blue @ of california

SUBSCRIBER'S STATEMENT OF CLAIM

This form is to be used ONLY when the Provider of Service does not submit your daim directly to Blua Shield.

Check with the Provider to be sure no daim has been submitted.

Duplicate daims will not only be rejected but may delay payment of the original daim.

IMPORTANT INSTRUCTIONS

* WUSE A SEPARATE FORM FOR:
A. EACH MEMEER OF THE FAMILY
B. EACH DIFFERENT PROVIDER OF SERVICE
C. EACH ITEMIZED BILL

* PRINT OR TYPE

* FILL IN ALL ITEMS COMPLETELY
* SIGN YOUR MAME IN THE SPACE PROVIDED

Failure to comply with these instructions may
result im your claim being delayed or returned to

EXCEPTIONS

* PRIMARY MEDICARE COVERAGE —
A. Submit claim to Medicare first.
B. Complete Boxes 1 and 4 only.
C. Attach your Explamation of Medicare Benefits
form and a copy of itemized services to this
claim and send all to Blue Shield.

* FOREIGM CLAIMS —

Any services rendered outside of the United States
or its territories must include the US currency

Yo, exchange rate or value and the translation for all
billed services.
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SUBSCRIBER'S SIGNATURE

| certify that the foregoing information is accurate and complete, and authorize the release of any medical information necessary

to process this claim.

X

DATE:

SEND THIS CLAIM TO:

Blue Shield of California
PO Box 272540
Chico, CA 95927-2540




