
SUBSCRIBER SUBMITTED

YOU MAY NOT NEED TO FILE THIS CLAIM FORM. ASK THE PROVIDER OR HOSPITAL TO BILL THEIR LOCAL BLUE CROSS
AND BLUE SHIELD PLAN DIRECTLY.
MEDICARE: YOU MAY NOT NEED TO FILE THIS CLAIM FORM. ASK THE PROVIDER OR HOSPITAL IF THEY HAVE BILLED
MEDICARE OR BLUE CROSS AND BLUE SHIELD DIRECTLY OR IF THE PROVIDER ACCEPTED MEDICARE ASSIGNMENT FOR
THESE SERVICES.

INSTRUCTIONS (Please turn over for examples)
1. Please print or type a separate form for each patient.
2. Attach to each form an itemized statement, bill or receipt which includes: provider's name and address, primary enrollee's contract number, full name

of patient, date and description of each service, diagnosis/nature of illness, and amount charged. If you paid for service, please attach a copy of your
receipt or cancelled check. Also attach copies of any relevant Explanation of Benefit forms or check vouchers (if you have Medicare, attach the
Explanation of Medicare Benefits or Medicare voucher.)

3. Save copies of all items you submit. All materials submitted will be kept for our files. (Please submit the original claim form, not the copy.)
4. Send to the appropriate address shown on the back of this form.

1. SUBSCRIBER LAST NAME 2. FIRST NAME

3. STREET ADDRESS CITY

12a. POLICY NUMBER

PREFIX

CERTIFICATION STATEMENT
I certify that the above information is true, the attached material is correct and unaltered, and that the expenses were incurred by the above named
patient. I understand all material submitted becomes the property of Blue Cross and Blue shield and may not be returned. I realize false receipts or
fraudulent alterations of these materials may result in civil or criminal prosecution. I authorize the release of any information necessary to process
or review this claim.

4. CONTRACT NUMBER 5.GROUP NUMBER
THIS INFORMATION APPEARS
ON YOUR ID CARD �

6. PATIENT LAST NAME FIRST NAME MO DAY YEAR
DATE OF

BIRTH

7. IS PATIENT ENROLLED
WITH MEDICARE?

YES NO

8. MEDICARE H.I.B. NUMBER 9. IS PATIENT COVERED BY OTHER
HEALTH INSURANCE?

12. NAME OF POLICY HOLDER

BCBS USE ONLY

(If you received partial payment from another company, please attach a copy of their check voucher or Explanation of Benefits form.)

YES NO

13. POLICY HOLDER'S DATE OF BIRTH

STATE ZIP CODE

14. Relationship to
Primary Enrollee

Self

Spouse

Dependent

15. Sex

Female

Male

16. Were Injuries
or Illness related
to patient's
employment?

17. Were Injuries
the result of an
auto accident?

18. Date of accident

MO.

10. NAME OF OTHER INSURANCE CARRIER

ZIP CODE11. CITY

STATE

DAY
Yes

No

YR.
Yes

No

19. If patient was hospitalized, give dates below.

Date of Admission Date of Discharge

20. PROVIDER'S NAME

22. CITY

MO. DAY YR. MO. DAY YR.

21. STREET ADDRESS

TAX I.D. (FOR PROVIDER USE ONLY)ZIP CODE

STATE

CLAIM NUMBER (FOR BCBSM USE ONLY)
SUBSCRIBER'S SIGNATURE

DATE TELEPHONE NUMBER

Blue Cross Blue Shield of Michigan is a nonprofit corporation and independent licensee of the Blue Cross and Blue Shield Association.
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