
Claim Form
to Pay Insured/Subscriber

P.O. Box 1289 • Maryland Heights, MO 63043

Each item on this form needs to be completed.
Instructions for completion are listed on the reverse side.

1

Insured/Subscriber Name (Last, First, Middle Initial)

Mailing Address

City and State ZIP Code

Insured Employed?  Date of Retirement:
Month   Day  Year

£ Yes   £ No   £ Retired  __________ /__________ /_____________

Please print or type.

3

Type of treatment received:
Check only one type and attach itemized statements. Please use  
a separate claim form for each different type of treatment.

£ Outpatient

£ Applied Behavior Analysis

£ Other _________________________________________________________ ____________________

4

Diagnosis DSMV or brief description of symptoms:

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________

2

Group Number Insured/Subscriber Identification Number (from ID card)

Patient’s Full Name (Last, First, Middle)

Patient’s Sex Patient’s Date of Birth     Month        Day      Year

__________ /__________ /_____________

Patient’s Relationship to Insured

£ Self   £ Spouse   £ Child   £ Other (explain) _______________________________________

746446.1117

5

Is patient covered under any other health benefits plan (besides Medicaid, Medicare or CHAMPUS)? £ Yes   £ No

Insurance Co.  _____________________________________________________________________

Address  __________________________________________________________________________

Employer  _________________________________________________________________________

Insured name  ____________________________________________________________________

Policy # ___________________________________________________________________________

      Month        Day      Year

Effective date of coverage          ___________ /___________ /______________ 

Sex of Insured    £ Male    £ Female 

Date of birth of insured           ___________ /___________ /______________

Relationship to patient   _________________________________________________________

If the other coverage is primary, attach the other insurance company’s Explanation of Benefits.

7

I certify the above is complete and correct and that I am claiming benefits only for charges incurred by the patient named above. 
Authorization is hereby given to any Hospital, Physician, Provider, Insurance Carrier or other entity to give Magellan Healthcare and Blue 
Cross and Blue Shield of Texas, upon request, any medical information which the Plans in their judgment deem necessary to the adjudication 
of this claim. Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject 
to fines and confinement in state prison.

Signature of Insured Date Daytime telephone number

6

Medicare — Is the patient:

a) Entitled to benefits under Medicare insurance (Part A)? 

b) Entitled to benefits under Medicare insurance (Part B)?

c) Entitled to benefits under Medicare due to a disability?

     Month   Day    Year

£ Yes   £ No Effective    ___________ /___________ /______________ 

£ Yes   £ No Effective    ___________ /___________ /______________

£ Yes   £ No Effective    ___________ /___________ /______________

Patient’s Medicare Identification Number. (From Medicare ID card) ___________________________________________________________________________________________________

8
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.)   



or

INSTRUCTIONS

Important: DO NOT file this form if your Provider of Service is submitting 
these charges to Magellan Behavioral Health Systems, LLC.

Please complete every item on claim form.

Claims are paid by Magellan Behavioral Health Systems, LLC, an affiliate of Magellan Healthcare Inc. 746446.1117

Claim Form
to Pay Insured/Subscriber

1
Insured/subscriber’s 
name, address and 
employment status

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

2 Patient information
Make sure the group number and identification number are exactly as shown on the insured’s identification 
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.

3
Type of treatment 
received

Check only one treatment type. You may attach multiple itemized statements if they are for one type of 
treatment per claim form.

4
Provide DSM V 
diagnosis code

Give diagnosis or a brief description of symptoms. 

5 Other insurance Please check appropriate box. If “yes,” complete the required information.

6 Medicare information

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

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.

7
Insured’s signature, 
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:

8

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.

Dayton Penridge, MSW, LPC
101 Fourth Street
Healthville, U.S.A.

EIN TIN: XX-XXXXXXX
NPI: XXXXXXXXXX

Diagnosis: 309.0  
Adjustment Disorder

Services Rendered

3/06/15  90837  Therapy, 60 minutes  $XXX
2/27/15  90837  Therapy, 60 minutes  $XXX
2/21/15  90837  Therapy, 60 minutes  $XXX 
2/15/15  90837  Therapy, 60 minutes  $XXX
2/08/15  90792  Initial Assessment  $XXX

Name of the person or 
organization providing the 
services or supplies.

Name of the patient 
receiving the services 
or supplies

If you are submitting itemized bills 
for a variety of services please use a 
separate claim form for each different 
type of treatment.

Please cross out those charges which 
were included on a previous claim.

Date each 
service or supply

was provided

Description of the
services or supplies
provided

Charge for 
each service 

or supply

By mail to:
Magellan Behavioral Health Systems, LLC 

Attn: Claims
P.O. Box 1289

Maryland Heights, MO 63043 

By fax to:
(888) 656-4942

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



Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance. 
We do not discriminate on the basis of race, color, national origin, sex, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984. 

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
300 E. Randolph St. TTY/TDD: 855-661-6965
35th Floor Fax: 855-661-6960
Chicago, Illinois  60601 Email: CivilRightsCoordinator@hcsc.net

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

U.S. Dept. of Health & Human Services  Phone: 800-368-1019 
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC  20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

800-442-4093.

Civil Rights Coordinator,  
Corporate Compliance Department
6950 Columbia Gateway Drive
Columbia, MD 21046

Phone: 800-424-7721
Fax: 410-953-5207
Email: compliance@magellanhealth.com
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