MEDICAL CLAI FORM
Claims Receipt Center
P.O. Box 211184
Eagan, MN 55121

Independence

ATIENT INFORMATIO

1. PATIENT'S NAME (LAST) (FIRST) (MIDDLEINETIAL)

2, PATIENT'S ADDRESS {STREET) {CITY} (STATE) (Z1P CODE)
3. MEMBER IDENTIFICATION NUMBER 4, PATIENT'S PHONE NUMBER
AREA CODE
5. PATIENT'S BIRTH DATE 6. PATIENT'S SEX 7. PATEENT'S RELATIONSHIP 8. DIAGNOSIS OR NATURE OF ILLNESS
MONTH DAY YEAR QI MALE TO MEMBER
O FEMALE : 0 SELF 3 SPOUSE 11 CHILD

9. WAS AN ACCIDENT INVOLVED? 3 YES N

IFYES MOKTH DAY YEAR WHERE: 3 AUTO U WORK

WHEN? 3 OTHER:

ENCLOSE A BRIEF DESCRIPTION OF HOW AND WHERE ACCIDENT QCCURRED

10. IS THE PATIENT COVERED BY ANY OTHER INSURANCE PLAN? Q YES QNO

YIIEFS NAME OF INSURANCE COMPANY POLICY NUMBER

ADDRESS OF INSURANCE COMPANY

11. IS THE PATIENT ELIGIBLE FOR MEDICARE? O YES O NO

1F MEDICARE PART A MONTH DAY YEAR MEDICARE PART B MONTH DAY YEAR
YES  EFFECTIVE DATE i / EFFECTEVE DATE f /

13, Anypersonwho knowingly and with intent to dafraud any insurance company or other person files an application for insurance or statement of calm containing any matertally false information or conceats for the
purposeof misleading, information conceraing any factmatetlalthereto commits a fraudulent insurance act, whichisa crimeand subjects suchpersontocriminaland clvilpenzlties. The signer agreesthatany
personaliyidentifiable heafthInformaticnabout thesigneror signer'senrolled dependentsis protected by the Health Insurance Portability and Accountability Actof $996and other privacy laws. Inaccordance with
thoselaws, The Health Plan may use and disclose Protected Health Information for treatment, payment andhealth care operations as described in its Noticeaf Privacy Practices.

X PATIENT'S SIGNATURE: DATE:

If your provider is in-network, the provider will submit a claim for you.
Thisclaim formshould be submitted only when you use a non-network providerwho does not submit the claimforyou.

Independence BlueCrossisan Independent Licenseeofthe Blue Crossand Blue Shield Association.




1 —(IH) —Inpatient Hospital
2 —{OH)—O0utpatient Hospital
3 —(0) —Doctor's Office

4 —({H} —Patient's Home

5— —Day Care Facility {PSY)

7 —(NH) — Nursing Home

8 —(SNF} - Skilled Nursing Facility
g9 — — Ambulance

0 —(OL) - Otheriocations

B —

L. DIAGNOSIS GR NATURE OF ILLNESS OR INJURY — RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D
8Y REFERENCE NUMBER 1, 2, 3, ETC, OR DX CODE
1
2
3
F]
2. A, B. C, FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D. E. F. G. LEAVE BLANK
DATEOF SERVICE PLACEOF FURNISHED FOR EACH DATE GIVEN DAYS
EROR To SERVICE ﬁﬁgﬁg““mﬂf {EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) D;Ac%r}')%ﬂs CHARGES ORUNETS
3. HAS FEE BEEN PAID? 4, TOTAL CHARGE 5. AMOUNT PAID 6. BALANCE DUE
YES l NE
7. PHYSICIAN'S OR ACCOUNT'S NAME, ADDRESS, ZIP CODE & PROVIDER NO.
PLACE OF SERVICE CODES
65— — Night Care Fadility — (FSY) A—(IL) — Independent Laboratory

— Qther Medical Surgica! Facility
C —(RTC) — Residential Treatment Center
D —{STF) — Spedialized Treatment Facility
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