
COMPREHENSIVE
MAJOR MEDICAL
CLAIM FORM

Please Mail To:  P.O. BOX 890029, CAMP HILL, PA 17089-0029

(see reverse side for instructions)

1. SUBSCRIBER/PATIENT

  SUBSCRIBER’S NAME (First, Middle, Last) IDENTIFICATION NO. GROUP NO.

  PRESENT ADDRESS - STREET         o NEW ADDRESS CITY STATE     ZIP CODE

  PATIENT’S NAME (First, Middle, Last) RELATIONSHIP OF PATIENT TO SUBSCRIBER SEX BIRTH DATE
 o Self  o Spouse  o Child  o M
 o Handicapped dependent  o Other  o F  ____/____/____

3.  MEDICARE

  Is the PATIENT entitled to benefits under MEDICARE HOSPITALIZATION Insurance (Part A)?

  oNO     oYES     Effective Date ____/____/____

  Does the PATIENT receive benefits under MEDICARE MEDICAL Insurance (Part B)?

  oNO     oYES     Effective Date ____/____/____

  If you answered YES to either of the above, give employment status of the SUBSCRIBER listed in Part “1.”

  oActive     oRetired    oDisabled

  Give Health Insurance Number from Medicare ID Card____________________________________________________________

4.  PATIENT�S CONDITION

  DESCRIBE CONDITIONS FOR WHICH YOU ARE REQUESTING BENEFITS AT THIS TIME:

] Type of injury or illness Name of Doctor Treating Injury/Illness Date of First Symptoms

   A.____________________________________ _________________________________      ____/____/____

   B.____________________________________ _________________________________      ____/____/____

  (Attach additional information, if necessary)

  WERE EXPENSES DUE TO AN ACCIDENTAL INJURY?     NO     YES

   If YES, give date of accident  ____/____/____

   Give type/place of accident     Work     Auto     Other (specify)___________________________________________________

  WERE SERVICES RELATED TO HOSPITALIZATION?         NO      YES

   If YES, give date of admission  ____/____/____      Give date of discharge ____/____/____

2.  OTHER INSURANCE

  Does the PATIENT have additional health insurance benefits?       o NO       o YES     If YES, complete the following:

  POLICYHOLDER’S NAME BIRTH DATE EMPLOYMENT STATUS OF POLICYHOLDER
  o Active   o Disabled     o Retired

____/____/____      Effective Date of Employment Status: ____/____/____

  Relationship of Policyholder To Subscriber Other Insurance Carrier’s Name Identification No. Effective Date

   oSelf   oSpouse   oChild    oOther___________ ____/____/____

  TYPE(S) OF COVERAGE  oHospitalization oMedical/Surgical  oDental  oVision  oDrug

 oMajor Medical oOther (specify) _________________________________________

  CONTRACT COVERS  oPolicyholder Only oPolicyholder/Spouse  oPolicyholder/Children  oFamily

5.  AUTHORIZATION
If services were incurred in a hospital, should we pay the hospital/facility directly?     NO     YES

I certify that the information provided on this claim form is correct and complete, and that I am claiming benefits only for charges actually incurred by
the patient named.  I authorize any hospital, physician, or other provider who participated in the care and treatment of the patient to release to Blue
Cross and Blue Shield all medical or other information requested for the processing of this claim.  I hereby agree to reimburse Blue Cross and Blue
Shield in full should this claim be incorrectly paid.

_______________________________________ _______________________________________ ______________________________________
SUBSCRIBER SIGNATURE                       DATE (Area Code) HOME PHONE (Area Code) WORK PHONE

Independence Blue Cross and Pennsylvania Blue Shield are Independent Licensees of the Blue Cross and Blue Shield Association
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INSTRUCTIONS:

1. Please attach itemized bills to this claim form.  Each bill should include the following information:

l Name, address, and telephone number (on official bill head) of the PROVIDER
      rendering the service or supplying the item.
l   PATIENT�S full name
l DESCRIPTION of each service rendered or item supplied
l DATE AND AMOUNT CHARGED for each service or item supplied
l DIAGNOSIS of ailment

2. When submitting pharmacy receipts, the PRESCRIPTION NUMBER* must be included for each
prescription drug.

3. Please be sure that a PHYSICIAN�S MEDICAL CERTIFICATION accompanies bills for:
l Purchase or Rental of Durable Medical Equipment
l Private Duty Nursing

4. When submitting expenses for more than one family member, please use a SEPARATE
claim form for each person.

5. Please complete the claim form carefully, and be sure to include the information
requested above.  This will help to avoid unnecessary delays in processing your claim.

6. If you have QUESTIONS regarding the completion of this claim form, please contact
the Comprehensive Major Medical Service Unit at 215-567-3530 Or 1-800-562-7981
(outside of Philadelphia County).

*Prescription drugs is an optional benefit under your Comprehensive Major Medical program.  Check with your
employer to see if this benefit is available to you.
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