sn K BRDECA /AN T E

FERADBTLTOREEERA/ AALTHIL

MEDICAL EXPENSE GeoBlue | ny B4 DBHEEANTS

Claim Form and Instructions Sovenn L1 e terse o

Bl Cross and Bos Shld Asocaton. AEEIERL 3R 2D %0 &
o PATIENT INEORMATION AT EERERALET.
Member ID Please enter Member ID as shown on card FE BINDBBEATIS ST
WET Spe=
Patient's Name (Given Name, Family Name) Patient’s date of birth (MM/DD/YYYY) Patient's Gender Ew*_c (PTEF Ff % DE&/ 7\7] L;E(
EEW TS TOISLDRKRY
O vae O Female H—D2#F (N f Plan P
- )\
Name of Insured Member (Given Name, Family Name) Insured’s date of birth (MM/DD/YYYY) Patient's Relationship to Insured anie o an ro=gra m
Ost Os O cnie Sponsor) 1D FIZ. lGeoBluel L 5B A/
el ouse 1l B
B ANALTL S,
Name of Plan Program Sponsor Insured’s current mailing address
Member Email Member Phone Number

2. OTHER HEALTH INSURANCE

Is the patient covered under other health insurance? O Yes O NO If YES, please complete this section
Name and address of other insurance company Name of the Policy Holder
Effective Date Termination Date

Policy Holder’s Date of Birth (MM/DD/YYYY) Policy or identification number of other coverage (MMDDAYYYY) (MM/DD/YYYY)
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4. CHARGES - use a separate line to list each type of service or provider and attach itemized bills for all services
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5. CLAIM PAYMENT REIMBURSEMENT

Have these doctor/hospital bills been paid by O YEs O NO If YES, payment will be made to Primary Insured via Check (payable in US$ and
you? mailed to the address indicated above)
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