SUBSCRIBER CLAIM FORM Lo BlueCross
This claim form must be completed using Black ink. @ BlueShield

Minnesota

COPY THE INFORMATION FROM YOUR BLUE CROSS AND BLUE SHIELD OF MINNESOTA MEMBER ID CARD

IDENTIFICATION NUMBER GROUP NUMBER
SUBSCRIBER'S LAST NAME SUBSCRIBER'S FIRST NAME SUBSCRIBER'S BIRTHDATE
Mo DAY ‘ YR
PATIENT'S LAST NAME PATIENT'S FIRST NAME PATIENT'S BIRTHDATE
MO ‘ DAY ‘ YR
PATIENT'S SEX PATIENT'S RELATIONSHIP TO SUBSCRIBER IS CONDITION JOB RELATED?
UNMARRIED
I:' MALE I:' FEMALE I:' SELF I:' SPOUSE I:' DEPENDENT I:' YES I:' NO
SUBSCRIBER'S STREET ADDRESS CITY STATE ZIP CODE FOREIGN CLAIM?
ves| ] no[ ]
IS THIS SERVICE RELATED TO: MO. DAY YR. IF ILLNESS, DATE OF FIRST SYMPTOM
I:' I:' I:' I:' AUTO =9 IFINJURY or ACCIDENT, DATE OF INJURY or ACCIDENT
ILLNESS INJURY MATERNITY ACCIDENT |IF MATERNITY, DATE OF LAST MENSTRUAL PERIOD
ADMISSION DATE DISCHARGE DATE NAME OF ADMITTING PHYSICIAN | NAME OF HOSPITAL
|IF HOSPITALIZED: | MO DAY YR. MO. DAY YR.

SYMPTOMS AND/OR DIAGNOSIS

NAME OF PROVIDER PROVIDERS ADDRESS

OTHER COVERAGE INFORMATION

For claims related to an injury or auto accident, please provide the name and address of the other carrier, | YOU MUST INCLUDE A COPY OF
if applicable. YOUR EXPLANATION OF
BENEFITS, if you have other health
care insurance as primary coverage,
have an auto or worked related injury,
or have Medicare benefits

IDENTIFICATION NUMBER GROUP NUMBER

NAME OF INSURANCE COMPANY

ADDRESS
Does the patient have other insurance coverage? Yes [0 No [ Does the patient have Medicare Coverage:
Yes [] No [
IDENTIFICATION NUMBER GROUP NUMBER
MEDICARE NUMBER
NAME OF INSURANCE COMPANY Is the patient eligible for Medicare PartA? ~ Yes [ No [J
ADDRESS Is the patient eligible for Medicare PartB? ~ Yes [] No []

| hereby certify that the statements provided by me are correct and acknowledge that | will refund to Blue Cross and Blue Shield of Minnesota
duplicate payments to myself from other sources because of coordination of benefits. | authorize the provider of services, named above, to release
the information requested on this form to Blue Cross and Blue Shield of Minnesota. A person who files a claim with the intent to defraud or helps
commit a fraud against an insurer is guilty of a crime.

Signature Date Signed
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Note: Claims must be submitted within 12 months of date of service.

How to submit your claim:

1. Complete a separate Subscriber Claim Form for each patient and for each provider.
2. Complete all applicable fields.
3. Attach a copy of the itemized bill from the provider. The bill must include:

* Provider name, address, and Federal Tax ID or National Provider Identifier (NPI)

+ Date(s) of service

+ Diagnosis code(s) (a combination of 3 to 7 letters and/or numbers assigned to a particular diagnosis; there will usually be
a decimal point after the first 3 numbers)

* Procedure code(s) (5 numbers or 1 letter followed by 4 numbers)

+ Place of Service code (2-digit number; only applies to non-hospital charges) OR
+ Type of Bill code (3-digit number; only applies to hospital charges)

* Individual Charge for each service performed

4. If you have other insurance primary to your BCBSMN insurance, please submit a claim with them first. Then, when
you submit this claim, please include a copy of the Explanation of Health Care Benefits you will receive from your
primary insurance.

5. You may include any other additional documents related to the service, as necessary.

Note: We cannot process your claim without all of the information listed above. If any of the above items are missing, please
contact the provider of the service(s) to obtain the information. Also, please make copies for your personal files, as we cannot
return the claim or documentation that you send.

Mail this form to:

Blue Cross and Blue Shield of Minnesota
PO Box 982805

El Paso, TX 79998-2805

Email this form to:
ISC.Subscriber.Claims@bluecrossmn.com
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) BlueCross
@ BlueShield
Minnesota

NOTICE OF NONDISCRIMINATION PRACTICES
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable
Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or gender. Blue Cross does not exclude people or treat them differently because
of race, color, national origin, age, disability, or gender.

Blue Cross provides resources to access information in alternative formats and languages:

e Auxiliary aids and services, such as qualified interpreters and written information
available in other formats, are available free of charge to people with disabilities to assist
in communicating with us.

e Language services, such as qualified interpreters and information written in other
languages, are available free of charge to people whose primary language is not English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on
the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or gender, you can file a
grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560

e or by phone at: 1-800-509-5312

Grievance forms are available by contacting us at the contacts listed above, by calling
1-800-382-2000 or by using the telephone number on the back of your member identification
card. TTY users call 711. If you need help filing a grievance, assistance is available by
contacting us at the numbers listed above.

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

e electronically through the Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

e by phone at:
1-800-368-1019 or 1-800-537-7697 (TDD)

e or by mail at:
U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F
HHH Building
Washington, DC 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association.
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This information is available in other languages. Free language assistance services are available by
calling the toll free number below. For TTY, call 711.

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al
1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931.
Rau TTY, hurau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah.
Wac 1-866-251-6736. Markay tahay dad maqalku ku adag yahay (TTY), wac 711.

st mSa3he:, O'Jﬂmo'gﬁc?m'%gmﬁ@wnmc@oowﬁ‘%ﬁc@l, o3: 1-866-251-6744 co1 TTY
8%, 03¢ 711 oo,

=il el 1-866-569-9123 ad )L Juadl Aol &y salll sac Lual) ciland @l 58 655 ¢y jal) Gaaat i€ 13
711 &0 Joad

Néu quy vi n6i Tiéng Viét, cé s&n céac dich vu hd tro ngdn ng® mién phi cho quy vi. Goi sé
1-855-315-4015. Nguwoi dung TTY xin goi 711.

Afaan Oromoo dubbattu yoo ta’e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf
1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MBERPX , ROATUACREREBNES HEI R, BT 1-855-315-4017, HFEEE
(TTY) , BT 711,

Ecnu Bbl roBopuTte no-pyccku, Bel MmoxeTe Bocnonb3oBaTbCcs 6ecnnaTtHbIMU ycnyramm
nepesoauuka. 3soHuTe 1-855-315-4028. [Insa ncnonb3oBaHns TenegoHHOro annapara ¢
TEKCTOBbIM BbIXOAOM 3BOHUTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement.
Appelez le +1-855-315-4029. Pour les personnes malentendantes, appelez le 711.

A%ICT 091.57% P 12 227 AT ACS Addet: N1-855-315-4030 SLM+ A TTY 0 71

3t=20{E2 AI5IAlE AR, £ 2 210] X|& MH|A 7 MIZELICH 1-855-904-2583 S 2
HEtst A TTY AAERHE 711 2 TS A AL.

1)9¢39c39W9992900, BNILLINIMWoecTiowIZI lncIWS. Tl nMI 1-866-356-2423
950, TTY, lontwvma 711.

Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga
serbisyo sa wika. Tumawag sa 1-866-537-7720. Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Innen fremdsprachliche Unterstutzung zur Verfugung.
Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.

Lﬁﬁstﬁgﬁémmmmfgme HAMBIAD mmﬁﬁgmmmﬁﬁﬁﬁ‘igﬂ g:ﬁ?gﬁmme 1-855-906-2583
mLmt'i TTY n;ﬁgm‘igﬁmme 7114

Diné k'eh;ji yanilt'i'go saad bee yat'i' éi t'a4ajiik'e bee nika'a'doowotgo éi na'ahoot'r'. Koji éi béésh
bee hodiilnih 1-855-902-2583. TTY biniiyégo éi 711 ji’ béésh bee hodiilnih.
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