[image: ]HEALTH FUND REQUEST FORM

	CLIENT NAME
	
	STATUS NUMBER (10-digit)
	

	PHONE NUMBER
	
	EMAIL
	

	PAYABLE TO 
(if different than above)
	
	STATUS NUMBER (10-digit)
 (if applicable)
	

	FULL ADDRESS
	                                                                                                                                                     Payment:  ☐ EFT     ☐ Mail     ☐ Pick up               

	
Eligible expenses: Medically necessary services or items that are prescribed, and provided by a registered provider. You must check coverage through Non-Insured Health Benefits (1-800-640-0642) and private coverage (if applicable) before requesting Band funds. 


	ITEM REQUESTED
	PRESCRIBED BY
	NON-INSURED HEALTH BENEFITS 
(medication, equipment, dental, vision)
	OTHER GROUP BENEFITS OR INSURANCE
	AMOUNT REQUESTED

	
	
	
Amount covered: $___________________
☐Denied  ☐Did not check
Reason:
	
Amount covered: $___________________
☐Do not have other insurance
☐Denied  ☐Did not check
Reason:

	

	
	
	
Amount covered: $___________________
☐Denied  ☐Did not check
Reason:
	
Amount covered: $___________________
☐Do not have other insurance
☐Denied  ☐Did not check
Reason:

	

	
	
	
Amount covered: $___________________
☐Denied  ☐Did not check
Reason:
	
Amount covered: $___________________
☐Do not have other insurance
☐Denied  ☐Did not check
Reason:

	



By submitting this form, I acknowledge that all information provided is subject to confirmation. Please allow two weeks for processing.
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