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CI I I CHLST[/\EJMUTUAL MED-AID

S'"Ce 1996 Operated by Logos Missions, Inc.

2315 Sanders Road | Northbrook, IL 60062 | Phone 773.777.8889 | Fax 773.777.0004 | www.cmmlogos.org

NEEDS PROCESSING REQUEST FORM

PRIMARY NAME | LASTNAME 3) FIRST NAME (°]5) MIDDLE NAME |\ M D #
F3 4 ol (39 Ws)

PATIENT LAST NAME (%) FIRST NAME (°] ) MIDDLE NAME | Genper (A1) | DATE OF BIRTH (1 € 2l)
(3} o] F 1 / /
ADDRESS ADDRESS (F-42) APT. # CITY (A STATE (%) ZIP CODE (¢-H ¥ 5)
(F2)

PHONE # HOME PHONE # (] 4 3}) CELL PHONE # (-t 3}) WORK PHONE # (4] 71 5}) EMAIL ADDRESS (¢]H¥)
(CakeiLikd)
CHURCH CHURCH NAME (3.3]°] &) PASTOR NAME (9] w937} o] ) CHURCH PHONE # ( .34 3})
(2.3])

DIAGNOSIS DATE SYMPTOMS BEGAN (7 A1 %H<) DIAGNOSIS (2]AF 15Hd)
Fsh)

MATERNITY ONLY (E4t2t5E)
EXPECTED DUE DATE (Z4tef| 4 ) ACTUAL DATE OF BIRTH (54t%) | CHILD NAME (AH°]5) CHILD GFNDER (A7)
/ / / / M F
* PLEASE ATTACH THE DOCUMENT OF EXPECTED DUE DATE OR BIRTH CERTIFICATION.

PLEASE CHECK(V) YES OR NO FOR EACH OF THE FOLLOWING (3l & AF&}el] ZF2HYES B = "NO' el 3EA] (V) 3hA] 2.)

QUESTIONS FOR MEDICAL COSTS ANSWER | IF YOU CHECK ‘YES’, PLEASE CHECK (V) FOR EACH OF THE FOLLOWING.
o) gH) A gl e A& ol/ope. e ol Shiehd, g A1Y L2 T EAW)EA 2.
YES | NO PATIENT (3+4}) PERSONAL INSURANCE (2.3) FINANCIALAID ("8 91 5. %)
| HAVE PAID FOR ALL OF MY MEDICAL BILLS FOR THIS INCIDENT.
- e 1 PUBLICAID (g -8 % MEDICARE (7] ] MEDICAID (M| t] A o] =

1 Eole o 7] AAIS A &5 T KIlIJ)S oS & ) MEL (e Ale]) (sl Aol =)

I HAVE PERSONALLY PAID FOR SOME OF MY MEDICAL BILLS FOR THIS INCIDENT. | YFS | NI | PATIENT (51 1) PERSONAL INSURANCE (X.31)  FINANCIAL AID ("8 ¢1 12 )
; ] PUBLIC AID (7 §-:.%) MEDICARE (¥ t] #| ) MEDICAID (M H] Al o] &)

2 Holo 91'3131 % cgqe Z]—ro}—o"%L]E]—_ KIDS CARE ST £Te. ] ] ]01 ( } ] 1 ]

3 L:g\éi:::}.lég\l;g;NF'\IANE,T\‘l\_er;QIbé?{SAI’S\;II'ANCE WITH THE HOSPITALASSISTANCE | YES | NO FINANCIALAID (€15 %) MEDICARE (v t] 7l|o]) MEDICAID (#T]#0] =)
Bole ojgn] BAS 98] WY i AN Wz g as Agsiel L) KIDS CARE PUBLICAID (g - 8.%) EfC.__
| HAVE REQUESTED ‘SELF-PAY’ / UNINSURED / PROMPT PAYMENT YES | NO

"/l DISCOUNTS FROM MY MEDICAL PROVIDERS. ALL(A A]) SOME (Y ) NONE (1)

PRI ald o) =]l ElE 2 FslH YT

| understand that CMM members send money for one another out of a desire to share each other’s burden. Therefore, it would be an abuse of their trust
if | use the money received for share needs for some other purpose. | understand that if | do | will not be eligible to partciapate in the ministry nor will be
able to publish additional needs. In addition, | understand that Christian Mutual Med-Aid may negotiate reduction on my behalf with my medical provider
BAL 7554239 FAdse] the o]5Y A& Y] 3 ME = *ﬁa FI AT ol U 1B 3 dE0] HlFE £2 9= Aol tE §EZ AT F S
g gy. vl e BEz Ase ﬁ%f’ﬂL 71 Fgdxs FdS A5E + /oy 98 Ado] HA S-S FAFUT 71Fd8AxI= 299 g8 A=S A3l
= E oa &S 2 ol T
Any submitted needs will not be shared regardless of the date of the medical bill due to membership cancellation or termination (with the exception of death)
(CMM Guidelines, Section lll, D). Furthermore, whether or not you receive any payments for medical expenses and whether or not CMM continues to operate,
you are always responsible for payment of your own medical bills (CMM Guidelines, Section IlI, D).
39 Aol Tr F& HAHUS B2 °IW”‘ 2 ofl9)), Mg dAtel] A glol ,\u}/} oln] A o EnE A A A k& AUk vobrb elgu] A {7 CMMe 9] &)
He| ol BA glol, 319l Blo] e gn] H Aol di g A& 29 A S oA AF T (CMM 7Fe] =k Section 11T, D)

X X /1
Signature of Patient Individual (-4} 4) Print Name of Patient Individual (27} ¢ &) Date (&%)

X X /o
Representative’s Legal Authority to Individual (&4} &= 254 A7) Print Name of Authorized Representative (34} &= B354} o] & Date (&)

* ALL 4 PAGES MUST BE COMPLETED AS INCOMPLETE FORMS WILL DELAY PROCESSING TIME. (@ ~@ 714 % ZAddoF gtk 323 AFE o5 A8 712k AAA 714 Futth)
* PLEASE ALLOW US 30 TO 60 DAYS TO PROCESS THE NEEDS. (30~60%<tel X &el& + AEF x| F41 L)

----------------------------------------------------------------------------- OFFICE USE ONLY  =rmmrmme e

INCIDENT ® @) ® RECEIVED

NOTES

Updated 2020/03/02
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C CHRISTIAN MUTUAL MED-AID
Since 1996 Operated by Logos Missions, Inc.

2315 Sanders Road | Northbrook, IL 60062 | Phone 773.777.8889 | Fax 773.777.0004 | www.cmmlogos.org

EXPLANATION OF CONDITION AND PRAYER REQUEST FORM

Did you accept Jesus Christ as Lord and Savior? [JYES []NO
MEMBER A2 o4 22| AETE Ao LM|FOIHE LELITN
QUALIFICATION
SR oA Are you a tobacco or nicotine user? []YES ] NO Are you alcohol dependent?  []YES O No
S XS sHLITP SFE stuLmp
YA 2AASHO} (1) 2 DU A7), (2) 34, 3) ALY X21HY S8 7ISSHAIR
PLEASE BRIEFLY
STATE THE
CIRCUMSTANCES
OF THIS ACCIDENT
OR INCIDENT
(1) START DATE
(2) SYMPTOMS
(3) PROCESSING
TREATMENTS AND
TESTS
A&t o| ZH|Qt HEdsto 225t HYO0| Tg wof 7|ZEot0] FHAIL.
ADDITIONAL
NOTE
7|2 UES Ao AR
PRAYER
NOTE
*ReAre

(1) 227|245 0|8 227
(2) CMMOj| H=3t2] @81 2|

Ef Bt=A| 671 OO 9| =8| A oA MRSS ASsH FHAL.
22 o|=2H|of tishM= 40%E SH et 60%2| 2| =H| 2 A2 FL|C.
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S'”Ce 1996 Operated by Logos Missions, Inc.

2315 Sanders Road | Northbrook, IL 60062 Phone 773.777.8889 | Fax 773.777.0004 | www.cmmlogos.org

HEALTH INFORMATION RELEASE AUTHORIZATION FORM

* All fields in RED are required.

--- SECTION A ---

*NAME: * DATE OF BIRTH:

* ADDRESS: * CMM #:

*CITY: ST: ZIP: * TELEPHONE:
*LAST 4 DIGITS OF SOCIAL SECURITY NUMBER: | ||| - D) - [ 0 101 ]

| understand that Christian Mutual Med-Aid is a not-for-profit health care sharing ministry that coordinates assistance for

its members’ eligible medical bills. Christian Mutual Med-Aid is not an insurance company, nor is it offered through an
insurance company.

| hereby authorize any medical practitioner, hospital, health facility, insurance company or any other person or entity
that has medical records or knowledge of the medical records of the undersigned and/or the dependents listed herein to

release my protected health information to Christian Mutual Med-Aid to negotiate medical bills on the undersigned’s or
dependent’s behalf.

| further authorize, Christian Mutual Med-Aid, to discuss any and all health information related to my records described
in this authorization with health care providers, health care facilities, health plans or any other agency involved in my
health care or payment for health care.

| --- SECTION B ---

Description of information being released:

[ Complete Health Record O Discharge Summary [ Progress Notes
[ History & Physical Exam [ Consultation Reports [ Laboratory Tests
O Abstract/Pertinent Information [0 Emergency Department Record [ Radiology Reports
[ All records regarding all bills, billing codes, diagnosis codes, and other billing information

[ Other:

| --- SECTION C ---
By signing below, | understand that:

» This authorization shall expire upon the expiration of one (1) year, or until revoked by me in writing, whichever comes first.

» This authorization may not be revoked where Christian Mutual Med-Aid has reasonably acted in reliance upon this
authorization.

» This authorization is voluntary and | may revoke the authorization in writing addressed to the Privacy Officer at
2315 Sanders Road, Northbrook, IL 60062.

« The information used or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and
no longer protected by federal or state law.

« Payments of treatment, enroliment or eligibility for cost sharing may not be conditioned on execution of this authorization.
* Acopy of this form, including facsimile and e-mail, may be used in place of the original.

* Signature of Patient Individual * Print Name of Patient Individual

* Representative’s Legal Authority to Individual * Print Name of Authorized Representative

* Date:

FAILURE TO COMPLETE AND SUBMIT THIS FORM WILL RESULT IN DELAYED PROCESSING
HIPAA COMPLIANT AUTHORIZATION FORM

Updated 2020/03/02



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

1/2/2020 | UNIVERSITY MEDICAL CENTER 4,200.00 1,200.00 1,000.00 2,000.00 ® / N

J|=0|g A 9'
CI I ICHIID\JSTIAE‘IMUTUALMEDAID

Operated by Logos Missions, Inc.

2315 Sanders Road | Northbrook, IL 60062 | Phone 773.777.8889 | Fax 773.777.0004 | www.cmmlogos.org

NEEDS PROCESSING WORKSHEET
o|z7|¢o| eralist S=H “ ol & H| LYH A (ITEMIZED BILL) " 9| K20} S| ELHAAIL.
ITEMIZED BILLS are required for all submitted needs.

S|nce 1996

Date of Medical Provider/Pharmacy Original elle Applied for

Service Amounts Discounts Amounts Balance  discounts or

financial aid
(RIZYA) , HE, (%! o|ZH| 2 (A=2045) (Ztofat) (EdEs))

®/0

O/O

O:/0

O,/0

OO

OO

OO

O, O

OO

O/ O

OO

O O

OO

O O

o/ O

OO
O/0O
O/ 0O
O, 0
TOTAL |$ ($ )'$ $
SEND COMPLETED NEEDS PROCESSING FORMS TO: CHRISTIAN MUTUAL MED-AID CONTACT US:
ATTN: NEEDS PROCESSING DEPT. Toll Free 773-777-8889 (5003)
2315 SANDERS ROAD Fax 773-777-0004

NORTHBROOK, IL 60062 E-mail npd@cmmlogos.org

Updated 2020/03/02
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