Independence

Independence Administrators

SUBSCRIBER CLAIM FORM

This claim form must be completed using Black ink.

IDENTIFICATION NUMBER

GROUP NUMBER

N/A

COPY THE INFORMATION FROM YOUR

Independence Administrators MEMBER 1D CARD

SUBSCRIBER'S LAST NAME SUBSCRIBER'S FIRST NAME SUBSCRIBER'S BIRTHDATE
MO DAY YR
PATIENT'S LAST NAME PATIENT'S FIRST NAME PATIENT'S BIRTHDATE
MO DAY YR
PATIENT'S SEX PATIENT'S RELATIONSHIP TO SUBSCRIBER IS CONDITION JOB RELATED?
UNMARRIED
I:' MALE I:' FEMALE I:' SELF I:' SPOUSE I:' DEPENDENT I:' YES I:' NO
SUBSCRIBER’'S STREET ADDRESS CITY STATE ZIP CODE FOREIGN CLAIM?
YES |:| NO |:|
IS THIS SERVICE RELATED TO: MO. DAY YR. IF ILLNESS, DATE OF FIRST SYMPTOM
|:| |:| |:| |:| AUTO IF INJURY or ACCIDENT, DATE OF INJURY or ACCIDENT
ILLNESS INJURY MATERNITY ACCIDENT IF MATERNITY, DATE OF LAST MENSTRUAL PERIOD
ADMISSION DATE DISCHARGE DATE NAME OF ADMITTING PHYSICIAN [ NAME OF HOSPITAL
IF HOSPITALIZED: MO DAY YR. MO. DAY YR.
SYMPTOMS AND/OR DIAGNOSIS
NAME OF PROVIDER PROVIDERS ADDRESS

OTHER COVERAGE INFORMATION

For claims related to an injury or auto accident, please provide the name and address of the other carrier, if

YOU MUST INCLUDE A COPY

NAME OF INSURANCE COMPANY

ADDRESS

s the patient eligible for Medicare Part B?

applicable. OF YOUR EXPLANATION OF
IDENTIFICATION NUMBER GROUP NUMBER BENEFITS, ifyou have other health
care insurance as primary coverage,
have an auto or worked related injury,
NAME OF INSURANCE COMPANY or have Medicare benefits
ADDRESS
Does the patient have other insurance coverage? Yes [0 No [ Does the patient have Medicare Coverage:
Yes 0 No OO
IDENTIFICATION NUMBER GROUP NUMBER

MEDICARE NUMBER
Is the patient eligible for Medicare PartA? Yes [J No [J

Yes 0 No O

Signature:

| hereby certify that the statements provided by me are correct and acknowledge that | will refund to Independence Administrators duplicate payments to myself from
other sources because of coordination of benefits. | authorize the provider of services, named above, to release the information requested on this form to Independence

Administrators. A person who files a claim with the intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

Date:

Independence Administrators is an independent licensee of the Blue Cross and Blue Shield Association




IMPORTANT, PLEASEREADTHEFOLLOWING: Claims must be submitted with the time frame specified by your contract.
HOWTOSUBMITYOURCLAIM:

1.
2.
3.

Complete one Subscriber Claim Form for each patient and for each provider.
Answer all questions.
Attach a copy of the itemized bill and proof of payment. The bill should show:
= The patient full name
= The provider’'s name and address and Federal tax ID and National Provider Identifier (NPI)
= The diagnosis or the symptoms of iliness
= The date of service, place of service and type of service
= The charge for each service
= The procedure and diagnosis code(s) and description(s)
» Please be sure that a physician’s medical certification accompanies bills for purchase or rentalof medical
equipment
Attach a copy of your Explanation of Health Care Benefits, if you have other coverage as primary.

Sign and date the form (electronic signature is acceptable).

Scan the completed form and all attached documents and send via email to
memberclaims@ibxtpa.com (Recommended/Preferred)

or you can mail this form to:

Independence Administrators

clo Processing Center

P.O. Box 21974 « Eagan, MN 55121

You do not need to submit a claim form for prescription drug purchases made at network pharmacies. The
pharmacist will file the claim for you. If you purchase your prescription at a non-network pharmacy, you may still be
entitled to reimbursement or a portion of your prescription drug expenses by completing Section 3 of this claim
form. Be sure to include itemized receipts for each prescription. Remember to ask your pharmacist for the NDC
number of the drug you purchased, and record that number in Section 3 on the front of this form.

The form will not be accepted or processed if any of the above information is incorrect or missing. Once all information is

received and verified, the request may take up to 30 days to be finalized and paid.

NOTE: We cannot return the claim or documentation that you send. Please make copies for your personal files.


mailto:memberclaims@ibxtpa.com

Nondiscrimination Notice and Notice of Availability of Auxiliary Aids and Services

Independence Administrators complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Independence
Administrators does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Independence Administrators:
e Provides free aids and services to people with disabilities to communicate effectively with us
and written information in other formats, such as large print
e Provides free language services to people whose primary language is not English and
information written in other languages

If you need these services, contact our Civil Rights Coordinator.

If you believe that Independence Administrators has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with our Civil Rights Coordinator.

There are four ways to file a grievance directly with Independence Administrators:
¢ by mail: Independence Administrators,
ATTN: Civil Rights Coordinator, 1900 Market Street, Philadelphia, PA 19103;
e by phone: 888-356-7899 (TTY 711),
e by fax: 215-761-0920, or
e by email: IACivilRightsCoordinator@ibxtpa.com.

If you need help filing a grievance, our Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health
and Human Services, 200 Independence Avenue SW, Room 509F, HHH Building, Washington, DC
20201, 1-800-368-1019, 800- 537-7697 (TDD). Complaint forms are available at
http://lwww.hhs.gov/ocr/office/file/index.html.

Language Access Services

ATTENTION: If you speak English, language assistance services, free of charge, are available
to you. Call 1-844-864-4352 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 1-844-864-4352 (TTY: 711).

ER: WREMEHEAT S, SRR ISE S T BIIRS . 15EH 1-844-864-4352.

LUU Y: Néu quy vi noi tiéng Viét, cé dich vu tre' giip ngén ngl mién phi danh cho quy vi. Xin
goi sO 1-844-864-4352.


mailto:IACivilRightsCoordinator@ibxtpa.com
http://www.hhs.gov/ocr/office/file/index.html

BHUMAHMWE: Ecnu Bbl roBopuTe NO-pyccku, Bam npeanaratotca 6ecnnatHble yenyru
nepesoa4uka. [llossoHUTe no tenedoHy 1-844-864-4352.

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte
ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-844-864-
4352.

orel: 3to] & mm} 2 Q 3k B0 1-844-864-4352 O 2 A B}SIA A Q. B H]| A E
TRz o ¢ syt

ATTENZIONE: se parla italiano, sono disponibili per lei servizi di assistenza linguistica gratuiti.
Contatti il numero 1-844-864-4352.

1-844-864-4352 168l e Juail Ulaa el 3 3 5ia 4 galll 330 Lusall ek (8 4 jall Canati i€ 13) ol

ATTENTION: Si vous parlez frangais, des services d'assistance linguistique gratuits sont a
votre disposition. Appelez le 1-844-864-4352.

HINWEIS: Wenn Sie Deutsch sprechen, steht Ihnen tUber Language Assistance Services ein
Dolmetscher kostenlos zur Verfigung. Wahlen Sie 1-844-864-4352.

0000 000: D0 D00« 000000000 000000, 0000000 0000000 0000
DOO00, D000 @l 00, [T, 1-844-864-4352 (110 00 [,

UWAGA: jesli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-844-864-4352.

ATANSYON: Si ou pale kreyol ayisyen, gen asistans ak lang disponib pou ou gratis. Rele 1-
844-864-4352.

i‘_?-::f::-oef::-% AUNSSIUHRNST: © U@ BS i g9l iU S Ui el
‘i,-::j::meiin’sﬁ::-Wf::::ﬁnﬁﬁ%ﬁi:wm;_:ﬁéi_f::ﬁﬁ‘ 9 89; USird o m@a Hinue 1-844-864-4352 4

ATENCAO: se voce fala portugués, servigos de assisténcia a idioma estéo disponiveis
gratuitamente para vocé. Ligue para 1-844-864-4352.

BAA AKONINIZIN: Bilagaana bizaad bee yanitti’go , saad bee aka ana’alwo’, t’a4 jikk’e bee na
ahoot’i’. Koji’ holne’ 1-844-864-4352

PAUNAWA: Kung nagsasalita ka ng Tagalog, makakakuha ka ng mga serbis yo ng tulong
para sa wika nang walang bayad. Tumawag sa 1-844-864-4352.

IR BREZHFELICHABEIL.
864-4352 IZTHEEEEL =LY,

EXEY—EXRZEHTIHMAWNEITET, 1-844-

1]||||
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