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Keystone Point of Service

TO AVOID DELAYS, BE SURE ITEM 9, |
TYPE OR PRINT REMEMBER EMPLOYEE’S SOCIAL SECURITY #
IS PROVIDED )
<
‘zt I am choosing to receive covered healthcare services for myself or a dependent outside of the designated referral system. I understand that by
O | using self-referred products, I will be subject to a deductible, coinsurance and other co-payments, as specified in the contract.
=
8 SIGNED - EMPLOYEE OR SPOUSE DATE THIS SECTION MUST BE SIGNED BEFORE A CLAIM
o |X MAY BE PROCESSED.
1. PATIENT'S NAME (FIRST, M.I., LAST) ID#
STREET
2. PATIENT'S ADDRESS
(IF DIFFERENT FROM
= EMPLOYEE) CITY STATE ZIP CODE HOME TELEPHONE NO. BUSINESS TELEPHONE NO.
9
= 3. PATIENT'S DATE OF BIRTH (MONTH/DAY/YEAR)| 4. PATIENT'S SEX 5. PATIENT’S RELATION TO EMPLOYEE
o
e | | [m Clr [ser []spouse [cHio [otHer
o 6. SUBSCRIBER’'S NAME (FIRST, M.I., LAST)
w
w
=
w STREET
s 7. SUBSCRIBER’S
-8l 5 | ADDRESS
E E AND TELEPHONE NO. CITY STATE ZIP CODE HOME TELEPHONE NO. BUSINESS TELEPHONE NO.
= B
8 & |8 WAS CONDITION | A. PATIENT'S EMPLOYMENT B. AN ACCIDENT DATE TIME [JAM DESCRIPTION (HOW AND WHERE)
I RELATED TO: IF AN ACCIDENT
z [Ives [ Ino [Ives [ Ino [Ipm
9. SUBSCRIBER'’S SOCIAL SECURITY NUMBER 10. GROUP NAME (EMPLOYER'S COMPANY NAME)
11. 1S PATIENT COVERED BY ANY OTHER HEALTH PLAN? NAME OF POLICYHOLDER NAME AND ADDRESS OF INSURANCE COMPANY
YE N IF YE
D s D ° = POLICY NUMBER
12. IS PATIENT COVERED BY MEDICARE? 13. 1S CHILD FULL-TIME STUDENT? g q g 9
I authorize the release of any information necessary to process this request.
l:‘ YES D NO l:\ YES D NO 14. SIGNED (PATIENT OR PARENT IF MINOR)
X J
15. NAME AND ADDRESS OF FACILITY WHERE SERVICES RENDERED (IF OTHER THAN HOME OR OFFICE) 16. DATE FIRST CONSULTED A
YOU FOR THIS CONDITION
17. DIAGNOSIS, OR NATURE OF ILLNESS OR INJURY. RELATE DIAGNOSIS TO PROCEDURE IN COLUMN BY REFERENCE TO #S 1,2,3 ETC. OR DX CODE
=
!
(%)
g 18.A B. C. FULLY DESCRIBE PROCEDURE, MEDICAL SERVICES, OR SUPPLIES FOR EACH DATE D. E.
E PLACE OF DIAGNOSIS
> SERVICE DATE OF SERVICE PROCEDURE CODE MOD1 MOD2 SERVICES OR CIRCUMSTANCES CODE OR UNITS CHARGES
m
(=]
=
w (8}
o B
s =
el
sl O
w wl
m K
E 19. YOUR PATIENT’S ACCOUNT NO. | 20. PHYSICIAN OR SUPPLIER’S NAME, ADDRESS, ZIP CODE AND TELEPHONE NUMBER 22. TOTAL CHARGES
=
o
= 21.ENTER THE TAXPAYER ID 23. AMOUNT PAID
g NUMBER TO BE USED FOR
o 1099 REPORTING PURPOSES.
(o) YOU ARE REQUIRED BY LAW 24. BALANCE DUE
T8 TO FURNISH YOUR TAXPAYER
= ID NUMBER.
TAXPAYER ID NO. 25. SIGNATURE OF PHYSICIAN OR SUPPLIER DATE
26. SIGNED (PATIENT OR PARENT IF MINOR)
J
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim
containing any material false information or conceals for the purpose of misleading information concerning any fact, material thereto commits a fraudulent
insurance act, which is a crime and subjects such persons to criminal and civil penalties. PROVIDERS: By signing this document, you swear or affirm that the
services or materials for which claim is being made were necessary and were, in fact, furnished.
. For participants in ERISA, self-funded products, references to subscriber/member shall include participants, and payments for covered services will be
made by Keystone Health Systems on behalf of the employer group.
. Independence Blue Cross offers products directly through its subsidiaries Keystone Health Plan East and QCC Ins. Co., and with Highmark Blue
Shield. Independent Licensees of the Blue Cross and Blue Shield Association.
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EMPLOYEE

1. EACHTIMEYOU REQUEST BENEFITS, SIGN SECTION A AND COMPLETE SECTION B
(ITEMS 1 - 14) ON THE REVERSE SIDE OF THIS FORM.

USE A SEPARATE BENEFIT REQUEST FORM FOR EACH MEMBER OF THE FAMILY.

2. ASKYOUR DOCTOR, HOSPITAL OR SUPPLIER TO COMPLETE SECTION C (THE PHYSICIAN
OR SUPPLIER INFORMATION: ITEMS 15 - 25) OR ATTACHED ITEMIZED BILLS.

ITEMIZED BILLS SHOULD INCLUDE:

PATIENT’S NAME

NSNS SN

DATE OF SERVICE

CONDITION BEING TREATED/DIAGNOSIS
CHARGE FOR SERVICE

TYPE OF SERVICE

SEND THIS REQUEST FOR BENEFITS TO
CLAIMS RECEIPT CENTER
P.0. BOX 211184
EAGAN, MN 55121

DOCTOR, HOSPITAL OR SUPPLIER

DOCTOR’S NAME & ADDRESS

IF YOU HAVE ANY QUESTIONS, CALL
215-567-3550 OR
800-253-3854
OUTSIDE OF PHILADELPHIA

1. COMPLETE ITEMS 15 - 25 ON THE BENEFITS REQUEST FORM USING CURRENT CPT

PROCEDURE AND ICD-9-CM DIAGNOSIS CODES.

2-DIGIT PLACE OF SERVICE CODES
(THE CURRENT 2-DIGIT PLACE OF SERVICE CODE MUST BE USED ON ALL CLAIM SUBMISSIONS)

OFFICE

HOME

INPATIENT HOSPITAL
OUTPATIENT HOSPITAL
EMERGENCY ROOM (HOSPITAL)
AMBULATORY SURGICAL CENTER (ASC)
BIRTHING CENTER

MILITARY TREATMENT FACILITY
SKILLED NURSING FACILITY (SNF)
NURSING FACILITY

CUSTODIAL CARE FACILITY
HOSPICE

AMBULANCE (LAND)
AMBULANCE (AIR OR WATER)

51
52
53
54
55
56
61
62
65
71
72
81
99

INPATIENT PSYCHIATRIC FACILITY

PSYCHIATRIC FACILITY PARTIAL HOSPITALIZATION
COMMUNITY MENTAL HEALTH CENTER
INTERMEDIATE CARE FACILITY/MENTALLY RETARDED
RESIDENTIAL SUBSTANCE ABUSE TREATMENT FACILITY
PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY
COMPREHENSIVE INPATIENT REHAB FACILITY
COMPREHENSIVE OUTPATIENT REHAB FACILITY

END STAGE RENAL DISEASE TREATMENT CENTER
STATE OR LOCAL PUBLIC HEALTH CENTER

RURAL HEALTH CLINIC

INDEPENDENT LABORATORY

OTHER UNLISTED FACILITY



Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: 1 i: WREY S, BTGB GRERIES
WBhARSS . B 1-800-275-2583.

Korean: CtLIAISE: SI2HE AIEEIAI= 22, 90
A& MBIAE 222 0 QU
1-800-275-2583 H2Z Matot& Al 2.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: Yoll: %l N oAl el &, A [A:yes
QUM AUSLAL AL dAHIRL HI2 Guced B,
1-800-275-2583 S\ $3.

Vietnamese: LU'U Y: Néu ban noi tiéng Viét, chung toi
sé cung cap dich vu ho trg ngdn ng® mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUMAHWE: Ecnu BbI roBOpUTE MO-pYCCKHU,
TO MoxeTe 6ecnnaTtHO BOCMNOMNb30BaTbCs ycnyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzystac z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

40 all) saclical) Claad (a ey jall Aalll Caaati ¢S 13 2dds sale
.1-800-275-2583 a8 2 Juail . (laally cll dalia

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.
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Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez francais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: €1 & afe 3ma ey Saa § ar 3muss fav
HFT F AT TERIAT HATC 3T §| HleT HY
1-800-275-2583|

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstltzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: i : FHEGEN A AEOF 1L, SFET VA
B A —E R (MR & ZFIAWE T ET,
1-800-275-2583~FEaE < 72 0,

Persian (Farsi):
oo 4y den i ladd (S o Cumaa a8 R ida s
1-800-275-2583 s lad b a8l e aal b Lad sl 054
QS ol

Navajo: Dii baa aké ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee aka’anida’awo’d¢¢’, t’aa jiik’eh.
Hodiilnih koji” 1-800-275-2583.

Urdu:
2 S s egn e gh) sl G A oS0 e
S JS L0 i et (lae () (e i
1-800-275-2583

Mon-Khmer, Cambodian: ﬁ;&i[&ifg‘ﬂmﬁmﬁjﬂhé
wasiignfunwmanys-igi umeanigi in:
SSWIRAM AN NSOG8 H AN AHATNWHEA
AiG7 §iaunIFlInue 1-800-275-258317

hai])
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Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Or Sex.

This Plan provides:

e Free aids and services to people with disabilities
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).

¢ Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan 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 our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. 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 Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http.//www.hhs.qov/ocr/office/file/index. html.
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