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  Enter	
  each	
  QME	
  claim	
  in	
  the	
  chart	
  below.	
  	
  If	
  additional	
  space	
  is	
  needed,	
  please	
  provide	
  all	
  requested	
  information	
  from	
  
the	
  grid	
  below	
  on	
  a	
  separate	
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  of	
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o Set	
  up	
  as	
  
recurring	
  
claim	
   	
  	
   	
  	
  

o Myself	
  

o Spouse	
  

o Dependent	
  Child	
  

o Dependent	
  Domestic	
  Partner	
  	
  

o Non-­‐Dependent	
  Domestic	
  
Partner**	
  

o Dependent	
  Relative	
  

o Surviving	
  Spouse	
  

o 
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6.	
  Legal	
  Representative.	
  	
  If	
  this	
  Claim	
  Form	
  is	
  being	
  completed	
  by	
  a	
  legal	
  representative	
  of	
  the	
  Participant	
  (e.g.,	
  
guardian,	
  individual	
  with	
  power	
  of	
  attorney,	
  executor),	
  please	
  submit	
  appropriate	
  proof	
  for	
  basis	
  of	
  authority	
  with	
  this	
  
claim.	
  	
  

	
  
Basis	
  of	
  Authority:	
  	
  _________________________________________________________________	
  

	
  	
  	
  	
  	
  Name:	
  _____________________________________________________________________________	
  
	
  	
  	
  	
  	
  Address:	
  ___________________________________________________________________________	
  
	
  	
  	
  	
  	
  Phone	
  /	
  Email:	
  ______________________________________________________________________	
  
	
  

	
  
7.	
  	
  Preferred	
  reimbursement	
  method	
  for	
  this	
  and	
  all	
  future	
  claims.	
  	
  You	
  need	
  only	
  make	
  a	
  selection	
  the	
  first	
  time	
  you	
  
submit	
  a	
  claim.	
  	
  
	
  

o Check	
  
o Direct	
  Deposit	
  (please	
  fill	
  out	
  information	
  below)	
  

Name	
  of	
  Bank:____________________	
  ______________________________________	
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