IHC Risk Solutions - LARGE CLAIM NOTIFICATION/REFERRAL

Carrier:









Specific Deductible:

Policyholder:








Policy Year:

Insured:









SS#:

Claimant:




Relationship:


Date of Birth:

Address:









Telephone:

Date of hire:  __________________     Effective Date:  _________________       Termination Date:  ____________________

A-A-W on effective date:  _____Yes  _____No    COBRA?:  _____Yes  _____No   If “yes”, effective date:  ____________________

Retiree?:  _____Yes  _____No   If “yes” effective date __________________    Date claim incurred:  _________________________

If injury, please describe  _________________________________________________________________________________________________

Pre-existing?  _____Yes  _____ NO     Subrogation applicable?  _____Yes  _____No

Is the claimant covered under any other Group Insurance?  _____Yes  _____No  If yes, please list the policyholder, Carrier, and

 Address:______________________________________________________________________________________________________________

Eligibile for Medicare?  _____Yes  _____No  If “yes”, effective date  _____________________________________  Prognosis:  ________________

Has Large Case Management been initiated?:  _____Yes  _____No    Name of LCM firm:___________________________________________

Diagnosis:

Total Claims Paid to Date:


Estimated Future Claims:

Physician:




Address:

Telephone:

Fax:

Physician:




Address:

Telephone:

Fax:

Hospital:





Address:

Telephone:

Fax:

Additional Comments:

TPA/Company Name:         

Address:

Telephone:







Fax:

Signature:



Title:



Date:

This form may be used for case management referrals as well as a notification form for IHC Risk Solutions. Any questions should be addressed to our Oversight Case Management Department.- phone  (860) 289-1844 - Anne Beltramello ext. 307, Rose Pagani ext. 300, Kristen Komedja ext. 312.  
IHC Risk Solutions -251 Sullivan Ave., S. Windsor, CT  06074 Fax (860) 290-4817
