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Medical Claim Form
852 East Arrowhead Lane    Murray, Utah  84107-5298     801-262-7475     800-662-5851     www.emihealth.com

USE THIS FORM ONLY FOR SECONDARY COVERAGE WHEN BOTH PRIMARY AND SECONDARY COVERAGE
IS PROVIDED UNDER PLANS ADMINISTERED BY EMI HEALTH.

PROCEDURES FOR FILING A SECONDARY CLAIM
     1. Complete all information requested on this form, paying special attention to the following items:
	 w Section A refers to the employee of the plan sponsor for the secondary coverage.
	 w Section C refers to the primary coverage.
	 w Section E requires you to indicate if you want payment to go directly to the provider.
     2. Attach your EMI Health Explanation of Benefits (EOB) from the primary coverage for this claim.
     3. Submit both the claim form and the EOB to EMI Health at the address shown above.


