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Medical 
Indemnity Fund 4 GENERAL REIMBURSEMENT FORM - USE FOR: 

• Providers' services 

Enrollee Name 
Enrollee MIF ID # NYS 

Payment will be issued to the enrollee 
Enrollee is responsible for reimbursing the provider 

Questions on how to fill this out? 
Please call Customer Service: 1-855-NYMIF33 (855-696-4333) and press Claims Option 

A B C 

• Respite care 
• Office visit copays, coinsurance and deductibles 
• Supplies 

Instructions 
Add as many/few lines as you would like (no other alterations can be made) 
Please attach itemized receipts which include the provider's name, address and phone number, date of service, billed amount and amount paid 
Respite Care requires prior authorization if more than 1,080 hours of respite care are provided in a calendar year 
Copay receipts need to be on office or pharmacy letterhead/receipts and must include date of service, provider name, patient name, amount paid, 
indication it represents a copayment. If MIF is your secondary insurance, please include copy of primary insurance explanation of benefits. 
Completed forms may be sent to MIF@health.ny.gov or mailed to: 

MIF c/o PCG, PO Box 22008, Portsmouth, NH 03802 

D E F G H I 

Provider Last Name Provider First Name Provider Address Place of Service Date of Service From Date of Service To Description of Service Total Billed Per line Receipt is 
Attached? 

I CERTIFY THE INFORMATION GIVEN IS ACCURATE AND THAT NONE OF THESE ITEMS HAVE BEEN REIMBURSED BY ANY OTHER SOURCE FOR ANY AMOUNT, NOR ARE THEY PENDING REIMBURSEMENT FROM OTHER SOURCES. 

Signature: Relationship to enrollee: 

Print Name: Date: 

mailto:MIF@health.ny.gov
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