HEALTH BENEFITS CLAIM FORM Carehrst & @

PLEASE COMPLETE A SEPARATE CLAIM FORM FOR EACH FAMILY MEMBER. PLEASE COMPLETE A SEPARATE CLAIM FORM Blue‘ hOice
FOR EACH PROVIDER. (SEE REVERSE SIDE FOR FILING INFORMATION) o

PLEASE COMPLETE EACH NUMBERED ITEM—FAILURE TO DO SO MAY RESULT IN DELAYS IN PROCESSING YOUR CLAIM

PLEASE TYPE OR PRINT
1. MEMBER ID# 2. GROUP NUMBER OR ENROLLMENT CODE | 3. PATIENT'S NAME (FIRST, MIDDLE INITIAL, LAST)
4. PATIENT'S DATE OF BIRTH 5. PATIENT'S SEX 6. PATIENT'S RELATIONSHIP TO SUBSCRIBER:
Mo DAY YEAR EE SP CH
/S /S remae - mae O setF A spouse A cHito A otHER A ExpLAIN:
7. SUBSCRIBER'S NAME (FIRST, MIDDLE INITIAL, LAST) 8.DAYTIME TELEPHONE NUMBER (INCLUDE AREA CODE)

() —

9. SUBSCRIBER'S ADDRESS (STREET, CITY, STATE, ZIP CODE) CHECK IF NEW ADDRESS a

10. IS PATIENT COVERED UNDER OTHER HEALTH INSURANCE? NOo d vEs L] IF YES, NAME OF OTHER INSURANCE COMPANY

NAME OF POLICY HOLDER POLICY OR IDENTIFICATION NUMBER

IF THE SUBSCRIBER IS MARRIED, IS THE SPOUSE EMPLOYED? NO L ves
IS PATIENT COVERED UNDER MEDICARE? No(d vesU IF YES. GIVE THE NAME OF THE SPOUSE'S EMPLOYER

IF YES, PART A U parTB (] MEDICARE NUMBER
IS PATIENT ACTIVELY EMPLOYED? No L vesd IF YES, NAME OF EMPLOYER

11. WAS PATIENT'S CONDITION DUE TO: AUTO ACCIDENT? No 1 Yes L1 ANY OTHER ACCIDENTAL INJURY? NO U ves L1 woRk RELATED ACCIDENT OR conDITION? No U ves D

MEDICAL EMERGENCY? No (d ves ] Mo DAY  YEAR
IF AN ACCIDENT, GIVE THE DATE OF THE ACCIDENT WAS ANOTHER PARTY AT FAULT? No U ves L]

IF MEDICAL EMERGENCY GIVE DATE SYMPTOMS BEGAN Mo DAY YEAR IF YES, ATTACH A STATEMENT WITH DETAILS (SEE
ACCIDENTAL INJURY ON THE REVERSE SIDE)

12. WAS PATIENT HOSPITALIZED? No d ves IF YES, COMPLETE THE FOLLOWING: NAME OF HOSPITAL
MO DAY  YEAR Mo DAY  YEAR NAME & ADDRESS OF
ADMISSION DATE DISCHARGE ADMITTING PHYSICIAN

13. ARE BILLS FOR A CONSULTATION ATTACHED? N0 ves LD IF YES, GIVE NAME OF PHYSICIAN WHO REQUESTED THE CONSULTATION
WAS THE CONSULTATION REQUESTED TO OBTAIN A SECOND SURGICAL OPINION? NO O vesQ

WAS SURGERY RECOMMENDED? No vesU

14. ARE BILLS FOR MATERNITY ATTACHED? NO | YES () IF YES, WHAT IS THE DATE OF THE LAST MENSTRUAL PERIOD? vo DAY YEAR
15. STATE THE DIAGNOSIS, SYMPTOMS, ILLNESS OR INJURY FOR THE EXPENSES CLAIMED Mo DAY  YEAR
GIVE DATE SYMPTOM(S) FIRST STARTED
HAS PATIENT HAD THESE SYMPTOMS/CONDITION ) DAY VEAR
2 N0 ves L iF vES, WHEN Mo DAY , YEAR
BEFORE? . GIVE DATE PHYSICIAN FIRST SEEN
16. LIST BELOW ONLY THOSE CHARGES BEING CLAIMED AND ATTACH ORIGINAL ITEMIZED BILLS FROM THE PROVIDER FOR THESE SERVICES
NAME(S) OF PROVIDER(S) DESCRIPTION(S) OF SERVICE(S) (F Mg’,’:f ;V&S,\'ISON £ FROM DATE TO DATE CHARGE
A. MO DAY  YEAR MO DAY YEAR |$
B. $
C. $
D. $
17.
TOTAL s
1 ]
18. THIS CLAIM FORM MUST BE SIGNED. AUTHORIZATION FOR ASSIGNMENT OF BENEFITS
IF NOT, IT WILL BE RETURNED. (SEE REVERSE)
benefits for th d ify that the above inf ) |, the undersigned, authorize CareFirst BlueChoice, Inc. to make
I request benefits for these expenses and certify that the above information payment for benefits due herein to

is correct and that the foregoing expenses were incurred for the above named
patient. | authorize any physician, nurse, hospital or other providers or sup-
pliers in possession of information concerning the patient to furnish such
information to CareFirst BlueChoice, Inc. upon request.

Name of Provider

Provider’s Tax or Social Security Number

Mo DAY YEAR
/ / Name of Provider
Subscriber Signature Date
. . . Provider’s Tax or Social Security Number
Any person who knowingly or willfully presents a false or fraudulent claim for Mo DAY  YEAR
payment of a loss or benefit or who knowingly or willfully presents false infor- I
mation in an application for insurance is guilty of a crime and may be subject Subscriber Signature Date

to fines and confinement in prison.

CareFirst BlueChoice, Inc. is an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association. ®~ Registered trademark of CareFirst of Maryland, Inc.
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INSTRUCTIONS

THIS FORM IS TO BE USED TO SUBMIT A CLAIM FOR SERVICES RENDERED UNDER YOUR CAREFIRST
BLUECHOICE, INC. HEALTH PLAN. THE BLUECHOICE PROVIDER IS RESPONSIBLE FOR SUBMITTING
CLAIMS FOR IN-NETWORK SERVICES. TO AVOID HAVING YOUR CLAIM RETURNED:

v PREPARE A SEPARATE CLAIM FORM FOR EACH FAMILY MEMBER.

v COMPLETE ALL OF THE INFORMATION REQUESTED IN ITEMS 1 THRU 18.

v IF YOU PREFER THAT BENEFITS BE PAID TO THE PROVIDER OF SERVICE BE SURE
TO COMPLETE THE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS ON THE FRONT.
CAREFIRST BLUECHOICE, INC. RESERVES THE RIGHT TO MAKE PAYMENT DIRECTLY TO THE

SUBSCRIBER AND TO REFUSE TO HONOR THE ASSIGNMENT OF ANY CLAIM TO ANY
PERSON OR PARTY.

EACH PROVIDER'S ORIGINAL ITEMIZED BILL MUST BE ATTACHED AND CONTAIN:

v THE LETTERHEAD INDICATING THE v THE DATE FOR EACH INDIVIDUAL
NAME AND ADDRESS OF THE SERVICE (A RANGE OF DATES
PERSON OR ORGANIZATION CANNOT BE ACCEPTED)

PROVIDING THE SERVICE
v THE CHARGE FOR EACH INDIVIDUAL

v THE NAME OF THE PATIENT SERVICE
RECEIVING THE SERVICE v A DESCRIPTION OF EACH SERVICE

ON EACH BILL, PLEASE CROSS OUT ANY CHARGES THAT WERE INCLUDED ON A PREVIOUS CLAIM. PERSONAL ITEMIZATIONS, CASH
REGISTER RECEIPTS, CREDIT CARD RECEIPTS AND CANCELLED CHECKS ARE NOT ACCEPTABLE. ITEMIZED BILLS CANNOT BE RE-
TURNED.

IN ADDITION TO THE ABOVE REQUIREMENTS, THE FOLLOWING INFORMATION WILL BE NEEDED:

ACCIDENTAL INJURY - STATEMENTS MUST CONTAIN DETAILS AS TO WHEN, WHERE AND THE MANNER IN WHICH THE INJURY OCCURRED,
AS WELL AS THE NAME AND ADDRESS OF THE PARTY AT FAULT.

PRESCRIPTION DRUGS - BILLS MUST INCLUDE THE PRESCRIPTION NUMBER, THE NAME OF THE DRUG AND THE NAME OF THE PHYSICIAN
PRESCRIBING THE MEDICATION.

PRIVATE DUTY NURSING - BILLS MUST INCLUDE THE SHIFT WORKED, THE CHARGE PER HOUR, THE NUMBER OF HOURS WORKED,

THE NURSE'S PROFESSIONAL STATUS, PROFESSIONAL LICENSE NUMBER AND FAMILY RELATIONSHIP TO THE PATIENT, IF ANY. A STATEMENT FROM
THE ATTENDING PHYSICIAN MUST ACCOMPANY THE CLAIM. THE STATEMENT SHOULD EXPLAIN THE MEDICAL NECESSITY OF THE

SERVICE AND THE AUTHORIZATION FORIT.

PROSTHETIC APPLIANCES AND THE RENTAL OR PURCHASE OF DURABLE MEDICAL EQUIPMENT - A STATEMENT FROM THE ATTENDING
PHYSICIAN MUST ACCOMPANY THE CLAIM. THE STATEMENT SHOULD EXPLAIN THE MEDICAL NECESSITY OF THE EQUIPMENT AND THE
PHYSICIAN'S AUTHORIZATION FORIIT.

PSYCHOTHERAPY - BILLS MUST INCLUDE THE LENGTH OF THE SESSION, THE TYPE OF SESSION AND THE PROVIDER'S PROFESSIONAL STATUS.
IF THE PROVIDER IS OTHER THAN A MEDICAL DOCTOR, THE PROVIDER'S PROFESSIONAL LICENSE NUMBER MUST ALSO BE GIVEN.

FOR PATIENTS COVERED BY ANOTHER INSURANCE CARRIER OR MEDICARE - IF THE PATIENT IS CLAIMING BENEFITS FOR ANY CHARGES THAT
ARE ELIGIBLE FOR BENEFITS UNDER ANY OTHER HEALTH INSURANCE POLICY OR MEDICARE PART A AND/OR PART B, THE EXPLANATION OF
BENEFITS FORM FURNISHED BY THE OTHER CARRIER PERTAINING TO THESE CHARGES MUST BE INCLUDED WITH THE ITEMIZED BILLS. A
CLEAR PHOTOCOPY OF THE OTHER CARRIER'S EXPLANATION OF BENEFITS FORM IS ACCEPTABLE IN PLACE OF THE ORIGINAL DOCUMENT.

BEFORE SUBMITTING YOUR CLAIM, PLEASE BE SURE THAT: THE CLAIM FORM AND ALL RELATED
1. THE CLAIM FORM IS FULLY COMPLETED AND SIGNED. MATERIALS SHOULD BE SUBMITTED TO:
2. THE ITEMIZED BILLS ARE ATTACHED. CAREFIRST BLUECHOICE, INC.
3. YOU HAVE KEPT COPIES OF EACH DOCUMENT AND MAIL ADMINISTRATOR

BILL FOR YOUR PERSONAL RECORDS P.0. BOX 14116

LEXINGTON, KY 40512-4116

TF1-19211F (2/18)



Notice of Nondiscrimination and
Availability of Language Assistance Services

(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them
differently because of race, color, national origin, age, disability or sex.

CareFirst:

Provides free aid and services to people with disabilities to communicate effectively with us, such as:
Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 CareFirst Civil Rights
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is
available to help you.

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights

Mailing Address P.O. Box 8894
Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com
Telephone Number 410-528-7820
Fax Number 410-505-2011

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.gov/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, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc.,
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and

Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.



Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

A77¢5 (Amharic) 9100.9:- 2V T30+ AA 0vL7 147 avl% LHA: @O Y1-1807F 04+ ALXTLFO- 000 16T
AF% AATLTN ATHUT @47 PG+ ALH S FAN: &7 028 2997 T+ AG PATP9° D& P NETEP WM P99 T+ ooV AAP =
A0A NP hevd@¢p 0CeP (NHECA AL OLTMPAD: PAADN RTC aPLMA L FAN: AQA NAPT L£919° @L (dh &TC

855-258-6518 Lo-A®- 07 A9 5R'r AONLTICE &40 119157 ap P AANP:: W18 ONLA aPA0 LATP: PTLLATFT £
Pam-¢: NH.LPI® NHCATL IC £I1G5 (s

Edé Yoruba (Yoruba) Itétiléko: Akiyeési yii ni iwifun nipa is¢ adojtofo re. O le ni awon déeti patd o si le ni lti
gbé igbése ni awon 0jo gbédéke kan. O ni ¢tg lati gba iwifan yii ati iranlowd ni édeé re 16féé. Awon omo-egbé
gbddo pe nomba foonu t6 wa 1éyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si dir6 nipas¢ ijiroro
titi a 6 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so éde ti o fé a 6 si so ¢ po mo ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thdng béo nay chira thong tin vé pham vi bao hiém cua quy vi. Théng bao c6 thé
chira nhitng ngay quan trong va quy vi cin hanh dong trede mot s6 thai han nhat dinh. Quy vi c6 quyén nhan
duoc thdng tin nay va hd trg bang ngdn ngit cua quy vi hoan toan mién phi. Cac thanh vién nén goi s6 dién thoai
& mat sau caa thé nhan dang. T4t ca nhitng nguoi khac cd thé goi s6 855-258-6518 va chd hét cude ddi thoai cho
dén khi dugc nhac nhan phim 0. Khi mot tong dai vién tra 10i, hdy néu rd ngdn ngir quy vi can va quy vi sé dugc
két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atensyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espafiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accion antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacién y asistencia en su idioma sin ningn costo. Los asegurados deben llamar al
namero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden Ilamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar 0. Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pyccruii (Russian) Baumanue! Hacrosiiee yBeJoMIIeHUE COJIEPKUT HHOOPMAIIHIO O BallleM CTPaXOBOM
oOecriedeHun. B HeM MOTYT yKa3bIBaThCsl BaXKHBIE JaThl, H OT BAC MOXKET MOTPEOOBATHCS BHIITOIHUTH HEKOTOPEIE
JeWCTBUS IO OIIPENIeNICHHOro CpoKa. Bel nmeere npaBo OecryiaTHO MOTYYHTh HACTOSIINE CBEJCHUS U
COIYTCTBYIOIIYIO TIOMOIIb HA YI0OHOM BaM sI3bIKE. Y HaCTHUKAM CIIeyeT oOpamaTscs o Homepy Tesedona,
YKa3aHHOMY Ha THUIBHOW CTOpOHE MIeHTH(HUKAIIMOHHOM KapThl. Bee nmpoure aboHEHTHI MOTYT 3BOHUTH 110
HoMepy 855-258-6518 u oxuaTh, MOKa B rOJIOCOBOM MEHIO He OyJeT mpeuioxkeHo Haxats uupy «0». [lpu
OTBETE areHTa yKaKUTE JKEIaeMbIi SI3bIK OOIIEHHS, U BaC CBSKYT C IIEPEBOIIUKOM.



fe=gt (Hindi) €211 &: 38 Gl 7 3TTh! SiAT Thartol & aR # STy & 1S § | 81 Wehell & Toh SHH AT
TAfIaT T 3eor@ &1 3R 39 forw fFaT A TaT-HTAT & HIaR e FAT ST 81| TR Tg SATARRT
AR G TERIAT 39T HT9T H fo¥:3[eeh TTel T ITAFR | Tl & 379 TgaT=l I o G fqw 10 et
ST 9T hiel heAT AT | 37T T3 9T 855-258-6518 UX ahiel oY Tehd & 3R S deh 0 &aTeY & [T o gl
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Bdsio-wugu (Bassa) To Puii Cao! B nia ke ba nyo bé ké m gbo kpa b6 ni flia-fiia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé th ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé th ké b nia ke ke gbo-
kpa-kpa m miee dyé dé ni bidi-wudu mi b¢ m ké se widi do pée. Kpood nys bé me da fliin-ndba nia dé waa
[.D. kdad dein nye. Nyo t3) séin me da ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& bé m ké
n>ba mda 0 kee dyi padain hwe. J jii ké nys do dyi t g3 jiiin, po wudu m m3 poe dyie, ké nys do mu 66 niin
b€ o ké ni wudud mu za.

Fra7 (Bengali) T FFA: A2 (AIH0T AT [ FOIES T O%F TQ@@ | 97 JE ST SN AF© MF

A fIE ST FE& AP TG e 2@ TMF| fKa7 480 9o SR 92 0% MeIF AR J2Te! T8IF
SIS AN A= | @A O AT TAF PFRE ATFT TIEF FeT FA® ST | AT 855-258-6518 TG
71 B 0 B0 1 I TS SACHHT FA© A | FHT (FIEA] A6 SOF (N O S=TATH (NS ST 1 Tl
AFR AT (ST NET TG F 2J|
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Igbo (Igbo) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. O nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta ozi na enyemaka a n’asusu gi na
akwughi ugwo o bula. Ndi otu kwesiri ikpo akara ekwenti di n’azu nke kaadi njirimara ha. Ndi ¢zo niile nwere
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu i choro, a ga-ejiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthalt Informationen tber lhren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie missen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, diese Informationen und weitere Unterstiitzung kostenlos in lhrer Sprache zu erhalten. Als Mitglied
verwenden Sie bitte die auf der Riickseite Ihrer Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbeiter die gewiinschte Sprache an, damit er Sie mit einem Dolmetscher verbinden kann.

Francais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer et il se peut que vous deviez entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de I'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a I'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, aprés avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interpreéte.
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Diné Bizaad (Navajo) Ge’: Dii bee it hane’igii bii” dahdld bee éédahdzin béeso ach’aah naanil
nik’ist’i’igii ba. Bii’ dahold¢ doo iiyisii yoolkaaligii d6d t'aadoo le’é ddadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi &jiil’{jjh. Bee na ahddt’i’ dii bee it hane’ d66

nikd’adoowot t'aa ninizaad bee t’aa jiik’é. Atah danilinigii béésh bee hane’é bee wétta’igii
nitfizgo bee nee hodolzinigii bikéédéé’ bikaa’ bich’j” hodoonihji’. Aad66 naanata’ éi kojj’
dahddoolnih 855-258-6518 d46 vyii diitts’jjt yatti’igii t’'aa niléijj 44ddo éi bikéé’dédé naasbaas
bit adidiilchit. Akd’anidaalwd’igii neidiitddgo, saad bee yanitt'i‘igii yii diikit d66 ata’ halne’é
I3 nika’adoolwot.
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