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INSTRUCTIONS
On How to Submit A Major Medical Claim

Please read carefully before completing the attached claim form.

aTO AVOID DELAYS AT THE END OF THE YEAR, # Please mach legible, itemized bills for all expenses being
PLEASE FILE YOUR CLAIMS THROUGHOUT THE claiimed, to this Major Medical claim form. SEFARATE
YEAR AS YOUR EXPENSES ARE INCURRED. iternized bills must be submited together with a SEPARATE

claim form for EACH PATIENT.

_ FLEASE NOTE: Cash register receipts, cancelled checks, money order receipts and personal femizations are
NOT ACCEPTABLE as itlcmized bills.

Please Be Sure All Rills Being Submitted Contain The Follwing:

] Mame, staius, (professional e, e.g., M. D, D0 sic, ) and address on
the officinl hillhesd of the Provider rendering the service or supplying
the item

1 Pahent™s full name

[ Type of service rendered or item supplied (e.g, docior's office viss,
i;lﬂ.l:riFl'l:m d.rup. MUTSES SEFVIOES, eI, )

] The daie and amount charged for EACH service rendered or sem sup-
plied. [(See examples of acceptable bills on back of claim form. )

_ BILLS FOR THE FOLLOWING SERVICES MUST HAVE THE FOLLOWING ADINTIONAL INFORMATION:

@ Prescripiion Dirugs:
The preseription number andior name must be submited, 17 the purchass is a refill, the refill dae must be indicated on the bill.

@ Durahle Medical Eguipment/Sapplies (wheslchairs, braces, axygen, eic.):

A docior’s cerfification® MIUST be submitted., 1F renting, have the supplier note the purchase price of the equipment and the |ength of time the e will be
relacally needed.

» Private Duiy Mursing:
A doctor”s cerification® MUST be submsted. Also, the nurse's aams (BN, or L.P.S.), regisiration or license number and the bours worked must be
proveides] . Plesse dis not subanit bills for the expenses of unlicensed nurses and nurses aides.

o Blood:
Hills mmisd inchude: mumsber af pinis received, charges for each and the mumbser of pinds acoually replaced by donors. Paid receipis musi be submitied
with each bill,
*The physicians’ msthorization for the specific trealment.

B i s MUST BE SUBMITTED NO LATER THAN THE END OF THE CALENDAR YEAR FOLLOWING THE
YEAR THE SERVICE WAS INCURRED.

o IMPORTANT!
# When submitting an lemized bill, please cross off all services or supplies you are nol claiming.

& IF YOU'VE RECEIVED ANY PAYMENT OR REJECTION NOTICES (USUALLY CALLED “SUMMARIES” OR “EXPLANA-
TION OF BENEFITS™) FROM BLUE CROSS, BLUE SHIELD, MEDICARE OR 65-5PECIAL. FLEASE SEND US COPIES.

« MMWRBRLE CHECK!

Please be sure you have included all the necessary information, so that we can process your Major Medical claim prompily. Unless
mqthmlhcﬂnmyhumdlnwnuﬂuylmmmdruuﬂnwl will be delayed.

& Since we musi keep the bills, receipts, and claim form Tor oar records, we supgest yvou make photocopices for your own reconds.
» Send your claims (o Independence Blue Cross, PO Box 13497, Phila., PA 19101-3497 .




You May Complete This Form
And Keep It As A Record Of Your Claim

MAJOR MEDICAL CLAIM SUBMITTED TO INDEPENDENCE BLUE CHROMSS

Drate Submitied :

Patient's Mame:

Provider's Mame Date of Service I'vpe of Service

Amount




2@ ==

Major Medical Claim Form

Independence Blue Cros, PO Box 13497, Philadelphia, PA 19101-3497

I mummuuumuwu and that | am claiming bersfes ondy oo charges -m'nlﬂhlhplll—l-—l-l'l-ﬂﬂhﬂll!r
o (aller petrvler whi parnticipated in the care and realmest of 1Ee- mi:ll.ﬂ'm-:nll‘h“ all mesdacal or by mformatam eeijuested fo

the ul of this claim. 1 herchy sgree 1o reimbne the Rlue Cros sl Blue Full shsouid this dsim be incorreody paid. Code) WORK PHONE

AFPLICANT SUBSCRIBER'S SIGNATURE DATE {Ares Codej HOME PHONE (I we may consc you ar work)

APPLICANT SUBSCRIBER'S MAME (POLICY HOLDER) | IDENTIFICATION MO ON LD. CARD | GROUP NC. AND LETTER OM LD. CARD

0 1

PRESENT ADDRESS—STREET ary STATE ZIF CODE

IF THIS IS A NEW ADDRESS. DO YOU AUTHORIZE US TO CHANGE YOUR FERMANENT RECORD? YES O NO O

ONLY COMPLETE IF YOUR BLUE SHIELD MEDICALSURGICAL CONTRACT I5: [ PLANC [ PLAN 18008 ] PLAMN 50005
PLEASE CHECK OME OF THE FOLLOWING STATEMENTS: MY CONTRACT 15: O SINGLENC DEPENDENT [0 FAMILY
INCOME FOR THE CALENDAR YEAR PRECEDING DATES OF SERVICE WAS:

CUNDER S6.000 [ 86,000-511,990 [ $12,000-517 959 ] $18.000-523 999 [ 524, 000-535 909 [ £36,000 AND OVER

PATIENT S FULL MAME {MNo Nicknames Pleases) FATIENT 'S DATE OF BIKTH SEX RELATIONSHIF OF PATIENT TO
/ O Male APPLICANT SUBSCRIBER
Mosth  Day  Wear OFemale | Cigar O Spouse CIMale Child
SURSCRIBER EMPLOYMENT STATUS [ Fernale Child ] Oiher.
ACTIVED RETIREDDO DHSABLED ]
PRIMARY DIAGHOSIS DOCTOR NAME SECONDARY DIAGNOSIS DOCTOR NAME

WERE EXPEMSES DUE TO AN INIURY? OOND [ YES I yes,
A Give daie of injury .-f Fd Give rype/place of injury [ Work [0 Home [0 Auto O] Motorcycle [ Osher

. Has chiim been or will claim be filed umder any Worker's Compenaation acr? O NO O YES
. 1f you werg injured, have you coniacted a liwyer? O MO OYES
Il yos, give your Amormey s neme and sddress

Medicare is e patiem entitied 10 benefits under Medicare Hospital Insurance (Pant A)?

CNe [ Yes B”““”“m’fwﬁfﬁ?— Prior Blug Cross Identification Number (If Asy):
I+ the patient entitled 10 benefies under Medicare Medical Insurance (Par B)?

[IMa [l Yes Effective duie _LE;_L_
LT Year

Emter vour Health Insusmance number from the Medicare 1D cand

Other/Coverage? 1sTHE PATIENT COVERED UNDER ANY OTHER HEALTH INSURANCE POLICY? [ YES [ NO

1E YES, COMPLETE THE FOLLOWING: a. WHAT IS THE EFFECTIVE DATE OF COVERAGE?

b. Insureds Mame . Insured’s Diade of Birth

d. Insureds Emplayer Mame Employer’s Fhone Mumber

&, Policy or Identification Mamber

L Applicasi Subscriber’s Socinl Secunity Number Spouse’s Social Security Number

& Mame and Address of Insurance Compasy
h. Type of Coverage [ Hospital [ Physician [ Major Medical [] Vision [ Preseription  [] Dentsl  Other

A SEPARATE CLAIM FORM MUST BE SUBMITTED FOR EACH PATIENT. COMPLETE ALL ITEMS, THEN SIGN AND
DATE THIS FORM. PLEASE DO NOT FORGET TO ENCLOSE ALL DOCTOR BILL RECEIPTS AND MEIMCARE STATEMENTS.

IF SOT SIGNED—=THIS CLAIN WILL BE RETURNED




PHARMACY BILLS

wl aikdress M. Pharmiacy name
oo e, S0 phwper = ORCHARD GROVE
Fall Rime B0 Camiar Sireet PHARMALY
ul paticni Hoemmiown, PA 15288 Full rame of i
| B Wil dwmakl ;:—-hl::: 300 Avocadn Orvm
o I FOR PROFESSIONAL SEAVICES T e :n‘“-‘r:;m.. Homatern, PA 15280
el RS PG i clawred s | g, Auisry 17, 1907
Dhate af Paneni's Wame JOWN JONES II'
i of purct
Ciatm i Condion and
Dt anl Eaach Trasimam Chargs Siprere
AreFLTE AE ¥ Diran Kame Prascnbesd By Crasgs
= - - 4019 Hypariension i [ amEr ™ auecLLn DR GMITH  § 200
L TE— |- 0041 Brie! Offce Visi S haistiptin -
shven | 111 7TBE B00.00 AHT.1 inflesnss summber - DR BRATH 75
tparmety WO IrEmrrdsen
L R i
Change for e , TOTAL
’ iz 4000 7273 Bursiin physicin’s mame
. ""“--..,_\‘ [y
Diagninis code g PO Suturw of lacaralins S
il peocedure fieft hand
PESTINHIN
] \__

Homatown Mursing Bureau & C. Jones, Ed.O.
Diocror' .
Fronl & Main Bis. praca e at T
Hometcwen, PA 15280 il

Dipcnon”s mddress &
g T10AET T ]
:;‘Hnﬂm Jatw e Pl name of
[Paiseni 5 Hame P e
Eree s AAME
wnal aanus Dtz aml 1y

Comsufrly Hakpla-Fm Sm ol each iresimem
Licens: .!-‘-‘H\;;fr'w %
ﬂuf \ Semith, ALK DrEasn
e "\‘\“‘ a1 Nama) [
. o ek
Mo nr.hh iy

g 1208 " 123188 ritrret

Ty D'-F-___-p:l—;nuu

Chy. per shil Jstha—7-3 pm i 10000 Totai £300 D3
wlns 1§

_ Please provide any information or additional circumstances which you feel might affect your claim.

Lo ] Form eI A
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