
COB for Out-of-Network Services Claim
Patient Information

Patient Name  Date of Birth  Member ID

Address 

Primary Insurance Details

Insurance Company  Policy Number  Group

Number 

Policyholder Name  Relationship to Patient 

Secondary Insurance Details

Insurance Company  Policy Number  Group

Number 

Policyholder Name  Relationship to Patient 

Service Information

Date(s) of Service  Provider Name  Provider

NPI/ID 

Out-of-Network Reason 

Claim Details

Total Billed Amount  Amount Paid by Primary 

Amount Paid by Patient 

Attach Explanation of Benefits (EOB) No file selectedChoose File

Signature



Name  Date 
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