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ABOUT THIS FORM

Dear PERSCare / PERS Choice Member:

Usually, all providers of health care will bill us directly for services to you and your enrolied dependents.
This is the preferred procedure—you are not bothered with claim forms, and we often need more details than are ordinarily provided on bills to

patients.

But sometimes a physician may not bill us. Or an ambulance company, for example, may send the bill directly to you. In either instance, we have

no way of knowing about your claim.

This is why this form was developed. Use it to notify us of any covered health service for which we have not already been bilted. You are urged to

send us each bill immediately upon receipt.

Please read the instructions about how to use this form. It is for your convenience.

We are happy to serve you.

HOW TO USE THIS FORM

+ Please complete a separate claim form for each patient.

* Attach original medical bills. We suggest that you keep copies for
your records.

« | you are enrolled in Medicare, attach a clear copy of the
Explanation of Benefits you receive from Medicare.

« If Blue Cross is not your prime carrier, please include an
Explanation of Benefits from your other carrier.

WHEN TO USE THIS FORM

» Each time you submit bills, inciuding those for ambulance services
and appliances not usually billed directly to Blue Cross.

« Do not use this form for bills which are being sent directly to Blue
Cross by the hospital, doctor, or laboratory.

BILLS MUST BE ITEMIZED

Cancelled check, cash register receipts and non-itemized “balance
due” statements cannot be processed. Each itemized bill must
include:

1. Name and address of provider {doctor, hospital, laboratory, or
ambulance service, etc.)

. Name of patient

. Date of service

. Amount charged for each service
. Diagnosis or reason for treatment
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Write your Group Number and your PERSCare
or PERS Choice ID Number on the face of each
bill.

THE FOLLOWING INFORMATION MUST ALSO BE
INCLUDED ON BILLS FOR THESE ITEMS:

REGISTERED AND LICENSED VOCATIONAL NURSES:
« Hours and dates of service
« Location of service (residence or name of hospital)

» Written documentation of physician’s referral (must include the
state license number, plan of treatment and estimated duration
of treatments)

PROSTHETIC DEVICES, APPLIANCES OR DURABLE MEDICAL
EQUIPMENT:

« Doctor’s orders or prescriptions
¢ Purchase price

AMBULANCE

¢ Pick-up and delivery points

» Number of miles

WHERE TO SEND COMPLETED CLAIM FORMS

Mail completed form plus itemized bills to:
Blue Cross of California

PO Box 4386

Woodland Hills, CA 91365-4386

CLAIM INFORMATION

Ciaims or benefit questions will be answered by calling
1-877-PERSPPO (1-877-737-7776).

For prescription drug reimbursement claim forms, please call
Merck-Medco Member Services at 1-800-316-9178.




