INSTRUCTIONS TO SUBMIT 2 (F7
A_ MAJOR MEDICAL CLAIM ' BlueCross Blue&shleld

When you have enough charges lo salisfy your deductible, you may file a Major Medical claim! You DO NOT have lo wail unlil the end of the
year. In facl, you will probably gel faster service if you send charges quarterly throughout the year. Details about your deductible can be found

in your benefit bookiel.
When you complete the attached Major Medical Claim Form, please follow the lnstructxons carefully.

ILL THEN:BE DELAYED.

1. Separale all b|lls for each famlly member A separate claxm form is needed for each person on your conlract
Bills musl include:

_y/_ Name and address (on_letierhead slalionery) of person, slore or other

provider of service or supply (hospilal, doctor, pharmacy, eic.).

Patient's full name.

Type of service or supply: Type of doclor's visit {brief, intermediale, exlended, etc.),
type of x-ray {leg, chesl, elc.).

Date each service or supply was provided.

Doclor's diagnosis and/or patient's chief complaint for each service.

Amount charged for each service or supply. (See examples below.)

The following are not acceplable: cash register receipts, cancelled checks, money order receipts, personal lists. You must submit the original

bills, rece(pts and forms. Please keep copies; bills cannot be returned.

\H\ [\{\

3.k S BIEES T FOR THEST OWIN'G SERVICES SHO|

Prescx |p’uon Drugs:. ............. Prescription number, name of drug, name of prescribing doctor.

Private Duly Nurse: .. .......... A Private Duty Nursing Certification Form must be submitied with each claim. Please contact our Claim
and Benefit Service Division to obtain these forms. Please refer to your benefit card for the phone number.

Durable Medical Equipment:’, . .. .. Durable medical equipment must be cerlified as medically necessary by your physician on a Durable

(wheelchair, respirator, Medical Equipment Certification Form. Please contact our Claim and Benefit Service Division

oxygen, eic.) to obtain these forms. Please refer to your benefil card for the phone number.

Blood Charges: ............... Include the number of pints received, charges for each, and the number of pinls replaced by donors.

When sending bills, please circle only the services or supplies you are claiming. I you have received any

4. STOP | payment or rejection notices from CareFirst BlueCross BlueShield, Medicare or other insurance, please
* send them to us. These notices are usually called “Summary or Explanation of Benefits” sheets,

| PLEASE KEEP COPIES OF YOUR BILLS. SUBMITTED BILLS CANNOT BE RETURNED TO YOU. l

EXAMPLES OF ACCEPTABLE BILLS TO BE SUBMITTED WITH THIS CLAIM FORM
ACCEPTABLE . NOT ACCEPTABLE

Hometown, U.S.A.

John Doe, M.D.
456 Main Street

Hometown, U.S.A.
PHYSICIAN ometown “March 1. 1999

BILL To Richard Roe

5h 1, 1999

2001/89 Extended Office Visit — Cold $ 35.00 )

2110/99 Consultation — Diabeles $ 50.00 To Richard Rog

2{28/99 Brief Home Visit — Virus § 25.00 Profs ! cervice randered B QK
5 10.00 roigssionat § ice rendere: h:

Missing: Dales, lypes and levels of service, amouni
charged for each service, and diagnosis or chief complainl.

789 Main Streal

Hanl\alo;ﬂn. U.SA, May 4. 1999
ay 4, 19
PRIVATE DUTY To hrs. Roberl Doe Y ‘ .
$40.00 Received fiom TR

’//ﬂy 7 1y 4/'}
Monday 2/7/99 8 AM - 12 A $40.
NURSING Thursday 2/8/99 8 AM - 12 AM $40.00 S
ity Dollurs
BILL $80.00 . g LN
Sarvice Prescribad by Emma Jones, RN _’;_4’7/}%/‘/‘/. Y /4
Johe Roe, M.D. Reg:stration No. 27505 . | . : . o
K 000 i, _"/I/I/f:v

204199

Missing: Dates and shifls worked, amounl charged for

NOTE: Privale duty nursing bills must be accompanied by a
each shift, the doclor's name, degree and registration

Private Duty Nursing Certification Form. See insiructions above.

number of nurse.
Roe Pharmacy .
. 100 Main Streel Recsipl
PRESCRIPTION ’ Hometown, U.S.A. )
March 2, 1999 $4.50
DRUG BILL DrugName........ooovvinvieeena March 2, 1989 P :

Myra Doe, Thank You

RXG7E-384 ... $4.50
. Ro&Rhgrmacy

Dr. John Smith

Missing: Pharmacy’s address, patient's name, RX numher
drug names and doctor's name.

John Jones, L.2T. : John Jones, L.P.T,
123 Main Streel . - 123 Main Streel
LLICENSED _ Homelown, U.S.A. April 24, 1999 S Hometown, U.S.A. '
PHYS'CAL Dale of care: 3/10/99 April 21, 1999
THE RAPIST Physical therapy office visil . Sen dered
for Mechanical Traclion $18.00 ervices rendere
physical thers p/) $18.00

Diagnosis: Ruptured Disc
Patient: Terry Snow

Missing: Date of care, type of care, diagnosis, patienl’s name,

. CaraFirst BluaCross BlueShield is an independent licensee of the Blue Cross and Blue Shield Association,
CUT0068-4S (02/071) ® Registered traderark of the Blue Cross and Blug Shield Association. @' Registered trademark of CareFirst, Inc.




PLEAS E READ The numbered items on this page thoroughly
explainthe maltching questions on the facing page.
Read Section 1 of instructions and then complete Section 1 of the ciaim form etc. ... please prinl or iype

All questions must be answered or the claim will be returned.

SUBSCRIBER AND PATIENT INFORMATION:

The subscriber is the name that is on your CareFirst BlueCross BlueShield Membership card.
Copy your membership number from your membership card.
Fill in your present address and telephone number.

Copy your group number (example: X050 or 0442) from your membership card and fill in the name of your employer.

Complete the patient information fully, even if the subscriber and patient are the same person.

‘ MEDICA NFORMATION

5lF THE ANSWER IS YES BESURETO C@M

' .be retumed

_paymem or re}ectlon nohces from the other msurance company Thls questlon must be answered or claim w:ll

AUTHORIZATION AND SIGNATURE:
Please read the authorization and sign the claim form. Forms without signatures will be returned.
When all the above items have been completed and checked, mail the CareFirst BlueCross BlueShield

claim form and itemized bilis to: Mail Administrator
P.O. Box 14115

Lexington, KY 40512-4115

TEAR OFF this sheet. Send us only the Major Medical claim form on opposite page and appropriate bills.




CareFirst BlueCross BlueShield
Mail Administrator

“.‘

Box 14115 BlueCross B]ueleld

P.O.
Lexington, KY 40512-4115
1 . Subscriber's Legal Name (Last, First, Middle Initial) Palien!'s Legal Name (Last, First, Middle Initial)
Membership Number Patient’s Sex f’aiient's Relationship to Subscriber
- — L 2 3.
..... ) Male i Female | ) sell  ["1spouse  [1 Child
Subscriber's Address (Street) "} Check box if NEW address | Patient’s MO. DAY YR.
» } Date of Birth
City . State Zip Code

Telephone Number

Group Number and Name

IMPORTANT: ALL QUESTIONS MUST BE ANSWERED

List those nllnesses for- whlch you are submltnng bills. and date of fxrst symptom -

Dale

.a. Medicare:

e, Check type of Qo’vé‘r»’c.lgev:'. (OH

f. Check One: I'have

6. Name and Address of Policy Holder's Ermployer

| certify the above is complete and correct and that | ard claiming benefits only for charges incurred by the patient named above.

Authorization is hereby given to any hospital, physician, or other provider which participated in any way in my care and treatment
to release to the CareFirst BlueCross BlueShield Plan any medical information which they in their judgment deem necessary to the

adjudication of this claim,

X
‘ SIGNATURE OF SUBSCRIBER DATE

CareFirst BlueCross BlueShield is an independent licensee of the Blue Cross and Blue Shield Assaciation.
@ Registered traclemark of the Blue Cross and Blue Shield Association. @' Registered trademark of CareFirst; Inc.




