
HOW TO COMPLETE YOUR 
Out-of-Network 
Claim Form



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.

Get Your Out-of-Network Claim 
Processed Faster

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

PPO



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

(For Program in Item 1)

(Medicare#) (Medicaid#) (ID# / DoD#) (Member ID#) (ID#) (ID#) (ID#)

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP 
HEALTH PLAN

FECA 
BLK LUNG

OTHER 1a. INSURED’S ID NUMBER

2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PATIENT’S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

M F

OtherChildSpouseSelf

5. PATIENT’S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)

CITY STATE 8. RESERVED FOR NUCC USE CITY STATE

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)

( ) ( )
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT’S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER

M F
MM DD YY

YES NO

SEXEMPLOYMENT? (Current or Previous)a. a. INSURED’S DATE OF BIRTHa. OTHER INSURED’S POLICY OR GROUP NUMBER

b.

YES NO

AUTO ACCIDENT?b. PLACE (State) b. OTHER CLAIM ID (Designated by NUCC)RESERVED FOR NUCC USE

YES NO

OTHER ACCIDENT?c. c. INSURANCE PLAN NAME OR PROGRAM NAMEc. RESERVED FOR NUCC USE

YES NO If yes, complete items 9, 9a, and 9d.

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE   I authorize the release of any medical or other information necessary to process this 

claim. I also request payment of government benefits either to myself or to the party who accepts assignment below.

SIGNED DATE

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE   I authorize payment of 
medical benefits to the undersignd physician or supplier for services described 
below.

SIGNED

YES NO

OTHER DATE14. DATE OF CURRENT ILLNESS, INJURY OR PREGNANCY (LMP) 15. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD YY

QUAL. QUAL.
MM DD YY MM DD YY

FROM
MM DD YY

TO

17a.

17b. NPI
MM DD YY

FROM
MM DD YY

TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

A.

E.

I.

B.

F.

J.

C.

G.

K.

D.

H.

L.

ICD Ind.21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY   Relate A-L to service line below (24E) 22. RESUBMISSION CODE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

(Explain Unusual Circumstances)
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. J.G. I.H.

CPT/HCPCS MODIFIER
PLACE OF 
SERVICE EMG

DIAGNOSIS 
POINTER $ CHARGES

RENDERING 
PROVIDER ID. # 

DAYS OR 
UNITS

ID. 
QUAL

EPSDT 
FAMILY 
PLANMM DD YY

FROM
MM DD YY

TO

NPI1

NPI2

NPI3

NPI4

NPI5

NPI6

YES NO
(For govt. claims, see back)

25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT’S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PHONE # ( )
$ $

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR CREDENTIALS 
(I certify that the statements on the reverse apply 
to this bill and are made a part thereof.)

SIGNED DATE a. b. a. b.

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)
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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.

Your Personal Information and Insurance Policy Details

LINE 1a  The insured’s ID number (Member ID on your ID card)
LINE 2  The patient’s first and last name 
LINE 3  The patient’s birthdate
LINE 4  The insured’s name (Member Name on your ID card)
LINE 6  The patient’s relationship to the insured
LINE 11  The insured’s policy group number (Group No. on your ID card)
LINE 11a  The insured’s birthdate
LINE 13  The insured’s signature*
 

LINE 1a
LINE 2
LINE 3
LINE 4
LINE 6

LINE 11
LINE 11a

ID number (LINE 1a)
Group number (LINE 11)Insured’s name (LINE 4)

 

 

 

 

 

Member Name: 
JOHN DOE 
 
 
Member ID:  
XBM812345678 

     Group No: 033104 
     Dependent(s) Name:  
     JANE 
     RAYMOND 
     LUCY 
     Card Print Date:    9/30/16 

In-Network Cost Share: 
Network:                                     PPO 
Deductible:                                 $1000 
Coinsurance:                              10% 
PCP/Specialist Copay:               $35/$65 
Urgent Care Copay:               $75    

 

Rx BIN#:   603017 
Rx Copay:                        
Level 1/Level 2:                          $5/$35  
Level 3:                                       $60 
Chiropractic Copay:                    $65 

  

 

The key items 
on the form 
that MUST be 
completed are:

LINE 13

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.



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.

Your Provider and Diagnosis Information

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!

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

(For Program in Item 1)

(Medicare#) (Medicaid#) (ID# / DoD#) (Member ID#) (ID#) (ID#) (ID#)

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP 
HEALTH PLAN

FECA 
BLK LUNG

OTHER 1a. INSURED’S ID NUMBER

2. PATIENT’S NAME (Last Name, First Name, Middle Initial) 3. PATIENT’S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)

M F

OtherChildSpouseSelf

5. PATIENT’S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)

CITY STATE 8. RESERVED FOR NUCC USE CITY STATE

ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)

( ) ( )
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT’S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER

M F
MM DD YY

YES NO

SEXEMPLOYMENT? (Current or Previous)a. a. INSURED’S DATE OF BIRTHa. OTHER INSURED’S POLICY OR GROUP NUMBER

b.

YES NO

AUTO ACCIDENT?b. PLACE (State) b. OTHER CLAIM ID (Designated by NUCC)RESERVED FOR NUCC USE

YES NO

OTHER ACCIDENT?c. c. INSURANCE PLAN NAME OR PROGRAM NAMEc. RESERVED FOR NUCC USE

YES NO If yes, complete items 9, 9a, and 9d.

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE   I authorize the release of any medical or other information necessary to process this 

claim. I also request payment of government benefits either to myself or to the party who accepts assignment below.

SIGNED DATE

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE   I authorize payment of 
medical benefits to the undersignd physician or supplier for services described 
below.

SIGNED

YES NO

OTHER DATE14. DATE OF CURRENT ILLNESS, INJURY OR PREGNANCY (LMP) 15. 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM DD YY

QUAL. QUAL.
MM DD YY MM DD YY

FROM
MM DD YY

TO

17a.

17b. NPI
MM DD YY

FROM
MM DD YY

TO

17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

20. OUTSIDE LAB? $ CHARGES19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC)

A.

E.

I.

B.

F.

J.

C.

G.

K.

D.

H.

L.

ICD Ind.21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY   Relate A-L to service line below (24E) 22. RESUBMISSION CODE ORIGINAL REF. NO.

23. PRIOR AUTHORIZATION NUMBER

(Explain Unusual Circumstances)
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. J.G. I.H.

CPT/HCPCS MODIFIER
PLACE OF 
SERVICE EMG

DIAGNOSIS 
POINTER $ CHARGES

RENDERING 
PROVIDER ID. # 

DAYS OR 
UNITS

ID. 
QUAL

EPSDT 
FAMILY 
PLANMM DD YY

FROM
MM DD YY

TO

NPI1

NPI2

NPI3

NPI4

NPI5

NPI6

YES NO
(For govt. claims, see back)

25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT’S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PHONE # ( )
$ $

31. SIGNATURE OF PHYSICIAN OR SUPPLIER 
INCLUDING DEGREES OR CREDENTIALS 
(I certify that the statements on the reverse apply 
to this bill and are made a part thereof.)

SIGNED DATE a. b. a. b.

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)
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LINE 21

LINE 24a

LINE 24b

LINE 25

LINE 28
LINE 33



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.O. 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	está	ayudando,	tiene	preguntas	acerca	de	Blue	Cross	Blue	Shield	of	Arizona,	
tiene	derecho	a	obtener	ayuda	e	información	en	su	idioma	sin	costo	alguno.	Para	hablar	con	un	intérprete,	llame	al	
602-864-4884.	

Navajo:	Díí	kwe’é	atah	nílínigíí	Blue	Cross	Blue	Shield	of	Arizona	haada	yit’éego	bína’ídíłkidgo	éí	doodago	Háida	bíjá	
anilyeedígíí	t’áadoo	le’é	yína’ídíłkidgo	beehaz’áanii	hólǫ́	díí	t’áá	hazaadk’ehjí	háká	a’doowołgo	bee	haz’ą	́doo	bąą́h́	
ílínígóó.	Ata’	halne’ígíí	kojU’́	bich’į’	hodíilnih	877-475-4799.	

Chinese:	如果您，或是您正在協助的對象，有關於插入項目的名稱 Blue	Cross	Blue	Shield	of	Arizona 方面的問

題，您有權利免費以您的母語得到幫助和訊息。洽詢一位翻譯員，請撥電話 在此插入數字 877-475-4799。	

Vietnamese:	Nếu	quý	vị,	hay	người	mà	quý	vị	đang	giúp	đỡ,	có	câu	hỏi	về	Blue	Cross	Blue	Shield	of	Arizona	quý	vị	sẽ	
có	quyền	được	giúp	và	có	thêm	thông	tin	bằng	ngôn	ngữ	của	mình	miễn	phí.	Để	nói	chuyện	với	một	thông	dịch	viên,	
xin	gọi	877-475-4799.	

Arabic:	
 والمعلومات المساعدة على الحصول في الحق فلدیك ،	Arizona	of	Shield	Blue	Cross	Blueبخصوص أسئلة تساعده شخص لدى أو لدیك كان إن

  4799-475-877. ب اتصل مترجم مع للتحدث .تكلفة ایة دون من بلغتك الضروریة

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:	만약 귀하 또는 귀하가 돕고 있는 어떤 사람이 Blue	Cross	Blue	Shield	of	Arizona 에 관해서 질문이 

있다면 귀하는 그러한 도움과 정보를 귀하의 언어로 비용 부담없이 얻을 수 있는 권리가 있습니다.	그렇게 

통역사와 얘기하기 위해서는 877-475-4799 로 전화하십시오.	

French:	Si	vous,	ou	quelqu'un	que	vous	êtes	en	train	d’aider,	a	des	questions	à	propos	de	Blue	Cross	Blue	Shield	of	
Arizona,	vous	avez	le	droit	d'obtenir	de	l'aide	et	l'information	dans	votre	langue	à	aucun	coût.	Pour	parler	à	un	
interprète,	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	Ihrer	Sprache	zu	erhalten.	Um	mit	einem	Dolmetscher	zu	sprechen,	
rufen	Sie	bitte	die	Nummer	877-475-4799	an.	

Russian:	Если	у	вас	или	лица,	которому	вы	помогаете,	имеются	вопросы	по	поводу	Blue	Cross	Blue	Shield	of	
Arizona,	то	вы	имеете	право	на	бесплатное	получение	помощи	и	информации	на	вашем	языке.	Для	разговора	
с	переводчиком	позвоните	по	телефону	877-475-4799.		

Japanese:	ご本人様、またはお客様の身の回りの方でも、Blue	Cross	Blue	Shield	of	Arizona についてご質問が

ございましたら、ご希望の言語でサポートを受けたり、情報を入手したりすることができます。料金はか

かりません。通訳とお話される場合、877-475-4799 までお電話ください。	

Farsi:	
 و کمک کھ دارید را این حق باشید داشتھ ، Arizona	of	Shield	Blue	Cross	Blue مورد در سوال ، میکنید کمک او بھ شما کھ کسی یا شما، اگر

		4799-475-877 نمایید دریافت رایگان طور بھ را خود زبان بھ اطلاعات
	.نمایید حاصل تماس	.

Assyrian:	
/݂#ܪܘ݂ܗܝ ̄/.ܘܿܢ، ܐ݂/.ܵ-#݂,ܿ#ܢ $݂#ܵ('ܸ% $݂#ܬ >ܨܘ݂ܵ:9 ܕܗܼܿ ܿ:ܼ =̄ ܿ>ܼ ? <.ܘܿܢ، ܼ/ܿ ܐ݀ܢ ܐܼܿ  Blue	Cross	Blue	Shield	of	Arizona  ، ܘܿܢ.A݂BC <.ܘܿܢ ܐ݂/.ܵ-#݂,ܿ#ܢ ܗܵ(݂#ܬDܵ ܕܼ(ܿ ܐܼܿ  

 Dܵܬ< ܿ/ܼ ܗܼܿ  ../݂EFܵGܵ ܿHܼ ܢ#ܿ,݂#FܵIܵBܸ$ Dܵܬ#݂FJܵܕ# ܿHܼܘ    9FܵAܵFH݀ ܢ#ܿL̮A݂-ܸܬ M ܿJܼ ܢ#ܿN/̄ %ܸ<) ،9FܵNܵOܪ ܿ.ܼH =̄ ܿ>ܼ P ܿJܼ 9Hܸ݂ܘQH ܿRܼ-  877-475-4799	. 

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

Thai:	หากคณุ หรอืคนที.คณุกาลงัชว่ยเหลอืมคีา่ถามเกี.ยวกบั Blue	Cross	Blue	Shield	of	Arizona	
คณุมสีทิธทิี.จะไดร้ับความชว่ยเหลอืและขอ้มลูในภาษาของคณุไดโ้ดยไมม่คีา่ใชจ้า่ย พดูคยุกบัลา่ม โทร 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.


