
Name:________________________________ Date of Birth:___________________________

SSN:_________________________________ Phone:_____________________________ _____

Address:__________________________________________________________________________

Your Medical History

MEDICAL PROVIDER:   

MD / HOSPITAL / LAB

ADDRESS            

PHONE                      

FAX

DATES OF 

TREATMENT

MEDICAL 

CONDITION 

TREATED

After your claim was denied, were you treated for any new diagnoses:     yes  /  no

If “yes” please explain below.

NEW DIAGNOSIS TREATING PHYSICIAN DATES OF TREA

FROM                    TO

TES OF TREATMENT      

FROM                    TO
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Current Medications

NAME OF 

MEDICATION

DOSAGE  

(MG/CM)

FREQUENCY 

TAKEN

PRESCRIBING 

DOCTOR’S NAME

PURPOSE AND   

SIDE EFFECTS
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