1 BlueCross BlueShield SUBSCRIBER CLAIM FORM
' BluePlus
of Minnesota

Independent licensees of the Blue Oross and Blue Shield Assaclation

P.(. Box 64338
St. Paul, Minnesota 55154-0338
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GCOPY FROM BLIUE CROSS AND BLUE SHIELD OF MINNESQTA 1D CARD T T RS
1-2 IDENTIFICATION NUMBER GROUP NUMBER ] D_U NST CGMPLETE ;
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SUBSCRIBER'S LAST NAME FIRST NAME
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02 PATIENT'S LAST NAME FIRST MAME INJT. o TIENTS BIRTHDATE,
15 22133 44|48 48 51 l
PATIENT'S SEX PATIENT'S RELATIONSHIP TG SUESCR\BER(S) 1S CONDITION
_l HALE m EF%:')MALE 52 |_| f51E)LF I—F EZF!GUSE ?l\f;EsNuDuﬂg) 53154 JO8 RELATED? S;E)S ﬁ &2(% Ers)
SUBSCRIBER'S ADDRESS, STREET CITY STATE ZIP COBE
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IS THIS SERVICE RELATED TO: Ma. DY YR {F ILLNESS, DATE OF FIRST SYMPTOM
_ IF INJURY, DATE OF ACCIDENT 1S REQUIRED
04 ] Dass [ ] By [ ] Boemnry At I ‘ o1 IF MATERNITY, DATE OF LAST MENSTRUAL PERIOD
ADMISSION DATE DISCHARGE DATE NAME NAME OF ADMITTING PHYSICIAN
IF HOSPITALIZED; MOy DAY ¢ YR | MO. DAY YR OF
23 I [ 38| 3 r | 44 | FAGILITY
SYMPTOMS
AND/OR
DIAGNOSIS
Name of doctor or other heaith care professional providing sarvice
Addrass
OTHER COVERAGE?

Does patient have other insurance coverage [ No 2 Yes  If Yes, indicate identification number and name and address of other insurance carrier

IDENTIFICATION NUMBER NAME ADDRESS

Was this service related ta an automobile accident or work-related accident? [Yas [JNo if yes, please provide the name and address of the autc
insurance or workers’ compensation carrier.

NAME ADDRESS

MEDICARE? Medicare HIC #
Is patient eligible for Part A Medicare Hospital Insurance? [J Yss [ No.

s patient eligible for Part B Medicare Hospital Insurance? O Yss [ Mo  If Yes, you must also [nclude a copy of your Explanation of Medicare Benefits form
with the itemized hill.

The information given above is true and correct to the best of my knowiedge. A person who files a claim with intent to defraud or heips commit a fraud against
an insurer is guifty of a crime.

Signature Date Signed

Telephong Number Heme: Office:

IMPORTANT, PLEASE READ THE FOLLOWING: Claims must be submitted within 15 months of the date of service.

HOW TO SUBMIT YOUR CLAIM:

1. Complete a separate Subscriber Claim Form for sach patient and for each doctor ar other medical provider. Please answer ail guestions to gst
the fastest claims service.

2. Attach a copy of the itemized hifl from the doctor's office. The bill should show:

—the doctor's name and address

—the diagnosis or symptoms of illness
-the date, place and type of service
—the charge for each service

3. For Medicare patients enly: In addition to your itemized bill, attach a copy of your Explanation of Medicare Benefits form.
NOTE: We cannat return vour ¢laim or materfals you send with it, Pleass make copies for your personal files.
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