BlueCross BlueShield
of Texas

Claim Form

To pay Insured/Subscriber

PO Box 660044 -+ Dallas, TX 75266-0044

Each item on this form needs to be completed.

' Instructions for completion are listed on the reverse side.
Please print or type.
Insured/Subscriber Name (Last, First, Middle Initial) Group Number Insured/Subscriber Identification Number (from ID card)
Mailing Address Patient’s Full Name (Last, First, Middle)
1 | City and State ZIP Code 2 | Patient’s Sex Patient's Date of Birth Month  Day Year
4 / /
Insured Employed? Date of Retirement:
Month Day Year Patient’s Relationship to Insured
[dves [INo [ Retired / / [ seif [ Spouse [ child [ other (explain)
Type of treatment received: Month  Day Year
Check only one type and attach itemized statements. Please use ] Injury — Date of accident: / /
a separate claim form for each different type of treatment.
3 [ lliness — Date of first symptom: / /
Please note: Preventive care includes immunizations, routine i
well baby care, routine physical examinations, vision and [ Pregnancy — Date of conception: / /
hearing exams. [ Preventive — Date of service: / /
Describe: Diagnosis, symptoms of illness or injury or explain preventive or routine care received.
4
5 Was illness or injury work connected? Cves [INo Name and address of employer
‘ 6 I If injury, was a motor vehicle involved? Oves CIno
Is patient covered under any other health benefits plan (besides Medicaid, Medicare or CHAMPUS)? Cves CINo
Insurance Co. Month Day Year
Address Effective date of coverage / /
7 Employer Sex of Insured [ Male [ Female
Insured name Date of birth of insured / /.
Policy # Relationship to patient
If the other coverage is primary, attach the other insurance company’s Explanation of Benefits.
Medicare — Is the patient: Month Day Year
a) Entitled to benefits under Medicare insurance (Part A)? Cves [lNo Effective / /
8 b) Entitled to benefits under Medicare insurance (Part B)? ves [ No Effective / /
c) Entitled to benefits under Medicare due to a disability? Cves [l No Effective / /
Patient’'s Medicare Identification Number. (From Medicare ID card)
| certify the above is complete and correct and that | am claiming benefits only for charges incurred by the patient named above. Authorization
is hereby given to any Hospital, Physician, Dentist, Provider, Insurance Carrier or other entity to give Blue Cross and Blue Shield of Texas, upon
request, any medical information. Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
9 | presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
Signature of Insured Date Daytime telephone number
. Total amount for ALL covered services and supplies received. $
Itemized Bill(s) for covered services and supplies must be attached. (See Instructions on reverse side.)

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association

768143.0125



BlueCross BlueShield

oF Toras Claim Form

To pay Insured/Subscriber

INSTRUCTIONS

Important: DO NOT file this form if your Provider of Service is submitting
these charges to Blue Cross and Blue Shield of Texas.

Please complete every item on claim form.

Insured/subscriber’s Please show the insured/subscriber’'s name exactly as it appears on the Blue Cross and Blue Shield of Texas
1 | name, address and identification card and specify the current address including the ZIP code. Check appropriate box indicating the
employment status insured/subscriber's employment status. If retired, give date of retirement.

Make sure the group number and identification number are exactly as shown on the insured'’s identification
2 | Patient information card. List patient’s full name; no nicknames or initials. Check the appropriate blocks for the patient's sex and
relationship to the insured. Ensure the patient's correct date of birth is shown.

Type of treatment Check only one treatment type (injury, illness, pregnancy or preventive care) and specify date of injury, date

3 received of first symptom, date of conception or date preventive care was received. You may attach multiple itemized
statements if they are for one type of treatment (example: illness only, preventive care only).
4 Diagnosis or symptoms of | Give diagnosis or a brief description of symptoms. If preventive care services were received, state the type of
iliness or injury care (routine physical, hearing exam, vision exam, immunization or diagnosis, etc.).
If illness or injury is in .
5 Jury Check appropriate box and enter name and address of employer.
any way work-related
If motor vehicle injury Check appropriate box.
Other insurance Please check appropriate box. If “yes,” complete the required information.

Please check appropriate box concerning Medicare eligibility. If “yes,” show effective date and give Medicare

identification number.
8 | Medicare information
Medicare Enrollees should include a copy(s) of the Medicare Explanation of Benefits Form(s) (EOB) with their

itemized statements unless patient is actively employed and requires group coverage to pay primary.

Insured's signature,
9 | date and daytime
telephone number

Please sign and date this form and attach your physician’s itemized letterhead statement(s). The itemized
statement(s) should contain all the information shown in the following example:

Example of Itemized Bill — Please remember to attach the original bill(s) to the claim form and make a
copy for your records. Itemized bills cannot be returned.

Name of the person or Dayton Penridge, M.D. If you are submitting itemized bills

organization providing the P 101 Fourth Street for a variety of services please use a

services or supplies. Healthville, U.S.A. Y/ separate claim form for each different

type of treatment (one for iliness,
) another for an injury, etc.).
,r\‘eacrgsir?;ttiee Eztr‘fizés ) FQr _Prpfessiomal Services Rendered To: Diagnosis Code: _ Y
or supplies Virginia E. Warowes (78659) Chest pain, other
Please cross out those charges which

10 31/15 60206 Mammogram 3K / were included on a previous claim.

NOTE: Bills for Private Duty 3/1/15 19120 Excision of Cyst XXX

Nursing Service must show 3/1/15 19083 Biopsy, breast w/Ultrasound $XXX

the professional status of 3/6/5——90659-Hu-Vaceine $ FOR OTHER THAN PRESCRIPTION

the nurse (R.N. — Registered ——3/6/15——G0008-Hu-Vaceine-Administration———————$XXX DRUG CARD HOLDERS: Bills for

Nurse, LV.N. — Licensed Prescription Drugs must show the

Vocational Nurse), the nurse's name of each drug, the prescription

license nur_nber, and must be number, the quantity dispensed, the

accompanied by a statement date of purchase, and the amount

from your physician indicating Date each | | Description of the Charge for charged for each drug, If drug is

medical necessity and daily service or supply | | services or supplies each service generic then the pharmacist must

nurse’s progress notes. was provided || provided or supply also indicate on itemized bill.

This completed form, together with the itemized bills, should be submitted to:

Blue Cross and Blue Shield of Texas
PO Box 660044
Dallas, Texas 75266-0044



BlueCross BlueShield of Texas

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English
knowledge and first language), age, disability, or sex (as understood in the applicable
regulation). We provide people with disabilities with reasonable modifications and free
communication aids to allow for effective communication with us. We also provide free
language assistance services to people whose first language is not English.

To receive reasonable modifications, communication aids or language assistance free of
charge, please call us at 800-252-8039.

If you believe we have failed to provide a service, or think we have discriminated in another way,
you can file a grievance with:

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: CivilRightsCoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the
toll-free phone number listed on the back of your ID card (TTY: 711).

You may file a civil rights complaint with the US Department of Health and Human Services,
Office for Civil Rights, at:

Centralized Case Management Operations  Phone:  800-368-1019

US Dept of Health & Human Services TTY/TDD: 800-537-7697

200 Independence Avenue SW Complaint Portal:

Room 509F, HHH Building ocrportal.hhs.gov/ocr/smartscreen/main.jsf
Washington, DC 20201 Complaint Forms:

Email: OCRComplaint@hhs.gov hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at healthselect.bcbstx.com/important-info/non-
discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 800-252-8039 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
Espafiol lingUistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
Spanish apropiados para proporcionar informacién en formatos accesibles. Llame al 800-252-
8039 (TTY: 711) o hable con su proveedor.

LUU Y: Néu ban néi tiéng Viét, chang t6i cung cap mién phi cac dich vu hé tro ngén ngtr.
Viét Cac ho tro dich vu phu hop dé cung cap thong tin theo cac dinh dang dé tiép can cling dwoc
Viethamese | cung cap mién phi. Vui long gm theo s6 800-252-8039 (Ngwdi khuyét tat: 711) hodc trao dbi
v&i ngwdi cung cap dich vu cta ban.

ERS1557_ENG_20250410 healthselectoftexas.com



BlueCross BlueShield of Texas

P B MRGET, RATHSMAEREE S HERS . RAITES BB S X (0588 T AR
Chinese %, LAk IR a5 8. B 800-252-8039 (rAHE: 711 B WEMREIRER.
s1 20 FO|: =0 E A E5tAlE 45 F & 210] X| & MH|AE 0| 85Hd 5= RE LT 0|8 7tstt
Hrloz MEE HIste MR 7|7 U MH| A2 222 HZE L|C} 800-252-8039
Korean (TTY: 711) M2 2 FokoALE MH| 2 RS LA 0 2o[etAl2.
ayd st Asalie ilead 5 sae b Jiluy b 55 LS Aplaall 4y galll saelialt chlons eﬂjay.ms el yall A2l s Ca 1) 1A
bi " gj'a e duatl Bl Ll O gn ol % ity Sl gheal)
Arabic Aass psie ) a5 (TTY: 711) 800-252-8039
| pabE Sleshas (1o Gl Gl BB - Slied Slads Soda Cabe S 0L & GT 55 o dlsr sl QTS i 4o
Urdu el b (0,5 UB 43 (800-252-8039 (TTY: 711 lidess Cada 0 Slad3 j5l aldel Ogbas Cawslin J § 3 S
_U.JJSQb o sas
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 800-252-8039 (TTY: 711) 0 makipag-usap sa
ivong provider.

_ ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 800-252-8039 (TTY : 711) ou parlez a

votre fournisseur.
0 I &: TS 3y fgd] sierd &, df 3Mudh o FrS[eeh W1 Fe[gaT a7t Juasy giell § | e ursut o
“ ISR UEH B & [OTE UG Hgad e 3% FaT i :Q[eh Judsy g | 800-252-8039
Hindi (TTY: 711) TR BId B T A0 UG Y &1 D1
b Glatliy Slads 5 LGS pizad b L3 Les poied 53 0D (L) Gleity Clods S Cums (puld J8) 1z g3

. i (711 :eobdls) 800-252-8039 pylats b Al 39290 OBOh Jgboehs cpusiend (BB Slacdls jo Sledal ST 8l aslia

Persian IS s 333 03] b b oo elas
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste zur Verfigung.

Deutsch Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten

German stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 800-252-8039 (TTY: 711) an oder sprechen Sie
mit [hrem Provider.

N t2ulot ALUL: ool AR 9Ll el &l dl Hg ol s glad ysltcll Acll dHIRLHIE GUEHEHU B,

Cuiarati 21122 AL U2l Ao AsARAA FIHEH HUE Al Yl ws el Hieodl Aeu4l uql[aou HE

] Guclod 8, 800-252-8039 (TTY: 711) WR SlE 53] AUl AHIRLYELAL U clet 52

BHMUMAHMWE: Ecnu Bbl rOBOPUTE Ha PYCCKWUIA, BaM AOCTYMHbI BECnaaTHbIE YCAYT W A3bIKOBOM NOALERHKKN.

PYCCKUI CoOTBETCTBYIOWME BCNOMOraTeNbHbIE CPEACTBA WU YCAYTM MO NPeAocTaBAeHMo UHbOPMaLLMK B

Russian AOCTYMHEBIX QopMaTax Takxe NpesocTapnanTca becnaatHo. MNossoHMTe No TenedoHy 800-252-8039
(TTY: 711) nau oBpaTUTECh K CBOEMY NOCTABLLWKY YCAYT.

_ 3 AABEEING A, EHOSELEY —ERECHAVELEFET,
B4R T2 T GELAFIRTE IR E SN ) TRATIEHRERB T H-D
Japanese O)Jﬁtﬂ@*ﬁﬁjli?ﬁ‘b#—t ALEHTIFAWVEEZTET, 800-252-8039

(TTY:711) ETHBEZSW, FE, CHRAOEFEREFICTHEHEZSL,
(ALRIV; TIVIVCOIWITI 290, 2¥DOINIVROBNIVWITICLLLCION LOII.
270 LVEODNFOS L%, L. R o " & oo o
Laotian ﬂDUQﬂ?DCCUUUCSE)E)‘)mCUl)‘)gﬁJJCa@§(ZU_),2,Q 2})§1UCCUU1DS‘)_D‘)OC2‘)C"Q‘§)ZO.
wmacL 800-252-8039 (TTY: 711) §) QLNULEIMVINIVLDINID.
SHOOH: Diné bee yanilti‘gogo, saad bee ana’awo’ bee dka’anida’awo’it’aa jiik’'eh
Diné na holg. Bee ahit hane’go bee nida’anishi t'aa akodaat’éhigii d66 bee
Navai aka’anida’wo’l ako bee baa hane’i bee hadadilyaa bich’]” ahoot’i‘igii &i t'aa jiik’eh
avajo héld. Kohjj” 800-252-8039 (TTY: 711) hodiilnih doodago nika’analwo'i bich’j’
hanidziih.
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