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Employee Name:______________________
Dear Member,
OTHER COVERAGE QUESTIONNAIRE
The Loomis Company has received a claim(s) for your covered dependents.  However, we are unable to properly process these claims as we need information regarding other health plan coverage that may be available to them.  We ask for your help by providing us with the information requested below.  
(1) Please provide information on your spouse/domestic partner:
SSN  __________
(last 4 digits)


Full Name
_______________________________________ 
Date of Birth 
________________  


Employer Name
___________________________________ 
Employer Phone
______________


Employer Address
_______________________________________________________________

  

(2) Does your spouse/domestic partner’s employer offer/provide any benefits as listed below? 
	
	Employee
	Spouse
	Children

	
	Yes
	No
	Yes
	No
	Yes
	No

	Group health plan
	
	
	
	
	
	

	Group dental plan
	
	
	
	
	
	

	Group vision plan
	
	
	
	
	
	

	Medicare
	
	
	
	
	
	

	Prescription drug plan
	
	
	
	
	
	



If any answers are “yes,” please provide the following information:

Names of all dependents covered under the health plan provided by this employer


_________________________________
_______________________________


_________________________________
_______________________________


Name of other insurance company
__________________________________________________


Address
_______________________________________________________________________


Health plan effective date _______________  
Health plan termination date ________________





____________________________
_____________



Signature of Employee
Date
OTHER COVERAGE QUESTIONNAIRE (continued)

Please complete this form in its entirety and return a signed copy to our office within 30 days.  You may mail the form to us at the above address or respond online at https://www.loomisco.com/employee-benefits/employee-tools.php. Please understand that until this information is received, the claim(s) will not be processed. 

If the requested information changes or if you have any questions regarding how to complete this form, please contact our office at the number shown above and we will be happy to assist you.  Please note that it may be necessary for us to request updated information on an annual basis. Thank you for taking the time to assist us.

Sincerely,
Claims Customer Service

