WIMIC  Westchester
Health Medical Center
Westchester Medical Center Health Network

Coordination of Benefits (COB) - JOB AID

Health Insurances: Aetna, Cigna, Emblem, Oxford and United Healthcare.

It 1s the responsibility of the Registration Representative to ensure that they are capturing COB
FORMS for all PEDIATRIC PATIENT’S (21 & younger) and all MARRIED ADULTS who
have any of the above listed insurances. The COB is only required if the patient is only
covered under ONE insurance coverage. All COB Form MUST have a Patient Label prior to
scanning/uploading into the patient record. The forms must be scanned under Consents &
Rename COB.

Please see below an example of a complete form:

“tna‘ Coordination of Benefits

Harree of facibbpiprovider The patient will enter the Facility/ Provider's Name as
well as the patient’s name. This ca be the Patient’s

name or the Guarantor entering the patient’s name.

- Do 'you or ancther family member have otfier health coverage that may cover this clam e
If no, please provide the information within section one, sign and date. if yes, pleaase complete all fields, sign and

Patient name

Hame of Astna subsoriber

Dabe of birgh |Iu:'h= member I Pabent relabonship to subscnbes

Harmes of employer group Effectis dabe: of ooverages

1a. Type of other coverage
] Other Astna Health Plan [ Ofh =[] Student Healkh [ | Medicaid
Ceher health plan name | Effective dats of coverage

Ciner health plan

The patient will enter Subscriber's name, this is the
Cemernealtn plan phons| oayner of the Insurance plan. Their Date of Birth,

Fatient relatonsne o sd - IWlember 1D (Identification Number), Patient’'s

2 I the patient e relationship to subscriber, The subscriber’'s employer
Patient's name group and effective date of coverage. If this patient only
Falient's dabe of bth has one insurance health plan, the patient must skip
dowmn past selection four (4) and sign the form.

[] On COBRA

Famher's nams and daie

3. If separated or d
Is thers a cowrt order estabishing which parent is fnancially responsble for the dependent child(ren] s medical, de=ntal or other health care expenses?
[¥es [ 1Mo If yes. specify who:

Who has cushocdy of the dependent chibkd{ren)? | Wit do e chuldimen ) e wih 7 How many montfs of the yeas?

4. Do you andior another family member have Medicare?
If yes, provide the following for each family member with Medicare.
Hame of Medicase benefioany

| | Medicare A || Medicare B[] Bn1.h|

Medicare member 1D | Entilement

_lAge [ 1D Please note, if the form is not completed accurately the

IF enbithed due 1o end stage renal disease, please o . .
T e —— form will be deemed Inwvalid

[_] Dialysis in facility/dialysis center [ |

You can return this form fa us by fax or mail:
Aetina
PO Box B81106
El Pass, TX 7EE98-1106
Fax (BEE) 474-4040

NOTE: Please don't retunn this form without a valid signature and date.
Print Mame of the person completing the dormm

Sgnature




