and Tax ID number of the provider ( required field for services rendered in the US or US
territories)

7 If your plan covers gym memberships or other services not considered traditional medical expenses, the
information needed to file a claim can vary. Date of service and diagnosis may not apply.

8 Balance Due Statements are not valid claims. See above for information needed to constitute a valid claim.

9 Your submission will be scanned. Staple any attachments to the back of the claim form, not the front.
Additionally, please indicate the member number on any attachments, should paperwork be separated from the
claim form.

10 Claim address listed on the bottom of the claim form is for member use only; providers should bill to the
address on the member ID card. This fax number also supports international faxing.

1 Only Prescriptions/drug charges that are allowable under your medical plan should be submitted on this
form

12 Foreign Claims: Please complete all the fields including type of service, Date of Service, Country, Charges in
US dollars (Please provide a receipts of payment in us Dollars), and the Diagnosis code or Diagnosis
Description. If translation is needed to complete the processing of your claim it may delay processing. Any
information that is able to be provided in English will expedite processing.



Spine & Movement Center
SPINE & 6904 Spring Valley Dr, Suite 307, Holland, OH, 43528-9674

MOVEMENT. {, 4194905789 Fax: 4194910084 & info@spineandmovement.com
CENTER

Invoice #

Invoice Date Invoice #
Status Paid Bill To
Client

Pay To Spine & Movement Center
6904 Spring Valley Dr
Suite 307
Holland OH 43528-9674
. 4194905789
& 4194910084
¥ info@spineandmovement.com

Rems Total

1-hour PT Treatment (60 mizfites $0.00 $135.00
: sherston PT, CSCS, License #OH-090 @
#1952466575
Total $135.00
Caroline Humberston PT, CSCS
Date Details Payment Amount Payment Applied

& J

Summary

Total Invoiced Total Applied Balance

$135.00 $135.00 $0.00

If you need more information for your insurance company, please print out, the day(s) in question. These will have all the further necessary
information in a 1



Right Quad/Achilles: 2+
Left Quad/Achilles: 2+
Right Bicep: 2+

Right Tricep: 2+

Left Bicep: 2+

Left Tricep: 2+

Hip Tests:

FADIR Right: Negative
FABER Right: Negative
FADIR Left: Negative
FADIR Left: Negative
Craig Right: Normal (17)
Craig Left: Normal (20)

Hypermobility Tests

Beighton Scale: 5/9
The folowi sfentions were Provided throughout session with direct, 1-on-1 attention:

@ Neuromuscular Re-ed (97112) GP -
eg. activities to improve balance,
coordination, proprioception,
movement control, kinesthetic
awareness, etc.

50 minutes of Schroth mobilization with self-mobilization instructions in sitting, supine, and
brone, transitioning into exercises and breathing with the purpose of postural stabilization.

& Manual Therapy (97140) GP - eq.
Spft tissue and joint mobilization,
lylnphatic drainage, myofascial
relgase, manual traction, etc.

10 minutes of supine and prone derotation mobs done by PT, then AAROM, then self-AROM
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