
Provider Instructions for completing a Proof of Claim (POC) 

• Providers filing a POC should submit ONE form for their total open AR. Please do not file a separate
POC for each member, as it will delay resolution of your POC. Please work your AR prior to filing your
Proof of claim. Failure to do so will delay resolution of your POC and may result in denial of your
POC.

• Providers seeking payment must complete the POC form on their own behalf.
• The Amount of Claim must be the amount contractually owed or the amount owed under the law

for eligible out-of-network care. POCs filed with billed charges as the Amount of Claim will take
additional review that will delay determination and may result in denial of the claim.

• Providers should complete and attach the appropriate spreadsheet(s) to their Proof of Claim. For
your convenience, these spreadsheet templates are saved within this PDF as attachments or they
may be downloaded from the Forms section of the website.

o Sonder Unpaid Claims – Template.xlsx
o Sonder Claims Not Properly Adjudicated – Template.xlsx

• The Proof of Claim must be notarized to be considered complete.
• Use the “Contact Us” section of the website to attach and send your POC to the Special Deputy

Receiver.
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