For status of claim information, visit our website - www.bcbsks.com 1133 SW. Topeka Boulevard
To be completed by member. Be sure to attach itemized invoices Topeka, kansas 66629-0001
from provider and complete itemizations starting on page 3.

Bills will not be returned.

1. Member name

Last First MI
Group number Identification number
2. Home address
Street
City State ZIP Phone No.

[ Please check here if this is a change of address.
3. Was any treatment the result of ACCIDENTAL injury? (A Yes [dNo Ifyes, complete (a) and (b).

(a) Was this the result of a motor vehicle or mototreycle accident? [ Yes [ No Ifyes, please provide your agent’s name, address and

telephone number.
(b) If treatment to any patient was the result of an accident, give the name of the patient(s) and date(s) of accident.

, _ Type Name of Patient
Name of Patient Name of Accident
(Auto or Home) Month | Day | Year
Example John Fell off of bike Home 9 1 08
Was any illness work related? (d Yes [d No Ifyes, complete the following.
Name of Patient Name of Employer Employer Address

4. Is any patient covered under any other group health insurance plan or has coverage changed (due to divorce, etc.)?
dYes 1 No (If yes, complete the following.)
Policyholder’s name Policy number

Patient’s name

Insurance company

Address of company
City State ZIP

NOTE: Ifyour other insurance company has processed your claim, please attach their explanation of benefits to this claim form
in addition to any itemized bills you may have from the provider.

5. Is any patient entitled to benefits under Medicare hospital insurance (Part A)? dYes [dNo
Ifyes, effective date is / / ID# Name
MM DD YY
Is any patient entitled to benefits under Medicare medical insurance (Part B)? A Yes 1 No
Ifyes, effective date is / / ID# Name
MM DD YY

I certify the information on this form is correct and that I am claiming benefits only for charges incurred by the patient(s)
itemized on this form.

X

Signature of member Date

34-4 6/08 *An Independent Licensee of the Blue Cross and Blue Shield Association.



Instructions for completion of the “Summary of ltemized Bills”

In order to ensure fast and accurate
processing of your claim and help
hollr;l down ﬁeatlth care costs, pleas; Summary of Itemized Bills
make sure the itemization is complete You must itemize your expenses for each patient separately. All itemized bills must be attached. Completion of
and accurate. this section is a requirement for filing and will speed the processing of your claim.
See the llluStratlon' Accident/ME Identification Number Name of Patient Birth Date Relationship
Date (First) (M) (Last) MO/ DAY /YR | (Self, Spouse,
MO DAY YR Son,Daughter, Other)
1. List each patient separately: s ‘ 21 ‘03 651524123 |Swusan B Hadley | s-10-59| Spocse
. b
a. Patient’s full name
b. Month, day and year Ofblrth glt?‘rgf'ggsigyesrl:gfagén?:ep\tal, Pharmacy or gﬁfb‘éﬁg{é;ﬁ%ﬁz&i :\,l\‘a[t)ucjg)al Drug Code MO%):EEZ%YR Units Argrc‘):geof Diagnosis
c. Relationship of patient to Dr. James Soith | Thyreid Panel 005 booo | 7m e e
member. Teting For Thyreid
Dr. James Sprut Blood Culture §-19-0% £1.00 esting for Thyro
an %
. . . . e . Accidernt §-2-0% —19— Stepped on nail
2. Listall services individually in Dr. Mark Warner | Tetanus Shot §719-08 £10.00 | Stepped o n
service date order. Dr. Mark Warner f%"eg///o'}, $-19-0% 4500 | Sterped on niil
. i i ipti X-ray hand & ciden Shet hand i
a. Be speaﬁc with description of Dr. Mark Wearner ray h flecident fi5.00 | "
SCrvices. Accident 1-2-07 Shet hand in
. Dr. Mark tarrer st 1-§-08 #20.00
b. Be sure to include drug name, 2r. Mark tarne Offce Visi? door
\ de wupohy, . N .
theNDC # (National Drug Stanley 5 Kexall Drug 3%/;7;/’:}6@‘56,'35 0004570508716 | 12730-07 £149.490 | Pain in Back
g P 34 de wpply, . 3 q blood
Code), Days SuPPlY and Totnson's Prescription Center | %% Z0ml 524 | 00046-0421-60 | 12-30-07 430.50 ;{gﬁS o
Quantity of each prescription
drug listed.
3. Make sure the service date listed
is the actual date you received
treatment and not the billing date,
payment date, or receipt date.

4. List the specific diagnosis for each date of service.

5. Invoices or individual bills must be included for each service submitted. Itemized bills for prescriptions should include drug
name, National Drug Code (NDC#), quantity and days supply. (Cash register receipts, balances on accounts or cancelled
checks are not acceptable.)

6. List only those services for which you are requesting reimbursement.
7. If services are due to an accident, be sure to indicate the accident date and nature of accident beside each service involved.

8. Prompt filing of claims - Notice of your claim must be given to Blue Cross and Blue Shield of Kansas within one (1) year and
ninety (90) days of the date from which your services were received.

9. Special Instructions for Medicare patients - When the patient is covered under Medicare hospital insurance (Part A), the
“Notice of Health Insurance Utilization” form (or copy of the form) pertaining to charges you are now claiming, must be
enclosed with this claim form. When the patient is covered under Medicare medical insurance (Part B), the “Explanation of
Medicare Benefits” form (or copy of the form), pertaining to charges you are now claiming, must be enclosed with this form.

10. Send this completed form, together with itemized bills and supporting materials to:

Blue Cross and Blue Shield of Kansas
1133 S.W. Topeka Boulevard - Topeka, Kansas 66629-0001
(Additional claim forms can be obtained by contacting the Blue Cross and Blue Shield of Kansas office in your area.)
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this section is a requirement for filing and will speed the processing of your claim.

Summary of ltemized Bills

You must itemize your expenses for each patient separately. All itemized bills must be attached. Completion of

Accident/ME Identification Number Name of Patient Birth Date Relationship
Date (First) (M1) (Last) MO/DAY/YR | (Self, Spouse,
MO DAY YR Son,Daughter, Other)
Name of Physician, Hospital, Pharmacy or Description of Service, if National Drug Code Date of Units Amount of Diagnosis
other Provider of Service drug include name, days (NDC#) Service Charge
supply and quantity MO/DAY/YR
Accident/ME Identification Number Name of Patient Birth Date Relationship
Date (First) (M) (Last) MO/DAY/YR | (Self, Spouse,
MO DAY YR Son,Daughter, Other)
Name of Physician, Hospital, Pharmacy or Description of Service, if National Drug Code Date of Units Amount of Diagnosis
other Provider of Service drug include name, days (NDC#) Service Charge
supply and quantity MO/DAY/YR
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You must itemize your expenses for each patient separately. All itemized bills must be attached. Completion of

Summary of ltemized Bills

this section is a requirement for filing and will speed the processing of your claim.

Accident/ME Identification Number Name of Patient Birth Date Relationship
Date (First) (MI) (Last) MO/DAY/YR | (Self, Spouse,
MO DAY YR Son,Daughter, Other)
Name of Physician, Hospital, Pharmacy or Description of Service, if National Drug Code Date of Units Amount of Diagnosis
other Provider of Service drug include name, days (NDC#) Service Charge
supply and quantity MO/DAY/YR
Accident/ME Identification Number Name of Patient Birth Date Relationship
Date (First) (MI) (Last) MO/DAY/YR | (Self, Spouse,
MO DAY YR Son,Daughter, Other)
Name of Physician, Hospital, Pharmacy or Description of Service, if National Drug Code Date of Units Amount of Diagnosis
other Provider of Service drug include name, days (NDC#) Service Charge
supply and quantity MO/DAY/YR

Page 4




	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text1: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Check Box13: Off
	Check Box14: Off
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text34: 
	Text41: 
	Check Box15: Off
	Check Box16: Off
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text771: 
	Text781: 
	Text791: 
	Text801: 
	Text811: 
	Text821: 
	Text831: 
	Text841: 
	Text851: 
	Text861: 
	Text871: 
	Text881: 
	Text891: 
	Text901: 
	Text911: 
	Text921: 
	Text931: 
	Text941: 
	Text951: 
	Text961: 
	Text971: 
	Text981: 
	Text991: 
	Text1001: 
	Text1011: 
	Text1021: 
	Text1031: 
	Text1041: 
	Text1051: 
	Text1061: 
	Text1071: 
	Text1081: 
	Text1091: 
	Text1101: 
	Text1111: 
	Text1121: 
	Text1131: 
	Text1141: 
	Text1151: 
	Text1161: 
	Text1171: 
	Text1181: 
	Text1191: 
	Text1201: 
	Text1211: 
	Text1221: 
	Text1231: 
	Text1241: 
	Text1251: 
	Text1261: 
	Text1271: 
	Text1281: 
	Text1291: 
	Text1301: 
	Text1311: 
	Text1321: 
	Text1331: 
	Text1341: 
	Text1351: 
	Text1361: 
	Text1371: 
	Text1381: 
	Text1391: 
	Text11: 
	Text111111: 
	Text11234: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text11a: 
	Text111111a: 
	Text11234a: 
	Text61a: 
	Text62a: 
	Text63a: 
	Text64a: 
	Text65: 
	Text66: 
	Text67: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text66a: 
	Text67a: 
	Text140a: 
	Text141a: 
	Text142a: 
	Text143a: 
	Text65a: 
	Text65b: 
	Text66b: 
	Text67b: 
	Text140b: 
	Text141b: 
	Text142b: 
	Text143b: 
	Text66c: 
	Text67c: 
	Text140c: 
	Text141c: 
	Text142c: 
	Text143c: 
	Text65d: 
	Text140d: 
	Text141d: 
	Text142d: 
	Text143d: 
	Text65e: 
	Text66e: 
	Text67e: 
	Text140e: 
	Text141e: 
	Text142e: 
	Text143e: 
	Text66f: 
	Text67f: 
	Text140f: 
	Text141f: 
	Text142f: 
	Text143f: 
	Text65g: 
	Text66g: 
	Text67g: 
	Text140g: 
	Text141g: 
	Text142g: 
	Text143g: 
	Text65h: 
	Text66h: 
	Text67h: 
	Text140h: 
	Text141h: 
	Text143h: 
	Text65i: 
	Text66i: 
	Text67i: 
	Text140i: 
	Text141i: 
	Text142i: 
	Text143i: 
	Text65j: 
	Text66j: 
	Text67j: 
	Text140j: 
	Text141j: 
	Text142j: 
	Text143j: 
	Text65k: 
	Text66k: 
	Text67k: 
	Text140k: 
	Text141k: 
	Text142k: 
	Text65l: 
	Text66l: 
	Text67l: 
	Text140l: 
	Text141l: 
	Text142l: 
	Text143l: 
	Text65m: 
	Text66m: 
	Text67m: 
	Text140m: 
	Text141m: 
	Text65n: 
	Text67n: 
	Text140n: 
	Text141n: 
	Text142n: 
	Text143n: 
	Text65o: 
	Text66o: 
	Text67o: 
	Text140o: 
	Text141o: 
	Text142o: 
	Text143o: 
	Text65p: 
	Text66p: 
	Text67p: 
	Text140p: 
	Text141p: 
	Text142p: 
	Text143p: 
	Text65q: 
	Text66q: 
	Text67q: 
	Text140q: 
	Text141q: 
	Text142q: 
	Text143q: 
	Text143bala: 
	Text142bala: 
	Text66d: 
	Text67d: 
	Text142h: 
	Check Box1: Off
	Text65c: 
	Text65f: 
	Text66n: 
	Text143k: 


