
AmeriCorps Medical Benefits - Claim Instructions 
An, per5.n :.I? r l : ~  r q  , anc u tn  rtenl to .I *re oela-o ~ o ~ e  .e any ns~3ncecomxny ot o*er peMn hresanapplcaton tor lnsLranceor slalemcn!oI cammna<n iqar,  
miscra , lase r o r n n  91 or concea s tor tne c.wsc ot m s rao ng nlormat Jn mncenl I I ~  dny la,:! matona mneto axnllrn is a l r a d ~  en1 ns raxe  an. M c n  s a cnme am r c e m  sbcr . ~ 

I oerson to criminal and civil oenalties. I 
Aient 3n Ar*.ansas. -?.as.ana an0 West V rg n,a Res oeits An) prson u?o *.nohn$y presentsa ta se or lram~lenl dam lor paymenlot a QSS or beneln or k m n g l y  presents lalse 
nac rm31 on n an app cat 3n 131 ns-nnce is g. 3 01 a cnme ana ru, 9 slberl to I ies arc con1 nenmt n pnson. 
Alttr: 3 Ca 10- a Res o m s  Fcr ,o-r ?roiector Cat'om a a:. req. res i re lo on ng to appear oi:n s lorn Any penon WM hnou ngty presents a lalse or 1ra.oulent ua m lor the 
pa,mcitol a oss 3 9. 1,o.a cnmeano ma) b; s.oecl lo Ircs 3mconl rlcltlent in slate:1rs31, 
Attei! on Co c'ao3 Pes oenis ! s ~n at!. I: N ~ A  i g  1 prc. a? lase nrcm? ale cr m sem r g  tans o* nlonalon lo an nsumnce company lor the p ~ q n s e  01 delradlnq or anernpnnq m 

I defraud the comnanv. Penalties mav include im~risonment, fines. denial of insurance, and civil damaues. Anv insurance mmoanv or auent of an insurance c o m n v  who k&ralvoro~& I 

I 
. . . - . , -. . 

la re  rccmoete ormseaolng lackor ~lcrmalon lo 3 p ' ~  c,r?oer 21 ca man1 lo' Ine p.n?se ol c$n.onq oranemp'ng toaefraua .new~cyhooeror da man1 win regardtoa senlernem 
ora~aro  pa,aoefmm ns-rance pmeeos 5ra oe rewnto 1~1112 Cooracoo .,son oi ns-rance f,nr n tnauepament o1 reg* atoryaqonces I 

I Attention ~ i o r ~ d a  Residents: Any person who knowinulv and with intent to iniure, defraud, or deceive anv insurer, tiles a statement of claim oranawlicalbn containim anvfalse, i m d e l e  I . . " . 
I or misleadina inlormation IS ouilhr bf  a felonv 01 the thirddwree. I ,~ ~ ~ <~~ 

to injure, defraud or deceive any insurance company or other person submitsan enmnmenl form for insurance or 
forthe pumse 01 misleadina, information wncemina any fact material thereto rnav have vlolated state law. I 

I 
- . 

Anenl on r(entrny P s  oints: An, peMn noo 61% ng , arw ,. 17 nte?t tooelrawo an, inr~,aice&mpa~ or oher person f'esan 2p2 :atv~for ns~rance or statementot calm 
conla~nng any ma'ena . h se nlormalon ofmnceas 1.1 In2 p.1~7se 3t m seaclig nlormalcncorem 1 3  an, Ian matena ne.el9 mrnl.1~2 tra.3. en1 ns,rance a:l, wnch sa crime I 

I and mavsubiecl such person to criminal and civ~l penaities. I 

I 
Atlent dn ~ a n e a n o  Trnncsm R.ls cents. . s a cnme lo m u ,  9, pminu?la se mmmpete or rn seaong mformatfon loan ns.rance wmpani lor tie pLn3se of oeln~ongthe 
company. Penales may l l c l~oe iwnsonrnent, hnesor aena 01 .rsLmce @cnof~ts 
Anentlon Marvlano Rworn ts  Any m:son *no *.nwnq / a m  .. I:. o.esents a la se or l r a ~ d ~  en1 ca m for pa,men 01 a oss or oenebt or !.no <no: nc i an2 a .I. i presents false I -. . . 

a crime and may besubiect to fines and confinement in 
includes any lalse or misleading information on an application for an insurance policy or knowingly files a statement of claim containing I 

I anv false or msleadmm informah0n ~sublect to c n m ~ l  and m i  penalt~es I 

I A'ten. on ~ o n h ~ a r i f n a  I h d e n l s  Anypenon WM k r w n g  y arc r ' h  intent lo n i re delta~ooroece .can/ n~~rance cornpan, 3romerpets31 I esan app cat on lo, ns,raweor 
swemmt of clam conlamlng any maleml y false nlormam of concea s lor me pLlpose oi m e a d  ng ,+ormaron concem ng any fact matena tneretc :omm 15 a 1n.o. c n  ns.ranLe a? I 

I which mav be a crime and subiectssuch person to criminal and civil penabes I 
Attent~on Ohlo and ~enns~lvania ~esidents: AnypeMn who kkwingly and with intent to defraud any insurance company or other pemn flies an application for insurance or statement of I . " . :  
cla~m contalnlng any matenally lalse information or conceal?., lor h e  pulp3se of misleading, information mnceming any tact material thereto commas a lraudulent insurance act, which is a I 
crime and subjecls such person to criminal and civi pe~ l l i es  
Anention Blahoma Residents: WARNING: Any p e m  who lawwingly, ami wilh mtent to injure, defraud or deceive any insurer, makes any claim lor the proceeds of an insurance policy 
containing any faise, incomplete w misleading i&rnahon ks guiltyofa lhny .  
Attention Oregon Residents: Any person who wilh intent to injure, defraud or deceive any inwmnce mmpany or other pewn  submii an enrollment form for insurance or statemenl ol 
claim containino anv materiallv false information or mnceals for the o u m  of mdeadim. inlormaton mncemim anvlan material thereto mav have vlolated slate law. 
Attention ~ue;to dico ~esidents: Any person who lmowingly and'wtk the intention lo &fraud includes lalse inionrilion in an applicalion for hsurance or file, assist or abet in the filing of a 
fraudulent claim to obtain paymentofa loss orather benefit, or files more than one daim for the same &or damage, commits a lelony and if lound gullty shall be punished for each violation 
with a line of no less than flve thousand dollars ($5,C00), not to exceed len thousand dollars (S1O.W): or hnprisoned lor a fixed term of three (3) yean, or both. If aggravaling circumstances 
exist, the lixed jail t e n  may be increased to a madmum oifive (5) years; and if miligaling circumstances are present, the jail term may be reduced to a minimum of two (2) years. 
Attention Vermont Residents: Any person who knoinnngly and wlm intent to injure, defraud or deceive any insurance company orother person files an application lor insurance or statement 
of claim containino anv materiallv false information or conceals, for the oumose 01 misleadm. informallon concemina anvfau material thereto cammils a lmudulent imurance act. which mav 

I 
. . .. . 

oe a cnme ?no ma/ s.ol;cl s:ro persar locnm.na anoc , pcra I'C? 
Atrent on V8rq n a Res d ~ n l s  All, p?rson nnc nnor rq , a10 8, tr n!ent to nlure, delrauo 01 oeceve any msurance mrrpanyor other pem files an applzahon lor msunnce or slatmen1 ' 1 

1 of claim contaTnino anv materiallv false informalion or coiceals, for the numose 01 misleadina. i n f o m ~ ~ m m i m  anvladmatenal thereto mrnmits a fraudulent act. which isa crime and I , , w - .  
subjects such pe&n to cnmlnal and clvll penalties. I Attention Washington iesldents: It :a crime to knowingly provide false, incomplete, ormisleadinq inlormalion to an insurance campany forhe pum ofdefraudiithe company. I I Danatesiw NC mpnsonmer tnes. atlo ow a cl ns,aice oenelts I 

hOTE hCON4ETE C A  N FOZVSVI ._ 2E REI-q\ED TO \ 0, FOR N SS hG INCWhIAT M Tn SW LL DELAY THE PROCESSlffi OFMECLAIM. F a l  FASTER, EASIER 
S-OM SS Oh O7C.A NS TrE PiiOb 3ER M A Y  CCMTACT 'nE AET~ACLA M PROCESS hG CATER FOR h F O W T O h  PEGARDIW ELECTFCNF CLAIMSUBMlSSOhS. 
TOTHE MEMBER 

1. Comolete blocks 1-16 in full 
2. comb ere o~ccks 17-18 on ) t otner meotca co! erage ens13 
3. Be cenaln rc sgn !he 2.mor zalon lo reease nlormalon n o  oc*. 19,. 
4. 11 you wish to have your benefits lor this claim paid directly to your physician or supplier, sign block (20). 
5. If you have submitted a request lor benefits to another plan, including Medicare, atach a copy of the bills you submined to the other plan and the eqlanation of benefits you 

received from the other plan. 
6 Altach temtzeo o s or as*. y3ur neallr care pro! oer tc complete tl-e app tcaole sect on on me re iPw soe Tne b s mLst IIIC .de 

- patient s name . con0 1801 oe i q  lreateo - t i p i  of sen ?e s renoered 
- datelsl of sewicels) - relationshin toem~lovee . . 
I1 tnls tn'lormat~on is mfsslnq, wnte II on me 21 ano sgr;o.r name' 

7. I1 p r ~ c n p t o n  O R ~ S  are covered under your p ar, s.omt rece p s  or a Prescr ption Dr.q Recoro lor11 Rcce rt must ccnla n . . 
- drug name - - purchase date - prescription number - pharmacy nameladdress 
- dose perlday - nature 01 illness or injury - quantity 
- charge - strength - physician's name 
This information can be copied lmm the prescription bonle or box. 

8. Retain copies of your bills lor your record. 
9. Send the comoleted benelils reauest and the bills to: SRC. an Aema Comoanv Fax to: 1-859-455-8650 

~ t t n : ~ l a i m  ~ e ~ a r t n i e n i  Phone: 1-888-i72-9682 
PO Box 14079 
Lexington. KY 40512-4079 

TOTHE PHYSICIAN OR SUPPLIER 
1. Complete items 21-40 in lull. 
2. If the employee indicates that benefits should be paid directly lo the physician or supplier, then these benelib will be sent directly to you with an informalion copy ofthe 

transactions lo the member. 
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AmeriCorps 
'Aem8 Medical Benefits Request 

Mail to: SRC, an Aetna Company 
Attn: Ciaim Department 
PO Box 14079 
Lexinaton. KY 40512.4079 
Fax to: 1854455-8650 

I I 
6. Member's Address (include zip code) Address is new 17. Member's DaytimeTelephone Number 

3. Member's Aetna ID Number 4. Member's Name 

( 

ko. a;e aurhorzeo to pro, 'Ie Aeha Lde ns.ralce Clmpany or one of n aP faled wmpanes .Aeha.]. ana an, ~noependen+clatm aom~nslrators and cons~rng nea In pmtess lo~k  
ano ur zaton reven. organzalom w4n *horn Aetna nas mnuaclw. ilorm>!~cn wnccmng nea In care alvce, uealmeir or s~ooles prov3ed me pat e n  (nc Jfl~n" mat re'al 'g to 
mema ileis andor AIDS Ah.'. I Th s lnlormal on oe .sw toeta .ate csa m j  tor bene!rs Acmd ma/provoe s e  enlp o,er lamed ab0.e A in an: oenelflcalc~ alon   red n 

5. Membets Birthdate 

8. Patient's Name 

- - 

payment of this clalm for the purpose of reviewing the experience and operation of the policy or wntract. This authorlzahon is valid for the t e n  of !he policy or contract under whlch a 
clalm has been submitted. I know that I have a riaht to receive a c o ~ v  ot mis authorization uDon reauest and aaree thata DhMoaraDhic cow of Mis authorization is as valid as the orlainal. I I 

9. Patient's Aeha ID Number 

12. Patienls Address (if diierent from member) 

. . . - .  . . 
Patienls or Authorized Person's Sgnature Date 

20. 1 authorize payment of medical benefits10 the phys~cian orsupplier of service. 

Palenrs or Armor~/eo Pemns S ynat~re D a t  

TO BE COMVL-TED BY P- 15 C A h  C a SJPPLIER 

71 Lalqot rcs, ' r : r s , i>?c~  w ,f, 77 i)are I rscor  3 ,  re.> 10, t o r n  s ~ c . 1 2  ton 123. t pal.cr I na j  nao s m ar IIIICS~ 01 n."? 174. Itan emerjenc, ciech here 

) 

13. Patient's Gender 
q Male Female 

I (accident) or pregnancy (LMP) I I g'vedates I emergency I 

10. Patien* Birthdate 

14. Patient's Marital Slatus 
q Married Single 

15. IS claim related to an accident? 

No Yes If Yes, date- time O a m  O P ~  

11. Patienls Relationship to Employee 
q Self Child 

16. $claim reiated to AmeriCorps duties? 
No Yes 

31. Diagnos~s or nature of illness or injury (please ~ndicate primary and secondary) 

1. 

25. Date patient able to return to work 

17. Are any family members' expenses covered by another group health plan, group pre-payment 
plan (Blue Cross- Blue Shield. etc.), no lault auto insurance, Medicare or any federal, state or 
local government plan? No Yes 

18. if Yes, list policy or contract holder, policy or contract number(s) and nameladdress of 
insurance company or administrator 

26. Date of total d'lsability 
irom through 

32. Procedures, Medical Services, Supplies Furnished 

19. Toall oroviders of health care: 

27. Date of parbal disability 
from through 

20 Name of referring physician (eg., Public Health Agency) 

Date of 
Service 

I I I I 
'Place of Servicecodes: tType of Service Codes: 
1 - (IH) -Inpatient Hospital 8 - (SNF) -Skilled Nursing Facility 1 - Medtcal Care 8.  Assistance at Surgev 
2 - (OH) -Outpatient Hospital 9 -  -Ambulance 2 -Surgery 9 -Other Medical Service 
3 - (0) - Onice Visit 0 -(OL) -Other Locatica 3 -Consultation 0 -Blood or Packed Red Cells 
4 - {HI  - Patient Home A - IILI - Indeoendent laboratow 4 - Diaonostic X-Rav A - Used DME 

29. For Services related to hospitalization give hospitalnation dates 
admitted discharged 

I I I 
35. Enter the taxpayer idenwing number to be used lor 1099 

repomng purposes. You are required under authority of 
law to fumkh your taxpayer identdying number. 

I I I I 

38. Physician's or Supplieh Signature 

5 -  ' - ' ~ a ~  Care Facility (PSY) B - ' .'&her ~edidal  Surgical ~aci1.6 5 - ~iainostic ~abo;atory M -Alternate Payment for Maintenance Diaipis 
6 - -Night Care Facility (PSY) C - (RTC) - Residential Treatment Center 6 -Radiation Therapy Y -Second Opinmn on Elective Surgery 
7 - (NH) -Nursing Home D - (STF) -Specialized Treatment Facility 7 -Anesthesia Z - Third Opinion on Elective Surgery 
"Please Use Current Procedural Terminology Codes For Surgery t tPtease Use ICDoACM For Discharge Diagnosis 

GC-15920 (3-09) 

30. Name &address of facility where seMces rendered (if omer than home or office) 

Place of 
Service' 

33. Physician's Name & Address (include zip code) 34. Telephone Number 

( ) 

I 

Procedure Code 
Identity'' 

36. Patient Account Number 

39. National Provider Identifier 

37. 
Total darge $ 
Amount paid $ 
Balancedue $ 

40. Date 

Description of Service 
Type of 
Sewice t Charges 

Daysor 
Units 

Diagnosis 
Code tt 

Administrative 
Use Only 


