PREMERA | Member Submitted Claim Form for
Sentl, WA 98111-9159 Amazon and Subsidiaries

This form is to be used for medical claims where you incurred expenses from a provider who did not bill the plan directly.
Premera Blue Cross will not pay a claim submitted more than 12 months after the date of service.

See instructions on other side for additional information to complete your claim.

1. Patient / Member NOTE: Complete a separate claim form for each patient / member.

Patient name (first, middle, last) Date of birth (month/day/year)| Prefix and ID number (see ID card) Group number (see ID card)
Address City State ZIP

Home phone number Work or alternate phone number | Subscriber name (first, middle, last)

Does the patient have coverage from any other health plan?
EI No, skip to section 2 DYes, please attach the Explanation of Benefits (EOB) statement from the primary plan with this claim, and complete the following information.

Name of other health plan ID number or policy number of other health plan| Phone number of other health plan

2. Claim Details NOTE: You must submit an itemized bill or your claim will be returned.

Have the charges been paid in full?
E] No EIYES, please attach proof of payment in full with your itemized bill.

In what setting were these services performed?
Ellnpatient hospital DOutpatient hospital I:IOfﬂce/cliniC I:ISurgery center DSkilled nursing facility DHome EIOther:

3. Accident / Injury

Is this claim due to an accidental injury? Date of accident Where did the accident occur?
DNO, skip to section 4 DYes, complete this section E] Home EIWork DSchool DAuto El Other:

How did the accident happen?

Description of injury

4. Signature

To be accepted, this form must be fully completed (as appropriate to the claim being submitted), signed, and have an itemized bill attached.
Mail to: Premera Blue Cross, PO Box 91059, Seattle, WA 98111-9159

Patient signature (or legal guardian if patient cannot legally consent to services) | Relationship to patient Date (month/day/year)

[ self
D Other:

Please note: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.
Penalties include imprisonment, fines, and denial of insurance benefits.
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Instructions

A. Complete a claim form. Most providers will bill directly for you and no claim form will be necessary. However, if you do incur
expenses from a provider who will not bill the plan directly, you will need to complete a claim form and provide an itemized bill. (See
section B for information about itemized bills.)

B. Attach the itemized bill. Please do not highlight or modify the itemized bill as this may cause delayed processing of your claim.
The itemized bill must contain all of the following information:

Name of the member who incurred the expense.

Name, address, and IRS tax identification number of the provider.

Diagnosis code (ICD-10). This information must be obtained from your provider.

Procedure codes (CPT-4, HCPCS, ADA, or UB-04). This information must be obtained from your provider.
Date of service and itemized charge for each service rendered.

Prescription for hearing aid purchases.

Please note: Your claim will be returned if all of the required information listed above is not included.

C. The front of your member ID card may not match the card pictured below. This sample card is meant to be a guide to help you
identify your prefix, identification, and group numbers. These numbers are required to complete your claim form.
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1 — Prefix and Identification # help us verify your eligibility, determine your
coverage, and process claims.

2 — Group # identifies your plan's benefits.

D. The back of your member ID card provides additional information. To help ensure your claims are paid properly,
encourage physicians and other providers to copy the front and back of your card each time you visit.

You can research claim and eligibility information online. Visit our self-service website at premera.com/amazon. You may also
call customer service at 877-995-2696 (TTY: 711), we are open 24 hours daily with the exception of holidays.


http://www.premera.com/amazon

Notice of availability and nondiscrimination  800-722-1471 | TTY: 711
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Discrimination is against the law. Premera Blue Cross (Premera) complies with applicable Federal and Washington state
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.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, sex,
sexual orientation, or gender identity. Premera provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services to communicate effectively with us, such as qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free
language assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our Civil Rights Coordinator. If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@Premera.com. You can
file a grievance in person or by mail, fax, or email. 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 Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with
the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance
Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status,

or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
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