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BlueCross BlueShield
REIMBURSEMENT CONSIDERATION FORM
Please Print
First Name Middle Name or Initial (if applicable) Last Name
Mailing Address Street Apt# City State Zip
Membership ID Number Group No. Date of Birth (Month,Day, Year) Sex

[1Male [JFemale

Describe conditions for which you are requesting benefits at this time:

Type of Injury or Illness Name of Provider Treating Condition Date of Service Amount
Month/ Day/ Year
A.
B.
Total

Were expenses due to an accidental injury? 1 No [1 Yes If Yes, Please complete.
A. Date of Accident / /

Month Day Year
B. Give a brief description of accident:

C. Has claim been filed or will claim be filed under any Worker's Compensation Act? [1 No [] Yes
D. Has claim been or will claim be filed against any other person liable for the injury? [1 No [] Yes

Other coverage: Do you have additional health insurance through employer or other group health insurance?

1 No [1 Yes If Yes, Please complete.

A. Insured's name Insurance Company's name

B. Employer's name

C. Policy or certificate number
Effective Date (Month,Day,Year) / / Cancel Date (Month,Day, Y ear) / /

D. Check type of health insurance: [] Hospital [ Medical/Surgical [ Major Medical [/Drug [ Vision [] Dental
1 Specify Others:

I certify that the information given by me in support of this reimbursement request is true and correct. Any person who
knowingly and with intent to defraud any insurance company or other person, files an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to
criminal and civil penalties. The signer hereby authorizes any insurer, employer, organization, or health care service
provider to release to the plan all information relation to past, present and future health care examinations or treatments
received by each person covered by this claim/application.

/ / ( )

Member's Signature Date Home Phone

M0021 70921 (11/2007) H2788_ABFrcf08 06/2008 (MCA1421)

Medi-CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. and First Care, Inc., and each is
an independent licensee of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association.
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Instructions for submitting a Medi-Care First PFFS Reimbursement Form

1.) Submit this form for bills that you have received for medical services or supplies for which you
have paid. Your Evidence of Coverage explains which expenses are covered.

2.) Fill out the reverse side. If you have any questions, please call the Member Service Department at
1-866-675-8636 Monday through Sunday between the hours of 8:00AM and 8:00PM. If you are a
TTY user, please call 1-800-988-0668.

3.) Always attach receipts for the bills you are submitting. Receipts should include:
A: your full name
B: name and address (on official bill) of the doctor, hospital, or other provider of service or supplies
C: type of service or supplies received. (for example: doctor visit, ambulance, etc.)
D: date each service or supply was provided
E: amount charged for each service or supply
4.) Double check- Have you completed each section on the reverse side and included all necessary receipts?

5.) You may want to copy this form and the attachments for your records. If so, please be sure to submit all
the originals.

6.) Mail the Reimbursement Form with the attached receipts to:
Medi-CareFirst BlueCross BlueShield
Member Service
c/o Operations Administration
P.O.Box 535185
Pittsburgh, PA 15253-5185

A Medicare Advantage Private Fee-for-Service plan works differently than a Medicare supplement plan. Your
doctor or hospital must agree to accept the plan’s terms and conditions prior to providing healthcare services to
you, with the exception of emergencies. If your doctor or hospital does not agree to accept our payment terms
and conditions, they may not provide healthcare services to you, except in emergencies. Providers can find the
plan’s terms and conditions on our website at: www.medi-carefirst.com
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