
Patient's Name: 

Medicaid Coordination of Benefits 

DOB: 
-------------- --------

Patient's Name: DOB: 
-------------- --------

Patient's Name: DOB: 
-------------- --------

Patient's Name: DOB: 
-------------- --------

Every year, your insurance company needs verification of whether or not you 

have other insurance that would be considered a primary payer. Please indicate 

below whether or not your child has other active coverage. 

o My child has Medicaid only and has never been added to a private

insurance.

o My child was on a private insurance previously, but now has only Medicaid.
Insurance Name:

-----------

Subscriber Number/Member ID:
---------

Group Number: _______ _
Policy Holder's Name: ____________ _

o My child does have an insurance that is primary and Medicaid is secondary.
I am aware that Lindenhurst Pediatrics does not file secondary insurance,
but I am able to request a receipt to submit to Medicaid.
Insurance Name:
-----------

Subscriber Number/Member ID:
---------

Group Number:
----------

Policy Holder's Name: ___________ _

Signature: ______________ _ 

Printed Name: 
---------------

Relationship to Patient: ________ _ 

Date: 
-------------------

Lindenhurst Pediatrics
Dr. Ashok Phadke, M.D.
2031 E. Grand Ave. Ste. 200 

Lindenhurst, IL 60046
P. 847-356-5575
F. 847-356-1792




