
THIS IS NOT A BILL
Additional Information Needed to

Submit Insurance Claim

CITY OF POMPANO BEACH EMS
PO BOX 1280 EXDIGP04
OAKS PA 19456-1280
ADDRESS SERVICE REQUESTED

CONFIRMATION #: «INSERT3» DATE: May 14, 2021
ACCOUNT #: «INSERT1»
DATE OF SERVICE: «Insert2»

On the date of service listed above, ambulance transport services were provided to you by City of Pompano Beach 
EMS.  We currently have no insurance information on file for you.  We are requesting this information so that we can 
properly bill your insurance company for these services.  Your response is critical to ensure accurate and timely billing 
and payment.  It is easy to provide the information using any of the methods below:

By Phone: 888-204-7219
By Mail: Mail this completed form to: 

Pompano Beach, PO BOX 978597, DALLAS, TX 75397-8597
By Fax: Fax a copy of your insurance card along with this letter to 833-689-5804 
Online: At HTTPS://PBFR.PAYAMBULANCE.COM

POMPANO BEACH
PO BOX 978597
DALLAS, TX 75397-8597

Mail this completed form to:

824_EXDIGP04_POMP200NPP

INSURANCE INFORMATION ANY ADDITIONAL INSURANCE
TYPE:     MEDICARE     MEDICAID     INSURANCE TYPE:     MEDICARE     MEDICAID     INSURANCE

NAME: NAME: 

NAME OF INSURED: NAME OF INSURED: 

POLICY HOLDER: POLICY HOLDER: 

POLICY HOLDER’S SSN: POLICY HOLDER’S SSN: 

INSURANCE POLICY #: INSURANCE POLICY #: 

GROUP #: GROUP #: 

THIRD PARTY LIABILITY INSURANCE IF ACCIDENT RELATED, WHAT TYPE OF INSURANCE ARE YOU PROVIDING?
TYPE: WORKER’S COMPENSATION AUTO OTHER INSURANCE

NAME OF INSURED: POLICY HOLDER’S DATE OF BIRTH: 

CASE/CLAIM #: POLICY HOLDER’S EMPLOYER: 

EMPLOYER’S NAME: EMPLOYER’S TELEPHONE #: 

EMPLOYER’S ADDRESS: INSURANCE CO. TELEPHONE #: 

CLAIM MAILING ADDRESS: 

«NCOAControl»      «IMBSerialNumber»
«IMB»

«FULLNAME»
«ADDRESS1»
«ADDRESS2»
«CITY» «STATE» «ZIPCODE»-«ZIPPLUS4»

Approved 5/14/2021



PATIENT /AUTHORIZED REPRESENTATIVE SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.  

NOTE: if the patient is a minor, the parent or legal guardian should sign this section.

I authorize the submission of a claim for payment to Medicare, Medicaid, or any other payer for any services provided to me by City of 
Pompano Beach EMS now, in the past, or in the future.  I understand that I am financially responsible for the services and supplies 
provided to me by City of Pompano Beach EMS, regardless of my insurance coverage, and in some cases, may be responsible for an 
amount in addition to that which was paid by my insurance.  I agree to immediately remit to City of Pompano Beach EMS, any 
payments that I receive directly from insurance or any source whatsoever for the services provided to me and I assign all rights to such 
payments to City of Pompano Beach EMS.  I authorize City of Pompano Beach EMS to appeal payment denials or other adverse 
decisions on my behalf without further authorization.  I authorize and direct any holder of medical information or other relevant 
documentation about me to release such information to City of Pompano Beach EMS and its billing agents, the Centers for Medicare 
and Medicaid Services, and/or any other payers or insurers, and their respective agents or contractors, as may be necessary to 
determine these or other benefits payable for any services provided to me by City of Pompano Beach EMS now, in the past, or in the 
future.

Please check one of the following to identify signature below:
 Patient
 Patient’s legal guardian
 Relative or other person who receives social security or other governmental benefits on behalf of the patient 
 Relative or other person who arranges for the patient’s treatment or exercise other responsibility for the patient’s affairs
 Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but furnished 

other care, services, or assistance to the patient

Patient or Representative Signature:  Date: 

If someone other than the patient signed above, please explain the circumstances that make it impractical for the patient to sign:

*A copy of this form is valid as an original*



CITY OF POMPANO BEACH EMS
PO BOX 1280 EXDIGP04
OAKS PA 19456-1280
ADDRESS SERVICE REQUESTED

 

May 14, 2021

Dear «FullName», 

The reverse side contains the City of Pompano Beach EMS Notice of Privacy Practices & Legal Rights.

«FULLNAME»
«ADDRESS1»
«ADDRESS2»
«CITY» «STATE» «ZIPCODE»-«ZIPPLUS4»

824_EXDIGP04_POMP200NPP
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