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Get Your Out-of-Network Claim
Processed Faster

Did you recently see a provider out of your plan’'s network?
Start by checking your benefits book to make sure you have
out-of-network coverage. If you submit an out-of-network
claim form, it's important that Blue Cross® Blue Shield® of
Arizona (AZ Blue) receives key pieces of information from
you to process your claim.

As you complete the form, you'll want to
have your member ID card and the itemized
statement from your provider handy.

REMEMBER

Out-of-network claims
must be submitted
within one year of the
date of service to be
eligible for benefit.




Your Personal Information and Insurance Policy Details

The key to getting your claim processed is providing accurate and complete information on your
claim form. The top half of the claim form covers your personal information and your insurance
coverage. Have your member ID card nearby.
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
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Momber Name:
JOHN DOE

Member ID:

Group No: 033104
Dependent(s) Name:
JANE

RAYMOND

Lucy
Card Print Date: 9130116

RxBIN#: 603017

PPO Rx Copay:

1000 Level 1/Level 2. $5535

10% Lovel 3 $60
Chiropractic Copay: $65
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The insured’s ID number (Member ID on your ID card)
The patient's first and last name
The patient's birthdate

The insured’s name (Member Name on your ID card)

The patient’s relationship to the insured

The insured’s policy group number (Group No. on your ID card)
The insured's birthdate
The insured's signature*

By signing this box, you agree to have payment sent directly from AZ Blue to the physician
for service(s) provided. If you choose not to sign, payment will be sent to you and you'll be
responsible for payment to the provider. You may need to check with your provider to
confirm they will “accept assignment” (accept payment directly from AZ Blue).

*In some circumstances, you may receive payment instead of the provider, depending on your group’s health plan.




Your Provider and Diagnosis Information

The bottom half of the claim form requests information about your provider and your illness or injury.

An itemized statement from your provider will be key to filling out this information, and a copy will
need to be submitted to AZ Blue with your claim form. If you have a question about your statement
and how to use it to fill out this part of the form, contact your provider.
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The key items on the form that MUST be completed are:

LINE 21 Your diagnosis—this will be a code (found on the statement from your provider).
If there were multiple diagnoses, there are multiple codes.

LINE 24a Date of service—This is the date(s) you saw your provider.

LINE 24b Place of service

LINE 25 Your provider’s tax ID number (found on the statement)

LINE 28 Total charges (found on the statement)

LINE 33 Add the name, address, and phone number for the provider that rendered the service(s).

That'’s it for this part of the form!



THAT'S IT!

Before submitting your form, double check that you have filled in these key pieces of information.

To submit your claim, mail your completed form and corresponding provider statement to:

BLUE CROSS BLUE SHIELD OF ARIZONA
P.O. Box 2924
Phoenix, AZ 85062

If we have any questions about your form, we'll contact you. Once your claim has been processed,
you will receive an Explanation of Benefits confirming the claim was processed and what

out-of-network benefit applies.

For your protection, Arizona law requires the following statement to appear on this form. Any
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to
criminal and civil penalties.



Blue Cross Blue Shield of Arizona (AZ Blue) complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. AZ Blue provides appropriate free aids
and services, such as qualified interpreters and written information in other formats, to people with disabilities to
communicate effectively with us. AZ Blue also provides free language services to people whose primary language
is not English, such as qualified interpreters and information written in other languages. If you need these services,
call 602-864-4884 for Spanish and 1-877-475-4799 for all other languages and other aids and services.

If you believe that AZ Blue 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: AZ Blue's Civil Rights Coordinator,

Attn: Civil Rights Coordinator, Blue Cross Blue Shield of Arizona, P.0. Box 13466, Phoenix, AZ 85002-3466,
602-864-2288, TTY/TDD 602-864-4823, crc@azblue.com. You can file a grievance in person or by mail or email.

If you need help filing a grievance, AZ Blue’s 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, 1-800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.



Multi-language Interpreter Services

Spanish: Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de Blue Cross Blue Shield of Arizona,
tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al
602-864-4884.

Navajo: Dii kwe’é atah nilinigii Blue Cross Blue Shield of Arizona haada yit’éego bina’iditkidgo éi doodago Haida bija
anilyeedigii t'dadoo le’é yina’iditkidgo beehaz’aanii hél¢ dii t'aa hazaadk’ehji haka a’doowotgo bee haz’§ doo bggh
ilinigdd. Ata’ halne’igii kojj’ bich’j’” hodiilnih 877-475-4799.

Chinese: M1 1&, %ﬁiIE?’:ET;?;’,EiJE’]%T% EREMREAIEEBIATE Blue Cross Blue Shield of Arizona 75 E RIS
B TCEEFNREBEUGHBESINEMNAL, B MEEE, HIREE THEART 877-475-4799,

Vietnamese: N&u quy vi, hay nguwdi ma quy vi dang gitp dd, cé cau hdi vé Blue Cross Blue Shield of Arizona quy vj s&
c6 quyén duoc gitp va cé thém thdng tin bang ngdn ngit ctia minh mién phi. D& néi chuyén véi mat thong dich vién,
xin goi 877-475-4799.

Arabic:
le shrall 5 Bacluall e Jsasll 8 Gall €lalé (Blue Cross Blue Shield of Arizona ue swads il saelud Gadd il 5l dlal IS o)
B77-475-4799 « Juadl an s ge Soaaill, AT ) (G 93 (e lialy 4y 5 pucall

Tagalog: Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Blue Cross Blue Shield of Arizona,
may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika ng walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 877-475-4799.

Korean: 8t Aot L= Aottt =10 U= HE AFE Ol Blue Cross Blue Shield of Arizona 0l 2t Al &2 =0l
QUCHH Hot= Oefst =3 AEE Hot2 A HIE BEQI0 22 4 s HelJoF AsLIcH OZAH
S AR 0HDIBEHD| RIoHA = 877-475-4799 2 M SIoHA Al 2.

French: Si vous, ou quelgu'un que vous étes en train d’aider, a des questions a propos de Blue Cross Blue Shield of
Arizona, vous avez le droit d'obtenir de I'aide et I'information dans votre langue a aucun co(t. Pour parler a un
interpréte, appelez 877-475-4799.

German: Falls Sie oder jemand, dem Sie helfen, Fragen zum Blue Cross Blue Shield of Arizona haben, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 877-475-4799 an.

Russian: Ecam y Bac nav anua, KOTOpomy Bbl MOMOraeTe, MMetoTcs Bonpockl no nosoay Blue Cross Blue Shield of
Arizona, TO Bbl UMeeTe NpaBo Ha 6ecnnaTHoe NoayYeHne NomoLM U MHGoOPMaLUK Ha Bawwem A3biKke. s pasroBopa
C NepeBOAYMKOM NO3BOHUTe No TenedoHy 877-475-4799.

Japanese: TR AR, FREIEFHDOFDEY DA TH . Blue Cross Blue Shield of Arizona IZD WL T ZERA
CTWELEL, CHEDEBTYHR—tEZY., BREAFLIEZVTDHIENTEET . #HEEDH
MY FEEA, BIREBIESNDIGE. 877-475-4799 FTHEBFELS 2SN,

Farsi:
5SS 48 a1y ol 3 28l 4350 ¢ Blue Cross Blue Shield of Arizona 2,5e 53 J)sm ¢ a8 SeS ) 4 Lali aS S L Lk S
877-475-4799 lei il 53 Y& 5 Jsh 4x 1) 253 (L) 43 Gle MUl
Anla duala s,

Assyrian:
<6883 28ené (eaelaul (eani <Blue Cross Blue Shield of Arizona aes 25fiea \as0Sas2 ( 685 woedougn 10edd B b (0B (2
.877-475-4799 1itasn (6280 AL (6%x 133 FibA3ho 5i md poswdd .ALLil% (620ikda thealacno 1Aaia

Serbo-Croatian: Ukoliko Vi ili neko kome Vi pomazZete ima pitanje o Blue Cross Blue Shield of Arizona, imate pravo da
besplatno dobijete pomo¢ i informacije na Vasem jeziku. Da biste razgovarali sa prevodiocem, nazovite 877-475-4799.

Thai: MnAM W3aAUuRAA§I EMAaiA1a1uLAEIAY Blue Cross Blue Shield of Arizona
ﬂmuaqu%msum’mmumaau,awuauaiumrrmamm“lm’imﬂ"luumhm'm wWaAafuaIN Tns 877-475-4799
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QUESTIONS?

If you need additional help completing this form,

please call the number on the back of your ID card.

BlueCross
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18888 0916

1833873-25



