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Claim #
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If you have questions on how to fill out this scan sheet 
please contact customer service at 405-416-1800 or 
800-782-5218.
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P
ro

vi
d

e
r

4

10

This scan sheet is required to match submitted medical records to the correct claim. Complete a 
scan sheet for each claim for which you are submitting medical records. Medical records 
received without a scan sheet will be returned to the provider.

Please use black ink when completing this form.

Send completed scan sheets and medical 
records to P.O. Box 24870, OKC, OK 73124.
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