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HEALTH INSURANCE CLAIM FORM
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Transcend miniCPAP™ TR//(N'SCENDﬁ minicpap’

Insurance Claim Instructions iged, 7, o

The instructions included in this document are provided as a courtesy to customers who have purchased CPAP equipment
from Transend miniCPAP and are interested in submitting a reimbursement claim to their insurance company. Please note that
these instructions do not guarantee a reimbursement payment and we are unable to assist you directly in the claim process
with your insurance company.

Required Documents
Insurance companies typically require the following documentation when submitting a claim

Completed Claim Form: The claim provided on MyTranscend.com is a universal 1500 form and may not be accepted by
your insurance company. We recommend contacting your insurance company to confirm the exact form you need to complete
and submit.

Receipt of Product Purchase: The purchase receipt you received from Transcend miniCPAP should contain all of the
information you and your insurance company need.

Prescription: This is a signed letter or document from your doctor stating that you have a medical need for CPAP and
specifies the type of CPAP equipment you should receive.

Sleep Study: A copy of the FINAL sleep study that was presented to your doctor for interpretation and prescription.

Letter Explaining Your Purchase: This should be a letter written by you to your insurance company stating that you
purchased CPAP equipment from Transcend miniCPAP and paid out of pocket for the purchase, and therefore they should
remit payment to insured. NOTE: It's important to emphasize that your insurance company should “PLEASE PAY INSURED”
as any payment checks received by Transcend miniCPAP will be voided and returned to sender.

Claim Form Advice
Advice on filling out your insurance claim form

Box 10: Typically, the answer is ‘No’ to a, b, and ¢

Box 12: Sign this box

Box 13: Do not sign this box

Box 17a: This information may be on your prescription. If not, contact your doctor directly.

Box 21: See the most common diagnosis codes below, but we recommend confirming with your doctor or your sleep study

Helpful Information
Information needed to complete your insurance claim form

Sleep Apnea Diagnosis Code: g47.33
Central Sleep Apnea Diagnosis Code: 780.57

Sleep Science Resource LLC Federal Tax ID (dba Transcend miniCPAP): 32-0367439

Sleep Science Resource LLC. | MyTranscend.com | 800-954-0857



