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MOST HOSPITALS

AND DOCTORS WILL
FILE A CLAIM DIRECTI
WITH US.

Please show vour Blue Cross and Blue Shield wdentification

-ard (o the hospital or doctor. Most providers including
pharmacists, will file for vou,

1f vou are filing a ¢laim, please (i1 oul the reverse side of
this form. Help us avoid unnecessary delays by answering all
guestions completely.

Help us process your claims quickly.

INSIST ON ITEMIZED

ILLS

We want to process vour claims quickly, bat we can’t do s

without properly itemized bills.

HERES WHAT WE URGE YOU TO bO:

[. Show the following instractions to the persons
providing for vour health cave and ask them for bills
that follow these instructions.

2. Attach ORIGINAL BILLS to this elaim form, We
recommend that vou make copics of each bill for vour
personal records. The original bills will not be
reiurned.
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s RANCE PAYERY

HY wgv, please be sure to send all bills o Medicare FIRST tservice
not covered by Medicare may be sent diveetly o Bhlue Cross and
Blue Shieid FIRST). After vou receive an “EXPLANATION OF
BENEFITS” form from Medicare showing what was paid.

ud a
copy of this notification with vour inedical bills and conmpleted

Health Inserance elaim form to us for proce

Bonnzed Bills For Medieal Teeatment by &
rovubel Wi
° *.‘w.,,f,r;_:

name, addre

and phone numbe

o Physician’s tax identification number,

° _acz pame of patient, not just name of persoti 1o whom bill

i addeessed.

-

Place where serviee wi

received (hospital, office

injury. Ifan mjury give the date it

happened.

L

Descriphion of service received.

L

Dhate of each Weatment or surgk

| procedure.

e Charge for cach treatment or surgical procedure.

Plarmaeint

Biabls ®hould Show

¢ Name and address of pharmacy.

¢ Full name of patient, not just name of person responsible
for payment,

¢ Datels) of purchaze(s),

= Prescription number(s) and name of drug(s) purchased.

«  Separate charge lor cach prescription.

2

Computerized listings must have the pharmacist’s signature
{or rubber stansp} and Leense mumber on each

or cliie).

IMPORTANT: CASH REGISTER/CREDIT CARD receipis or
LISTINGS E;;n by vou of drugs purchased CANNOT BE
USED because they do not give the above information. The

pharmacist must give vou bills with itemized charges plaisly
written on each bill.
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claims and save money by having vour pharmacist file using the
Blue-Seript » .
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show your Blue Cross identifi

ez, he'll do the

3 For The Following Bervices Shounld Show;
AMBULANCE SERVICE: (Check your policy 10 make sure
vou are covered for ambulance
o Date{s) when s
#  Basc rate and mileage.

serviee)

TVICE Was i

o Place where paticnt w

s picked up and driven lo.
i transferred from one location 1o ansther, a letier from the
altendimg physician giving the reason for the tra

er must he
attached (o the bil

RENTAL OF DURABLE MEDLCAL FQUIPMENT:
A statement from the afl .:%:3 physician stating why the

equipment was necessary must be atlached to the bill Alse
provide an estinmale of how long the equipment will be used

and the purchase price of the equipment,

FAL IS PAID ONLY
Ak PRICE OF THE BOUIPMENT.

If for long term ase. please remember Rl

UPTO THE PURCH

,W i Wiﬁr

istered nurse or ¢

W::?:w practival nurse.,

icense of registry aumber,
»  Datels) of service.

# Tvpe of care given,

¢ Charge for each hoor or shift,

A letter from the physician stating why nursing care was
pecessary, as well as the nurses progress notes, nst be
attached 1o the mirses bill



HEALTH INSURANGE CLAIM FORM

Send Completed Claim Form To!
Biue Cross and Biue Shield of ilinois

P.C. Box 1220
CHICAGO, IL 60690-1220 NOTICE TO ALL PARTIES COMPLETING THIS FORM: 1 is fraudulent 1o fill out this form with information

you know 10 be false or 10 omit Important facts. Criminal and/or civil penalties can resutt from such acts.

PLEASE PRINT OR TYPE CLEARLY

¢ ID NUMBER -- Copy this from your Blue Gross and Blue Shield Identification Card.

z PATIENT INFORMATION - A separate claim form must be completed for sach family member

PAYEE:

MEMBER INFORMATION

OTHER INSURANCE INFORMATION

i)

NI

S S S

RELEASE OF INFORMATION: | certify that the above information is correct and that the bills attached were incurred by the patient
listed above. I authorize any medical professional, hospital, medical or medically related facility, pharmacy, government agency,
insurance company, or other person or firm to provide Blue Cross and Blue Shield information, including copies or records,
concerning advice, care or treatment provided the patient above including, without limitation, information relating to mental illness,
use of drugs or alcehol, upon presentation of the original copy of this signed authorization. | understand that such information will be
usad by Blue Cross and Blue Shield for the purpose of evaluating a claim for insurance benefits for services provided to the patient named
above. | understand that | or any authorized representative will receive a copy of this authorization upon request. The authorization is valid
from the date signed for the duration of the claim.

Sign
Here Pate

BE-2 Rev, 3/00 Signature of Member



