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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.

* Out-of-network coverage is only applicable to Senior Preferred Medicare Supplement plans in emergency situations.

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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The insured’s ID number (Member ID on your ID card)
The member’s first and last name
The member's birthdate

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

The member’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. You may need to check with your provider to confirm they will
“accept assignment” (accept payment directly from AZ Blue).




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

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!

Your diagnosis—this will be a code (found on the statement from your provider).




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.

*Out-of-Network coverage is only applicable to Senior Preferred Medicare Supplement plans in emergency situations.
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An Independent Licensee of the Blue Cross Blue Shield Association

Notice of Nondiscrimination

Discrimination Is Against the Law

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 (including
sex characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender
identity, and sex stereotypes). AZ Blue does not exclude people or treat them less favorably
because of race, color, national origin, age, disability, or sex.

AZ Blue:

¢ Provides people with disabilities reasonable modifications and free appropriate auxiliary aids
and services to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)
¢ Provides free language assistance services to people whose primary language is not
English, which may include:
o Qualified interpreters

o Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance 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:

Section 1557 Coordinator

P.O. Box 13466

Phoenix, AZ 85002-3466; Call 602-864-2288, TTY: 711
or email us at crc@azblue.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
AZ Blue Section 1557 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, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
This notice is available at AZ Blue’s website: azblue.com/nondiscrimination-notice.

Y0137_Y41074PY24_C 261691124
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Un licenciatario independiente de Blue Cross Blue Shield Association

Aviso de no discriminacion

La discriminacion es ilegal

Blue Cross® Blue Shield® of Arizona (AZ Blue) cumple con las leyes federales de derechos
civiles vigentes y no discrimina por motivos de raza, color, origen nacional, edad, discapacidad ni
sexo (de conformidad con el alcance de la discriminacién sexual descrita en la Seccién 92.101[a][2]
del Titulo 45 del Cadigo de Regulaciones Federales [CFR]) (o sexo, que incluye las caracteristicas
sexuales, como rasgos intersexuales, embarazo o condiciones relacionadas, orientacion sexual,
identidad de género y estereotipos sexuales). AZ Blue no excluye a las personas ni las trata de
manera menos favorable por motivos de raza, color, nacionalidad, edad, discapacidad ni sexo.

AZ Blue:
¢ Brinda a las personas con discapacidades modificaciones razonables y ayudas y servicios
auxiliares gratuitos y apropiados para comunicarse de manera eficaz con nosotros, tales como:

o Intérpretes de lenguaje de sefas calificados.

o Informacién escrita en otros formatos (letra grande, audio, formatos electronicos accesibles,
otros formatos)

o Ofrece servicios gratuitos de asistencia linglistica a personas cuyo idioma principal no es el
inglés, que pueden incluir:
o Intérpretes calificados.
o Informacién escrita en otros idiomas

Si necesita modificaciones razonables, ayudas y servicios auxiliares apropiados o servicios de
asistencia linguistica, llame al 602-864-4884 para espafiol y al 1-877-475-4799 para todos los
demas idiomas y otras ayudas y servicios.

Si considera que AZ Blue no ha proporcionado estos servicios o ha discriminado de cualquier otra
manera por motivos de raza, color, nacionalidad, edad, discapacidad o sexo, puede presentar una
queja ante:

Section 1557 Coordinator
P.O. Box 13466
Phoenix, AZ 85002-3466; Call 602-864-2288, TTY: 711

o bien, envienos un correo electronico a crc@azblue.com

Puede presentar una queja en persona o por correo postal, fax o correo electronico. Si necesita
ayuda para presentar una queja, el Coordinador de la Secciéon 1557 de AZ Blue esta disponible
para ayudar.

También puede presentar un reclamo de derechos civiles ante la Oficina de Derechos Civiles del
Departamento de Salud y Servicios Humanos de los EE. UU. de manera electrénica a través del
Portal de reclamos de la Oficina de Derechos Civiles, disponible en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o por correo o teléfono a:

U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Los formularios de reclamos estan disponibles en http://www.hhs.gov/ocr/office/file/index.html. Este
aviso esta disponible en el sitio web de AZ Blue: azblue.com/nondiscrimination-notice.




Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

English: Free language assistance services are available to you. Appropriate auxiliary aids and services to
provide information in accessible formats are also available free of charge. Call 1-800-232-2345, ext. 4122.

Spanish: Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia linguistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-800-232-2345, ext. 4122.

Navajo: Diné bee ydnitti'gogo, saad bee and’awo’ bee dka’anida’awo'it’ad jik’'eh nd hold. Bee
ahit hane’go bee nida’anishi t'ad dkodaat’ehigii doo bee dka’anida’wo’i ko bee baa hane'i bee
hadadilyaa bich’j’ ahoot'i'igii éi t'aad jiik’eh hold. Kohjj' 1-800-232-2345, ext. 4122.

Chinese Traditional: 41555 EPS(] B LR TR It e &S S s - Wl Ll g ftE &R TR
B - DURISERERS AR A &GN - 3528 1-800-232-2345, ext. 4122 -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag sa 1-800-232-2345, ext. 4122.

U

French: Si vous parlez Frangais, des services d'assistance linguistique gratuits sont a votre disposition. Des
aides et services auxiliaires appropriés pour fournir des informations dans des formats accessibles sont
également disponibles gratuitement. Appelez le 1-800-232-2345, ext. 4122.

Vietnamese: Néu ,ban noi t,iéng Viét, chung téi cung cép miéNn p’hl' cac dich vu hé tro ngér) ngG’N. Cac hd tro
dich vu phu hgp dé cung cap thong tin theo cac dinh dang de tiép can cling dwoc cung cap mién phi. Vui long
goi theo s6 1-800-232-2345, ext. 4122.

German: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfugung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfugung. Rufen Sie 1-800-232-2345, ext. 4122.

Korean: [Bt= 0115 AFESHAI = A2 72 0] X3 MH|AE 0|85t = ASHICL O|Z 7tsEt Ao =2
HEE MIste HEstEX 7|7 2 MU|AE 222 M =& U 1-800-232-2345, ext. 4122.

Russian: Ecnu Bbl roBopuTe Ha pycckuin, BaM AOCTYMNHbI 6ecnnaTHble YCnyrn A3bIKOBON NOAAEPXKKM.
CooTBeTcTBYIOLME BCNOMOraTenbHble CPeACTBa U YCryrn N0 NPeaoCTaBNeHN0 MHpOPMaLMK B JOCTYMHbIX
dopmaTtax Takke npegocraenaTca 6ecnnatHo. No3soHuTe no TenedoHy 1-800-232-2345, ext. 4122.

Arabic:
Oyt Cila gleall 58 o dailia Gladd g3 lise Jila g 5850 LS Ailaall 4 galll Baclocall ilead Sl 53 g1l Ay el Aadll Chaati ¢S 13| rapi
. 1-800-232-2345, ext. 4122 &) e Jail Ul Ll J sa sl (S

Hindi: If¢ 3fd fédt iterd €, <t 3mgeb forg :3 11%[@ YT TETId] HaTd Juas gl & | FaH IRt & SFeRT UaH
e B FoTU STYT eI Te SR FaTd 1 - S & | 1-800-232-2345, ext. 41221

Farsi (Persian):
4>33 ;\@N)@.J)b J\J.é Lods U”JR"‘“'J BN QKJD dL’J dl.‘.}hhg Olods c.,\:dSL; Cuomuo C)LC}MQ\ 43\)\ 6b.g wl.w dLgJ\.&g ul.o.)&g Lm&afuuw
sl s 39790 OB Hsbds cpeiws BB SeJB s oles b 1-800-232-2345, ext. 4122.

Thai: nungme: vinaaulganmn vy sfiusnisenuthumdasumu g wonanil
faflindesilouazudmsthumdaiie Wdaya lusuuuuiihasldles liidun Toae Tusalusdnsio 1-800-232-2345,
ext. 4122.

Japanese: BAEZ#ESNDEE. BHOEBXEY—EREZHRAWVETES . 702V T L
GEEDFATESLSEBESINL) LR A TREREZIRBE T H-HDEEHM T IEPL Y —E XL EH
TITHAW=E1+ET, 1-800-232-2345, ext. 4122 ,
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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
BlueShield
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263470425
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