185 Courl Sireet
Rochester, NY 14647

A nonprefit independent licensee of the
BiueCress BlueShield Associalion

Mail Complated Claims To: Exesllus BiusCross BluasShield
PO Box 22959

H Rochester, NY 14692
Subscriber oehester, NY 14
" Claim Form [ 'Subscriber identification number {including ID prefix):
E”ﬁi‘f”bers | 1. Patient Information:
il hame o ’ Patient’s full name:
R _ - _ S o : ‘ Sex: : | Relationship to subscriber:
Address : o o : (1. 8ak ] 8. Child
: — — [Omale [JFemale []2. Spouse [ ] 4. College Student
City, S _
Siate, . <+ | Palient's date of birth: |- If reatment-was tha result of a non-work
Zip Code - BECEE — m].u.ry. give date of injury:

“If your address has changed or is-incorrect, please call our Cusfofﬁéﬁ'}- R RS | : l |
Service Department at the telephone number listed on the back of the form.

If other than USA, in what country was patient treated?

Patient diagnosis (illnessfnjury which required treatment):

2. Checlcif ymj want payment 1o be made directly to the provider. . .
(Nonparticipating providers within the Rochester service area are not eligibla,) -

3. Medicare:
Regardless of age, if the patien

4. Motor Vehicle or Work Related !liness or injury:

8. Was the treatment in any way motor vehicle related? . . . . . .. .. e e D YES I:l NO
b. Was the treatment the result of a work related iliness orinjury? . . . oo oo o v oL L e DYES D NO

C. If answer to a. or b. is yes, please describe accident or illness:

Date of accident or ilness:

' “ o [T] My otherInsurance has changed. o '

il . : If we are your secondary insurance, please be sure to send
5'_ cher--‘!-“‘“—"fra'-“-’e Carrier: . itemized bill and matching Explanation of Benefit form(s) from
If the patient is coverad by another healih care plan: -
the other insurance company.

| Policyholder's name: Date of birth:- - -~ | - . Social Bscurity number; - . Relationship to patient;

Name of policyholder's employer: Employment status:

Active I:I Retirad
This policy covers the:
[] individual || tusband & wite

[Jramiy [ ] Parentachid

Carrier's telephone number: Spouse's dale of birth:

Name and address of insurance carrier:

Policy or certificate number: Effeclive'Canceliation daje:

6. Claim Date and Subscriber Signature: (Unsignad claims will be returned.)

Any person who knowingly and with infent to dafraud any insurance company or other person files a statement of claim containing any materially false
infarmation, or conceals information eonearning any fact maisrial thereto, for the purpose of misleading, commits a fraudulant insurance ack, which is a
crime, and shall alse be subjsct to a civil penalty not to excaed $5,000 and the stated value of the claim for each violation. In addition, | heraby authoriza

any insurance compeny, organization, employar, hospital, doctor or any other provider of servics to release any information requested ralevant to this
claim and any attached hills,

Date: | | Subscriber's signature:




How To Submit Your Claim

. This claim form can be used to submit all your bills. However, a separate claim form must be completed

- for each person's bills. [If you need additional claim forms, please call the EXPHESSLINE at
o 585 454-50‘[0 or 1-800-548-6428,

N you have any questions about completing the claim form or benefits covered under your contract,
please contact us at the number listed on your identification card,

" Mail completed claims to:  Excellus BlueCross BlueShield
. . POBox22989
Rochester, NY 14892

In order to process your claim promptly, please refer to the followmg guidelines
v . 'to ensure that al! necessary mformatlon is included: -

‘A Subrmt bills for each patlent on separate clatm forms A separate c!aam form Is also required for different

calendar years.. Please submit the original bills with your claim form. Keep copra:, for your own records,
The actual bills are necessary for claims processmg

B, Bills mustinclude; < -
Name and address (on letterhead) of the pravider of service or supply '('h'o'spital, doctor, pharmacy, ete.).
Patiant’s full name,

- Type of service or supply (office visits, chest x-ray, stc.).

. "Place of sefvice (inpatient or_-qt‘xtpatient.hoép.ita.l,. dfﬁce, stc.).
Date and charge for each service or supply provided.

Patient's diagnosis (the medical condition for which the patient was treated).

C. Bilis-fﬁr-the following sewiceé should-alse include:

- “FOR THCDSE CONTRACTS WITH PRESCRIPTION DRUG COVERAGE F’rescnphon number,. -
- 'narne of drug. and name of prescrlblng tloctor is required.

D. Cash register receipts, canceled checks, money orders, credit card vouchers and personal lists of services
~ or bills stating only ‘balance forward' are not acceptable as substitutes for bills.




