
Sorry to hear of
your accident. 

You will need to provide both your 
accident insurance and medical 
insurance information to the hospital 
in order to bill your claim (even if 
another party is at fault). 

Auto Utah - No Fault 
State 
Because Utah is a no-fault state, your 
auto insurance will be billed first. 
After they have responded via 
payment or denial, we will then bill 
your medical insurance or responsible 
party for any remaining balance. 

Billing questions may be directed 
to: 

Billing questions may be directed to: 

    1-866-415-6556

Completed form may be faxed to: 

Completed form may be: 

 Mailed using reply mail 

 Returned to a registration area at the hospital 

 Faxed to: 801-442-0181 

 Called to Hospital Billing Services (866) 415-6556

To enter this information online, visit 
http://Intermountainhealthcare.org/billing 
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Sorry to hear of
your accident.

You will need to provide both your
accident insurance and medical
insurance information to the hospital
in order to bill your claim (even if
another party is at fault).

Auto Utah - No Fault 
State
Because Utah is a no-fault state, your
auto insurance will be billed first.
After they have responded via
payment or denial, we will then bill
your medical insurance or responsible
party for any remaining balance.

Billing questions may be directed
to: 

Billing questions may be directed to:

1-800-308-1910

Completed form may be faxed to:

Completed form may be:

 Mailed usingreply mail

 Returned to a registration area at thehospital

 Faxed to: 801-442-0181

 Called to Hospital Billing Services (800) 308-1910

To enter this information online, visit
http://Intermountainhealthcare.org/billing
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You indicated that your visit was the result of
an accident. In order to bill for these services, 
the billing office will need you to do the
following:

1. Report the incident to your accident 
insurance carrier or proper authority 
and file a claim.

2. Obtain the name, phone number, claim
number and address (or fax number) 
where to send the claim.
 If your claim is to be sent to an auto

insurance company, you must
complete the Personal Injury 
Protection (PIP) limit form that the 
insurance company sends to you and
mail it back. Payment for services will
not be processed until that application
is completed.

 If this accident is to be billed to
Workers Compensation, ensure a 
First Report of Injury form has been
filed.

Your account for these services will
remain your responsibility for payment.
Once the proper billing information has
been received, your claim will be billed to
the appropriate insurance company or 
agency.

If you are interested in learning what
Financial Assistance options are available to
you, please call 1-800-442-1128 or visit
http://Intermountainhealthcare.org/billing

PATIENT INFORMATION 

Name: _______________________________Address:_________________________________ 

City:_________________________________ State: ______________Zip Code: ______________ 

Home #: _____________________________Work #: ____________Cell#: __________________ 

ACCIDENT INFORMATION 

 Auto Accident  Workers Compensation  Third Party Liability/Homeowners ❑ Other 

Accident Date (mm/dd/yyyy):____/___ / ____

Location (street address /intersection /City/State): ____________________________________

Insurance Company: ______________________ Policy Holder’s Name:_____________________ 

Claims Office / Billing Address:______________________________________________________ 

City:__________________State: _____________ Zip Code: _______________________________

Policy #:  ___________________________ Claim #: ____________________________________ 

Agent/Adjuster: ______________________  Phone Number: _____________________________ 

Police Agency: _______________________ Police Accident Report # ______________________ 
If applicable 

HEALTH INSURANCE INFORMATION 

Health Insurance Company: ________________________________________________________ 

Policy Holder Name: ___________________________ Policy #: __________________________ 

Group # or Name: _______________________________________________________________ 

Billing Address: ______________________________City:___________ST:_______ Zip:________ 
ATTORNEY INFORMATION (if applicable): 

Name: _____________________________ Law Firm:  ___________________________________ 

Address: ________________________________________ Phone # __________________________ 

Patient Name: ____________________________________ 

Date of Service: ___________________________________ 

Account Number: _________________________________ 

Facility Name: ___________________________________

Intermountain employee fills 
in this information. 
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You indicated that your visit was the result of 
an accident. In order to bill for these services, 
the billing office will need you to do the 
following: 

1. Report the incident to your accident 
insurance carrier or proper authority 
and file a claim. 

2. Obtain the name, phone number, claim 
number and address (or fax number) 
where to send the claim. 
 If your claim is to be sent to an auto 

insurance company, you must 
complete the Personal Injury 
Protection (PIP) limit form that the 
insurance company sends to you and 
mail it back. Payment for services will 
not be processed until that application 
is completed. 

 If this accident is to be billed to 
Workers Compensation, ensure a 
First Report of Injury form has been 
filed. 

Your account for these services will 
remain your responsibility for payment. 
Once the proper billing information has 
been received, your claim will be billed to 
the appropriate insurance company or 
agency. 

If you are interested in learning what 
Financial Assistance options are available to 
you, please call 1-800-442-1128 or visit  
http://Intermountainhealthcare.org/billing 

PATIENT INFORMATION

Name: _______________________________Address:_________________________________

City:_________________________________ State: ______________Zip Code: ______________

Home #: _____________________________Work #: ____________Cell#: __________________

ACCIDENT INFORMATION

 Auto Accident  Workers Compensation  Third Party Liability/Homeowners ❑ Other
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If applicable

HEALTH INSURANCE INFORMATION

Health Insurance Company: ________________________________________________________

Policy Holder Name: ___________________________ Policy #: __________________________

Group # or Name: _______________________________________________________________

Billing Address: ______________________________City:___________ST:_______ Zip:________
ATTORNEY INFORMATION (if applicable):

Name: _____________________________ Law Firm: ___________________________________

Address: ________________________________________ Phone # __________________________

Patient Name: ____________________________________

Date of Service: ___________________________________

Account Number: _________________________________

Facility Name: ___________________________________
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