
 
 

LUMINARE HEALTH BENEFITS 
PO Box 2920 
Clinton, IA 52733-2920 
 

 Self-funded plans are administered by Luminare Health Benefits, Inc. 
 

PO Box 2920• Clinton, IA 52733-2920 • • Luminarehealth.com 

 DATE:  
Group:  
 
Patient:  
  
Re: Other Insurance Letter  
 

 
Dear ___________: 
 
The above-referenced claim has been submitted for benefit consideration. Confirmation of other insurance 
coverage that may have been in effect at the time services were rendered is needed to determine primary or 
secondary payment. Please complete this questionnaire and respond using the instructions below. 
 
Thank you for your assistance! 
 
To make this process easier, you can respond online by logging in to myLuminareBenefits.com with your user 
name and password. There you will find a menu option “My Correspondence”, which will list any letters 
requiring your response, and also letters you have previously answered.  
 
Respond online at: myLuminarehealth.com – look for the “My Correspondence” tab once logged in. 
Respond via phone:  
Respond via fax:  
 

 
At the time these services were rendered, was the patient or any other eligible family member 
covered by any other group insurance plan or government plan?  
Examples: an employer sponsored plan, an association or trade group, Medicare, Medicaid 
 

o Yes  o No 

Medical o Yes  o No 
Dental o Yes  o No 

 
 
 
 
 
 

Other Medical Coverage Details  
Coverage Type: o Active o Retiree o COBRA 
 
Policy Holder Name: 

 

 
Policy Holder Date of Birth: 
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Insurance Name: 

 

 
Coverage Effective Date: 

 

 
Phone number of insurance 
company: 

 

Please list all family members currently covered under the other group MEDICAL plan including the 
policyholder.  
 
Name of person covered Relationship to the policyholder with other coverage Birth date 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
Government Coverage Details  
Medicaid o Yes  o No 
Champus/Tricare o Yes  o No 
Medicare Part A o Yes  o No 
 
If yes, what is the effective date of coverage? 

 
 

Medicare Part B o Yes o No 
 
If yes, what is the effective date of coverage? 

 
 

Medicare Part D o Yes o No 
 
If yes, what is the effective date of coverage? 

 
 

What is the reason for the 
Medicare coverage? 

o Working aged (over 
65) 

o End-Stage Renal 
Disease 

o Under 65, Totally 
Disabled 

 
If you have Medicare coverage, please include a copy of your Medicare card when responding to this letter. 
 

 
Dependent Child Details  
Is the dependent a child of divorced or separated parents? o Yes o No 
Is there a document, such as a divorce decree (QMSCO), that states who is responsible for 
the health care expenses of the child? 

o Yes o No 

If yes, please include a copy of the portion of the document stating who is responsible for the child’s health 
care coverage when responding to this letter. 
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Please indicate who is the custodial parent? 

 

 
Please indicate who maintains the primary residence of the child? 

 

 
Other Dental Coverage Details  
 
Policy Holder Name: 

 

 
Policy Holder Date of Birth: 

 

 
Insurance Name: 

 

 
Coverage Effective Date: 

 

 
Phone number of insurance company: 

 

Please list all family members currently covered under the other group DENTAL plan including the policyholder. 
 
Name of person covered Relationship to the policyholder with other coverage Birth date 
 
 

  

 
 

  

 
 

  

 
 

  

 
 

  

 
Thank you for completing the above information!  
Please remember to sign this form before returning or log into myLuminarehealth.com to respond online! 
I certify that the above information is true and complete to the best of my knowledge 
 
Signature:  

 

 
If you would like to be notified when your submission has been 
processed, please enter your email address: 

 

 
Please include any supporting documentation when mailing this form; if you respond online you can upload your 
supporting documentation with your online response. 
 
 

 


