|ndependence MEDICAL CLAIM FORM

Claims Receipt Center
P.O. Box 211184
Eagan, MN 55121

TO BE COMPLETED BY PATIENT

PATIENT INFORMATION:
1. PATIENT'S NAME (LAST) (FIRST) (MIDDLEINITIAL)

2. PATIENT'S ADDRESS (STREET) (CITY) (STATE) (Z1IP CODE)

3. MEMBER IDENTIFICATION NUMBER 4, PATIENT'S PHONE NUMBER

AREA CODE
5. PATIENT’S BIRTH DATE 6. PATIENT'S SEX 7. PATIENT'S RELATIONSHIP 8. DIAGNOSIS OR NATURE OF ILLNESS
MONTH DAY YEAR L MALE TO MEMBER
 FEMALE 1 SELF 1 SPOUSE 1 CHILD
9. WAS AN ACCIDENT INVOLVED? a YES AaNo
IFYES MONTH DAY YEAR WHERE: 1 AUTO J WORK
WHEN? 1 OTHER:
ENCLOSE A BRIEF DESCRIPTION OF HOW AND WHERE ACCIDENT OCCURRED
OTHER COVERAGE:
10. IS THE PATIENT COVERED BY ANY OTHER INSURANCE PLAN? D YES QNO
YIIES NAME OF INSURANCE COMPANY POLICY NUMBER
ADDRESS OF INSURANCE COMPANY
11. IS THE PATIENT ELIGIBLE FOR MEDICARE? JYES Q1 NO
IF MEDICARE PART A MONTH DAY YEAR MEDICARE PART B MONTH DAY YEAR
YES  EFFECTIVE DATE / / EFFECTIVE DATE / i
PATIENT’S SIGNATURE:

13. Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the
purpose of misleading, information concerning any fact material thereto commits afraudulentinsurance act, whichisa crime and subjects such person to criminal and civil penalties. The signer agreesthatany
personally identifiable healthinformation about the signer or signer’s enrolled dependentsiis protected by the Health Insurance Portability and Accountability Act of 1996 and other privacy laws. Inaccordance with
thoselaws, The Health Plan may use and disclose Protected Health Information for treatment, payment and health care operations as described in its Notice of Privacy Practices.

X PATIENT’'S SIGNATURE: DATE:

If your provider is in-network, the provider will submit a claim for you.
This claimform should be submitted only when you use a non-network provider who does not submit the claimforyou.

IndependenceBlueCrossisan Independent Licensee of the Blue Crossand Blue Shield Association.



PHYSICIAN OR SUPPLIER INFORMATION

1. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY — RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D
BY REFERENCE NUMBER 1, 2, 3, ETC. OR DX CODE
1
2
3
4
2. A. B. C. FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D. E. F. G. LEAVE BLANK
OF S| Cli PLACE OF FURNISHED FOR EACH DATE GIVEN
DATEOF TZRVI E SERVICE g';‘gﬁngRE COD,E (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) DI%%N|%SIS CHARGES ORDCL?’TS
3. HAS FEE BEEN PAID? 4. TOTAL CHARGE 5. AMOUNT PAID 6. BALANCE DUE
YES NO
7.  PHYSICIAN'S OR ACCOUNT’S NAME, ADDRESS, ZIP CODE & PROVIDER NO.
PLACE OF SERVICE CODES
1 — (IH) —Inpatient Hospital 6 — — Night Care Facility — (PSY) A—(IL) — Independent Laboratory
2 — (OH)—Outpatient Hospital 7 —(NH) — Nursing Home B — — Other Medical Surgical Facility
3 —(0) —Doctor’s Office 8 — (SNF) — Skilled Nursing Facility C —(RTC) — Residential Treatment Center
4 — (H) —Patient’'s Home 9 — — Ambulance D — (STF) — Specialized Treatment Facility
5— —Day Care Facility (PSY) 0 —(OL) — Other Locations
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: ¥ &: WIREIH L, BB EREIES
PrBIARSS . FH 1-800-275-2583.

Korean: CtHLHALE: St=20{E AMEGtAlE 32, A
ANE MHIAE 2 0 A C
1-800-275-2583 Ho 2 M SIGIAIAIL.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUsil: A dN Y%Al slcdl &, Al [:gyes
QUL S AL dAHIRL HI2 Guded B,
1-800-275-2583 S\ $3\.

Vietnamese: LUU Y: Néu ban néi tiéng Viét, chung toi
sé cung céap dich vu hé tro ngdn ngir mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnu Bbl roBOpuTE NO-PYCCKY,
TO MOXeTe GecnnaTtHo BOCNOSb30BaThLCS YCryramm
nepesopa. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystac z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

A galll saeluall iladd (8 Ay yall Aalll Chaats i€ 1Y) ;Ads gala
.1-800-275-2583 &8 2 Juail . (Jlaally Sl Aalia

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: &a1a & afe 3mg e dera § ar 3mas e
HFA H AT HTIAT ATC 3T §| FHiel HY
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstiitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii’5 : REEREN HAGEDO HIX, SiE7T VA
2 A= R (MR & TRHAWEETET,
1-800-275-2583 ~B&EEE< 72 &V,

Persian (Farsi):
N R B L PYCRT QPPN N L P
1-800-275-2583 s jlads b iy e aal b Lad 51y 9K
250 il

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Din¢ Bizaad, saad bee dkd’anida’awo’d¢¢’, t’aa jiik’eh.
Hédiilnih koji* 1-800-275-2583.

Urdu:
A S s e o) sl Bl oK
G0S JS G Al Al G slae L) e e
.1-800-275-2583

Mon-Khmer, Cambodian: fgﬁ[ﬁgﬁﬁﬁﬁ%ﬂigﬂfﬂ%
wrisiiyasunwmanys-igi umeanigi s:
HSWigAM AN SNISH S E I AEALNWHA

o

ARG GIaUnIFTIUE 1-800-275-2583 7
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
or sex.

This Plan provides:

e Free aids and services to people with disabilities
to communicate effectively with us, such as:
qualified sign language interpreters, and written
information in other formats (large print, audio,
accessible electronic formats, other formats).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our Civil Rights Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for
Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at
https://ocrportal.hhs.qov/ocr/portal/lobby.jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http://www.hhs.gov/ocr/office/file/index.html.
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