
InternationalClaimForm

C-14764(7/05)

Sendcompletedformto:
BlueShieldofCalifornia/BlueShieldofCaliforniaLife&HealthInsuranceCompany
InternationalClaims
P.O.Box272550
Chico,CA95927-2550USA

Pleaseseetheinstructionsonthereversesideofthisformbeforecompleting.Pleasetypeorprint.

1.MemberInformation–1A.Alphaprefix Identificationnumber (CopythisfromyourBlueShieldIDCard)
 |_|_|_ |_|_|_|_|_|_|_|_|_

1B.Patient’sname(First,MiddleInitial,Last) 1C.Patient’sdateofbirth
MM/DD/YY//

1D.Patient’sgender

❑Male❑Female

1E.Nameofsubscriber(First,MiddleInitial,Last) 1F.Subscriber’sdateofbirth
MM/DD/YY//

1G.Patient’srelationshiptosubscriber
❑Self❑Spouse❑Child❑DomesticPartner

Subscriber’scurrentmailingaddress(Street,City,StateandCountryorZIPCode)

2.OtherHealthInsurance–IsthepatientcoveredunderotherhealthinsuranceincludingMedicareAorB?❑Yes❑No
Ifyes,complete2Athrough2Kbelow.

2A.Nameandaddressofinsurancecompany

2B.Typeofcontract
❑Group❑Individual

2C.Effectivedate
MM/DD/YY//

2D.Terminationdate
MM/DD/YY//

2E.Policyoridentificationnumberofothercoverage

2F.TypeofCoverage
Medical:❑Yes❑No

2G.Nameofcontractholder 2H.Dateofbirth
MM/DD/YY//

2I.Employerofcontractholder 2J.Employmentstatus
❑Activeemployee❑Retiredemployee

2K.IfpatientiscoveredunderMedicare,completethefollowing:MedicarePartA:❑Yes❑NoMedicarePartB:❑Yes❑No
 Effectivedate________________ Effectivedate________________

3.Diagnosis–3A.Describeillness,injury,orsymptomsrequiringtreatment 3B.Waspatient’sconditionduetoawork-
relatedaccidentorcondition?❑Yes❑No

3C.Completeforcarerelatedtoaccidentalinjuries
Dateofaccident________________________Location:❑HomewhileresidingoutsidetheUnitedStates❑Auto❑Other____________________

Timeofaccident________________________Iftheaccidentwascausedbysomeoneelse,attachastatementdescribingtheaccident.

4.Charges–Pleaselistbelowthosechargesthatyouareclaimingforbenefits.Useaseparatelineforeachtypeofserviceor
providerandattachitemizedbillforallservicesclaimed.

4A.Typeofprovider 4B.Nameofprovider 4C.Descriptionofserviceorsupply 4D.Datesofserviceorpurchase 4E.Charges

___________________  ____________________  _________________________________  ___________________________  __________

___________________  ____________________  _________________________________  ___________________________  __________

___________________  ____________________  _________________________________  ___________________________  __________

___________________  ____________________  _________________________________  ___________________________  __________

___________________  ____________________  _________________________________  ___________________________  __________

5.Signature–IcertifytheaboveiscompleteandaccuratetothebestofmyknowledgeandthatIamclaimingbenefitsonlyforcharges
incurredbythepatientnamedabove.

Authorizationisherebygiventoanyproviderofservice,thatparticipatedinanywayinthepatient’scare,toreleasetoBlueShieldof
California,BlueShieldofCaliforniaLife&HealthInsuranceCompany,anditsbusinessassociatesinanycountryanymedicalorother
personalinformationthattheydeemnecessarytoprovideserviceoradjudicatethisclaim,recognizingthatapplicablelawconcerning
personalinformationmaydifferamongcountries.AuthorizationisalsogiventoBlueShieldofCalifornia,BlueShieldofCaliforniaLife&
HealthInsuranceCompany,anditsbusinessassociatesinanycountrytocollect,useorreleaseanymedicalorotherpersonalinformation
thattheydeemnecessarytoprovideserviceoradjudicateaclaim.

Signatureofsubscriberorpatient____________________________________________________________  Date__________________

6.AuthorizationforAssignmentofBenefits
I,theundersigned,authorizeandrequestBlueShieldofCaliforniaorBlueShieldofCaliforniaLife&HealthInsuranceCompanytomake
paymentforbenefitsduehereinto:

Signatureofsubscriberorpatient____________________________________________________________  Date__________________



GeneralInformation

BlueShieldofCalifornia/BlueShieldofCaliforniaLife&HealthInsuranceCompany’sInternationalClaimFormistobeusedto
submitinstitutionalandprofessionalclaimsforbenefitsforcoveredmedicalservicesreceivedoutsidetheUnitedStates,PuertoRicoandthe
U.S.VirginIslands.Forfilinginstructionsforotherclaimtypes(e.g.,dental,prescriptiondrugs,etc.),contactBlueShieldofCaliforniaor
BlueShieldofCaliforniaLife&HealthInsuranceCompany.

TheInternationalClaimFormmustbecompletedforeachpatientinfull,andaccompaniedbyfullyitemizedbills.Itisnotnecessaryforyou
toconvertcurrency.

Sinceanydocumentsyousubmitcannotbereturned,pleasebesuretokeepphotocopiesofallbillsandsupportingdocumentationforyour
personalrecords.

InternationalClaimFormInstructions

Pleasecompleteallitemsontheclaimform.Iftheinformationrequesteddoesnotapplytothepatient,indicateN/A(NotApplicable).Special
careshouldbetakenwhencompletingthefollowingitems:

2.OtherHealthInsurance

Ifthepatienthasotherhealthinsurancecoverage,pleasecompleteitemsAthroughKascompletelyaspossible.Itisespeciallyimportantto
indicatethenameandaddressoftheotherinsurancecompanyandthepolicyoridentificationnumberofthatcoverage,aswellasthename
andbirthdateofthepersonwhoholdsthatpolicy.

Inaddition,ifthepatienthasreceivedbenefitsfromanyotherhealthinsuranceplan,theExplanationofBenefitsFormfurnishedbytheother
insurancecompanypertainingtothesechargesmustbeincludedwiththeclaim.

Aclearphotocopyoftheotherinsurancecompany’sExplanationofBenefitsFormisacceptableinplaceoftheoriginaldocument.

4.Charges

Pleaselistherethebillsthatarebeingclaimed.Althoughtheoriginalitemizedbillsmustbesubmitted,yourlistingwillenableustoprocess
theclaimmorequicklyandaccurately.Ifadditionalspaceisneeded,pleaseuseaseparatesheetofpapertolistthefollowinginformation.

4A.NameandAddressofprovider–Asindicatedonthebill.Multiplebillsfromthesameprovidermaybeincludedonthesameline,as
longastheyareforthesametypeofservice.

4B.Typeofprovider–Forexample:hospital,nurse,physician,clinic,physicaltherapist,etc.

4C.Descriptionofserviceorsupply–Forexample:hospitaladmission,officex-ray,laboratorytest,surgery,etc.

4D.Dateofserviceorpurchase–Inclusivedatesmaybeindicatedforbillscontainingmultipledatesofservice
(i.e.,1/10/04–1/20/04).

4E.Charges:Indicatethetotalchargeforeachapplicableserviceorsupply.

5.Signature

TheInternationalClaimFormmustbesignedanddatedbythesubscriber,spouse,domesticpartnerorthepatient.Attachtheoriginal
itemizedbillsshowingaseparatechargeforeachservice.Ifthebillhasalreadybeenpaid,pleaseindicate.

ItemizedBillInformation
Eachprovider’soriginalitemizedbillmustbeattachedandmustcontain:

•Theletterheadindicatingthenameandaddressofthepersonororganizationprovidingtheservice

•Thefullnameofthepatientreceivingtheservice

•Thedateofeachservice

•Adescriptionofeachserviceorsupply

•Thechargeforeachserviceorsupply

Thiscompletedclaimform,togetherwithitemizedbillsandsupportingdocumentation,shouldbesubmittedto:
BlueShieldofCalifornia/BlueShieldofCaliforniaLife&HealthInsuranceCompany

InternationalClaims
P.O.Box272550

Chico,CA95927-2550USA

C-14764(7/05)


