: o [J CHECK HERE
CLAIM FORM ) afspa eaetna e
GROUP POLICY FOREIGN SERVICE BENEFIT PLAN ADDRESS
285630 SINCE LAST
' SUBMISSION.
FORWARD COMPLETED CLAIM FORM TO: FOREIGN SERVICE BENEFIT PLAN DATE
1620 L STREET, NW, SUITE 800 RELOCATED
Phone: (202) 833-4910 WASHINGTON, DC 20036-5629 / /
TO BE COMPLETED BY INSURED MEMBER
PLEASE PRINT All items must be answered in full before your claim can be processed. PLEASE PRINT
Member’s full name Date of Birth
Member’s mailing address
(Number and Street) (City) (State) (Zip Code)
Member’s Subscriber ID Enroliment Code [ ] Self Only 401 [] Self Plus One 403 [ ] Self & Family 402
If claim is for a dependent, given name Relationship Date of Birth

Dependent’s marital status (check one) []single [] married
Name of dependent’s employer
Describe Sickness/Accident Suffered

If Accident: (a) Date of accident
(Month) (Day) (Year) (Hour)

(b) How and where did accident occur?
Was accident or sickness work related? [ ] Yes [ ] No If“Yes” please contact your workers’ compensation office for guidance.
Physician’s Name Address

OTHER INSURANCE/MEDICARE COVERAGE INFORMATION
(See section on coordination of benefits in your Brochure)
IMPORTANT: This question must be answered and the form signed before claim can be processed.
(a) Are you or any member of your family covered under any health plan other than FOREIGN SERVICE BENEFIT PLAN? [ ] Yes [ ] No
(b) If answer is “Yes”, complete the following:
Person in whose name the other plan is issued
Name of all dependents covered under the other plan

Name of Insurance Company or Plan Effective Date

Address of Claims Office

Is this insurance through active employment? Employment Effective Date

Policy or Contract Number Is Plan [] Family or [] Self only coverage? (Check appropriate block)

(c) Is this other plan issued under a [ ] Group or [] Individual contract? (Check appropriate block)

IMPORTANT:This question must be fully answered by persons age 65 or older and persons under age 65 receiving disability
benefits through Social Security.

Medicare coverage (see your official Brochure)
(a) Are you or any member of your family covered under Medicare? [ ] Yes [ ]No

(b) If “Yes”, indicate name of person and check the type of coverage.

SELF: [ ] Hospital (Part A) Effective Date [] Medicare (Part B) Effective Date
SPOUSE: [] Hospital (Part A) Effective Date [] Medicare (Part B) Effective Date
DEPENDENT: [ ] Hospital (Part A) Effective Date [ ] Medicare (Part B) Effective Date

(c) If you or your spouse are 65 or over, indicate whether you are actively employed.
Self: [lYes [1No Employer
Spouse: [ ]Yes [No Employer

Authorization || authorize payment directly to

for direct (Print name of physician)
payment of | for the Medical and/or Surgical Benefits otherwise payable to me.
benefits. Date , 20 Signed

(Signature of member)

| certify the information on this form is complete and accurate.
Signature of patient or member Date

WARNING: Any intentional false statement in this application or willful misrepresentation relative thereto is a violation of the law punishable by
a fine of not more than $10,000, or imprisonment of not more than five years, or both. (18 U.S.C. 1001)

HAVE YOU ANSWERED EVERY QUESTION? HAVE YOU DATED AND SIGNED THIS FORM?
GC-16435 (4-25) 1 A-POD
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

PICA

9

CARRIER

é

PICA
T. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER T2, INSURED'S I.D. NUMBER (For Program in ltem 1)
HEALTHPLAN  BLK LUNG
[] Medicare#y [ (Medicaid#y [ ] qp#pop#) [] Memberb#) [ ] (D#) Owosn [dmos
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
MM DD YYYY
i i
5. PATIENT'S ADDRESS (Number, Street) 6. PATIENT'S RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Number, Street)
setf [ ] spouse [] chid [] other []
CITY STATE 8. RESERVED FOR NUCC USE CITY STATE =
o
2
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) E
w
( ) ( ) cz>
. st Name, First Name, Middle Initial . : . =
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Inital) | 10. IS PATIENT'S CONDITION RELATED TO 11. INSURED'S POLICY GROUP OR FECA NUMBER z
t
a. OTHER INSURED'S POLICY OR GROUP NUMBER |, EvpLOYMENT? (Current of Previous) a. INSURED'S DATE OF BIRTH 7
: ‘ MM DD YYYY =
. Oves no | | )
9 b. AUTO ACCIDENT? PLACE (State) ! N <
o[ b,  RESERVED FORNUCC USE b. OTHER CLAIM ID (Designated by NUCC) £
= Oves [Iwno ! g
Z c. OTHER ACCIDENT? ! 7
 RESERVED FORN E  INSURANCE PLAN NAME OR PROGRAM NAME x
% c S OR NUCC US [Jves [no c. INSURANC OR PROG
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
D YES D NO If yes, complete items 9, 9a and 9d

12.

PATIENT'S OR AUTHORIZED PERSON'S Signature | authorize the release of any medical or other information necessary to
process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment below.

. INSURED’S OR AUTHORIZED PERSON'’S SIGNATURE
| authorize payment of medical benefits to the undersigned
physician or supplier for services described below.

PHYSICIAN OR SUPPLIER INFORMATION

1]
P
z
@|  SIGNED DATE SIGNED
o
o | 14. DATE OF CURRENT ILLNES, INJURY or PREGNANCY (LMP) 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
g MM DD oYY . . . MM DD YY MM DD YY MM DD YY
= | | QUAL. | QuAL. | | P FROM || o | |
% 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE | 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
P MM DD YY MM DD YY
— 1 1 1 1 1
i | 17b. | NPI FROM | | To |
£ 19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
9 Cves (o |
O 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate A-L to service line below (24E) i i 22. RESUBMISSION CODE ORIGINAL REF. NO.
o icond. | |
@ ol
T A B. c. D. 23. PRIOR AUTHORIZATION NUMBER
E. F. G. H.
) J. K. L.
Vfornoneeorsenes | 5| © |7 moceunes semvees anaurries = T [ o]
— From To OF P DIAGNOSIS or | Famiy | D RENDERING
MM DD YY MM DD YY |service | EMG CPT/HCPCS MODIFIER POINTER $ CHARGES UNITS | Plan | QUAL | PROVIDER ID #
1 1 1 1 1 1 1 1
() I T T T S R I T T L] NP1
1 1 1 1 1 1 1 1
7J I N S S NS N I I S T A A I L
1 1 1 1 1 1 1 1
1 I N N R S O I O T I I N s
1 1 1 1 1 1 1 1
"1 N R T A T T R B I T T I R R
1 1 1 1 1 1 1 1
s| 4 b I S N N A N L
1 1 1 1 1 1 1 1
1IN N N O S O I T I I R i
25. FEDERAL TAX I.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NUMBER 27. ACCEPT ASSIGNMENT? | 28. TOTALCHARGE | 29. AMOUNT 30. Rsvd for NUCC use
I:‘ I:‘ (For govt. claims, see back) PAID
! ! !
[(Jves [no $ : $ | =

31. SIGNATURE OF PHYSICAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH. # (

SIGNED DATE

a.

NPI

b.

a.

NPI

b.

NUCC Instruction Manual Available at: www.nucc.org

WCMS-1500CS-1
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English To access language services at no cost to you, call the number on your ID card.

Amharic PRYR KIONNCETT PANEL ATITTTE (00 FOLLPT AL PAD-T RTC LLD-(vi:

Arabic <ISTyzal &Blay e sgzgall @8 )l Ll Jlall ol )l dalss éi 393 &gl wleasd! e Vg,
. Qbip bwhupuunpwé Ggyny wyybwp punpbpnwnydnipinty unwbwnt Awdwp quuqwiwnbp abp

Armenian pdlwlwy wwwhbnjwagnpnipjwt pwpunh Yypw ipwd Gkpwhunuwbwdwpny AEkpwhunuwlwdwpny

Carolinian

(Kapasal Falawasch)

Ngir ména am sarwis lakk yi te doo fay, woo nimero bi am ci sa kart.

Chamorro

Para un hago' i setbision lengguahi ni dibatde para hagu, dgang i numiru gi iyo-mu kard aidentifikasion.

Chinese Traditional

MR R BB E IR » BFRTT I RER R+~ _EPr5IBY B E5EHS

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraagaa eenyummaa (ID) kee irraa
jiruun bilbili.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre carte
d'assurance santé.

French Creole (Haitian)

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon asirans sante ou.

Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf Ihrer

German ID-Karte an.
Greek Ma mpoofacn oTLg UTINPECLEG YAWOOAG XWPLG XpEWON, KAAEOTE TOV aplBpd otnv Kdpta ac@aALlong oag.
Gujarati AMIR SIS URL drtl WRL AL el AL Hndldl HIZ, dHIRL 2ALE SISUR A 612 UR STd §dll.
Hindi T et HHT P ATHT JITSHT T IUFNT TR & Y, U 3MTSE BIex UR T FaR UR hie] i |
Hmong Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm koj daim npav ID.
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa.
Japanese ERIOEET —ERIE. IDA—RICHZIBEFICBER LIV,
c a c c ocC C C C ec ec OQG(‘n(' OC |D
Karen mlog?1?1 r)qpfm@l@umml QO1020Q0PCODINDCODYL CO1§013201, M2$PNT CO1332P O
3203PFPOOMI.
Korean D2 C}20| MH|IAS 0|8512{3 B3 |D 7120 225 BB 2 Mste) ZAAIL.
Laotian wienfyodmuunasmhvigea, Wilnmwlngludad=hraozejunu.
Mon-Khmer, ilyjsguusiunnymantiunaaniguEUINAEA
Cambodian uIgicunmsiv el eSS UAN Y AIESIUEIIANAKA 1
Navajo T’4a ni nizaad k’ehji bee nikd a’doowotl doo b3ah ilinig6é naaltsoos bee atah nilfjgo nanitinigii bee néého’délzinigii

béésh bee hane’i bik&’igii daji’ hdlne’.

Pennsylvanian-Dutch

Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.

Persian-Farsi

A0Sy pelad 993 alulia oylS g9y oud aB oylad by (o Eoly yob @y L) wloas a4y syt ¢l y

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer podany na karcie

Polish identyfikacyjnej.
Portuguese Para aceder aos servicos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo
9 de identificacdo.
Punjabi 3073 Bt faeT fon iz eEhr Jrardt Reer © 293 aas sE, M mrelEt a3 ‘3 ff3 899 '3 25 ad|
Russian [Jns Toro YTo6bLI 6eCNNaTHO NOMYYNTHL MOMOLLL MepeBOAYMKa, MO3BOHUTE MO TenepoHy, NpuBeseHHOMY
Ha Ballel naeHTMPNKaLMOHHON KapTe.
Samoan Mo le mauaina o 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i luga o lau pepa ID.

Serbo-Croatian

Za besplatne prevodilacke usluge pozovite broj naveden na Va3oj identifikacionoj kartici.

Spanish

Para acceder a los servicios lingtisticos sin costo alguno, llame al nimero que figura en su tarjeta
de identificacion.

Syriac-Assyrian

Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card.

Thai mnvhw’faqn'm'l'f]ﬁami‘u%mimqé’ﬁunﬁvﬁ‘[ﬂa'l.ﬁﬁm'l'ﬁ'ihﬂ
Wsnalnsnungiavnuanisguulinguseinsiivesviy

Ukrainian LLlo6 6e3KoLTOBHj OTPMMATV MOBHI MOCAYTK, 3343BOHITb 3@ HOMEPOM, BKa3aHMM Ha BaLliii
iaeHTUIKanHIN KapTLi.

Vietnamese DE str dung céc dich vu ngdn ngr mién phi, vui ldng goi s dién thoai ghi trén thé ID cda quy vi.
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