
                   

                                                    Invoice #: ______________________________

Provider Name: _____________________________________________________________________________________

Veteran Name: __________________________________________________________________________________________ 

Authorized Representative/Employer Name: _____________________________________________________________

Provider Address: ____________________________________________________________________________________

Instructions: Please complete the form below. To prevent delay in payment, please fill out all fields. Please make 
sure the goods and/or services you are billing are included in the participant’s (employer) plan. 

Worker Signature: __________________________________________________________  Date: ____ /____ / ________

Authorized Rep/Employer Signature: ___________________________________________  Date: ____ /____ / ________

Claim Submission

Mail:
PO Box 26001
Milwaukee, WI 53226

Email:
Caddo@premier-fms.com

Fax:
1-888-634-8295

Date of Service Description Billed Amount
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