
In order to receive a payment or discounted bill from this settlement,
you must complete a Claim Form and:

   return it by U.S. First Class mail, postmarked no later than January 17, 2007, OR

         delivered it by any other means no later than January 17, 2007, to the following address:

Settlement Administrator for
Sutter Health Uninsured Pricing Cases

Claims Administration Center
P.O. Box 38

Minneapolis, MN 55440-0038

If you do not submit a Claim Form and you do not request to be excluded from this
settlement:

   you will not receive any refund or discount on prior hospital bill(s) in connection with this Settlement;

   you will be legally bound by the Settlement if it is approved by the Court;

   you will not be able to bring a separate lawsuit against Sutter Health or any of its hospitals relating to the
   matters raised in this class action.

·
·

·
·
·

ATTENTION



SECTION 2: HOSPITAL VISITS FOR ALL PATIENTS ASSOCIATED WITH ABOVE CLAIMANT

    

Social Security Number

Name:

    

Social Security Number

SUTTER HEALTH CLAIM FORM
To Claim a Refund or Discount, You Must fill Out this Form Completely

SECTION 1: PATIENT / GUARANTOR INFORMATION (Person responsible for payment)

      Social Security Number

Name:    _________________________    ________________      ____________________________
   First          Middle      Last

Address: _________________________    ________________      ____________      _____________
   Street          City      State            Zip

Daytime Phone Number      Evening Phone Number

             

Name of Patient & Social Security # Visit Details (See Page 1 for a list of Sutter Health Hospitals

I affirm under oath that I received Uninsured Hospital Services at a Sutter hospital and I was not covered by medical insurance or a government program, such as Medicare,
Medicaid, Champus/TriCare Veterans Administration, etc.;

I have not assigned, pledged or otherwise transferred to any other person or entity my interest in the claims I am making on this form.

 Please check if you were subject to a collections judgment for an unpaid bill for treatment at a Sutter hospital between September 3, 2000 and August 3, 2006.  If you
would like Sutter to take reasonable steps (to the extent practicable) to correct that judgment to reflect any refunds or discounts you will receive under this Settlement,
please submit a copy of the judgment along with this completed Claim Form.

I declare, under penalty of perjury, that the information set forth above or attached is true and correct to the best of my knowledge.  Signed at

             ______________,   _____. __________________________    __________________________              _____________, 200_____
              City                State Print Name            Signature  Dated

To assist the Claims Administrator in identifying the treatment or services you
received, you may also attach, but are not required to attach, the following:

a copy of your hospital bill(s) for the treatment date(s) you listed;
letters; correspondence or other documents that may help identify the
services or treatment you received; and/or
any other additional information that you believe may be helpful.
If Sutter has difficulty determining whether your claim is valid, it may
request that you provide reasonable evidence to support your claim, such
as medical or billing records or other documents to help identify the
services you received.

In order to receive a payment or discount from this settlement,
you must return a Claim Form by U.S. First Class mail, postmarked by

January 17, 2007, OR delivered by other means by that date to:

Settlement Administrator for
Sutter Health Uninsured Pricing Cases

Claims Administration Center
P.O. Box 38

Minneapolis, MN 55440-0038.

Name:
Date of Visit    Amount of Bill(s) (if known) Amount of Payment

Hospital Name:

Date of Visit    Amount of Bill(s) (if known) Amount of Payment

Hospital Name:

Date of Visit    Amount of Bill(s) (if known) Amount of Payment

Hospital Name:

Name:

    

Social Security Number


