BRAZORIA COUNTY INDIGENT HEALTH CARE
CLAIM STATUS REQUEST
DATE: ___________________
PERSON REQUESTING STATUS: ________________________________________
PROVIDER NAME: _______________________________
PHONE NUMBER: _______________________________
FAX NUMBER: ______________________________
	Client Name
	Case #:
	DOB
	DOS
	AMT BILLED
	Check#
	AMT PD
	Comments

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



COMPLETED BY:____________________________________ 	DATE:_________________
[bookmark: _GoBack]PLEASE COMPLETE THE REQUEST AND EMAIL IT TO: jenniferg@brazoria-county.com CLAIM STATUS REQUEST ARE HANDLED WITHIN 14 DAY OF THE REQUEST. 
