MEMBER REIMBURSEMENT

Blue Cross
Blue Shield

of Kansas City

CLAIM FORM
(PLEASE PRINT OR TYPE)

(See Instructions on Reverse Side Before Completing This Form)

Name of Insurance Company

Identification Number Group Number

Amount Paid by Other Insurance Co. (Attach Copy of Explanation of Benefits)

1. PATIENT'S NAME (FIRST, M.I., LAST) 2. PATIENT'S DATE OF BIRTH 3. PATIENT'S SEX 4. PATIENT'S RELATIONSHIP TO MEMBER
MONTH DAY YEAR MALE FEMALE SELF SPOUSE CHILD
5. IS ILLNESS OR INJURY CONNECTED 6. IS CLAIM DUE TO ACCIDENT? 7. MEMBER ID 8. GROUP NUMBER
TO PATIENT'S EMPLOYMENT? (Include 3-digit Alpha Prefix)

LJyes [INo LJyes [InNo

9. AUTO ACCIDENT? 10. DATE OF ACCIDENT DATE OF ILLNESS Date of Last Menstrual Period
(If Services Related to Accident) (If Services Related to lliness) (If Services Related to Pregnancy)

Oyes [INoO Month Day Year Month Day Year Month Day Year

11. DOES PATIENT HAVE OTHER GROUP COVERAGE Ovyes [INo 12. IS PATIENT ELIGIBLE FOR MEDICARE? Ovyes [INo

Medicare Number

Amount Paid by Medicare (Attach Copy of Explanation of Medicare Benefits)

13. DESCRIBE THE ILLNESS OR INJURY FOR WHICH THE PATIENT RECEIVED TREATMENT

15. EMPLOYEE/POLICYHOLDER'S NAME (First, M.I., Last)

14. EMPLOYEE/POLICYHOLDER ADDRESS

Box Apt. No.

Street

City

State Zip

16. SIGNATURE OF EMPLOYEE/POLICYHOLDER

NOTICE: Anyone who misrepresents or falsifies essential information to
receive payment requested by this form may upon conviction be subject
to fine and imprisonment under applicable laws.

SIGNED (X) DATE

17. REFERRING PHYSICIAN

18. TOTAL CHARGES 19. PATIENT PAID AMOUNT

CLAIM INFORMATION (PLEASE ATTACH THE ITEMIZED BILL)

DO NOT WRITE IN THE SPACE BELOW — OFFICE USE ONLY

DATES OF SERVICE

PLACE TYPE
OF OF PROCEDURE (EXPLAIN UNUSUAL DIAGNOSIS
FROM TO SERVICE | SERVICE CODE SERVICES OR CIRCUMSTANCES) CODE CHARGES UNITS CHARGE PER UNIT

20. PROVIDER NAME AND ADDRESS

PROVIDER I.D. NO.

70-72-15 1003

Blue Cross and Blue Shield of Kansas City is an independent licensee of the Blue Cross and Blue Shield Association.
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