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ibursement Form

Please use this form e obtain reimbursement 1 you recaivad a Flu shot or FluMist in a
location other than a doctor's office. Please submi one form for each memibsr

Please Print;

Member Name:

Last First ML CatzofBith____
Address

Cdy . Swate_ Zip Cods

e the location whers you teceived your Fiu shot or Flubst:

Please check your type of coverage

Mail this form and your receipt to:
and type of service below:

[] Keystone Health Plan East Keystone Health Plan East

[ Flushot PO. Box 69353

[ FluMist Harrisburg, PA 17106-9353
[ Keystone 65 Keystone 65

[T Flushot PO. Box 69353

Harrisburg, PA 17106-9353

[l Personal Choice® Parsonal Choice

1 Flu shot P.O. Box 68352

[0 FluMist Harrisburg, PA 17106-8352
[l Personal Cholce 65 Personal Cholce 65

[ Flushot P.O. Box 69352

Harrishurg, PA 17106-9352

in order 1o receive your reimbursement, you must include your paid receipt.

Independence
Blue Cross

Independence Blue C-oss cfiers produsts directly, through its subsidiaries Kaystona Healh Plas East anc Q2C Ins Do, and aith
Highmark Blue Shield - ndspendent licensees of the Blue Cross are Bive Shield Associaton
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