Send this request for benefits to:

Claims Processing Center
PO Box 211184

L .
AmeriHealth.

To avoid delays be sure Employee's social security# is provided

Point of Service Claim Form

INFORMATION WE NEED FROM YOU (TYPE OR PRINT)

Section A I'am choosing to receive covered healthcare services for myself or a dependent outside of the designated referral system. | understand that by using
THIS SECTION MUST  non-referred providers, | will be subject to a deductible, coinsurance and other co-payments, as specified in the AmeriHealth contract.
BE SIGNED BEFORE
A CLAIM MAY BE Signed - Employee or Spouse X Date
PROCESSED
1. Patient’s name (First, M.1., Last) ID#

2. Patient’s address (If different from employee)

3. Patient’s date of birth (month/day/year) 4. Patient’s sex 5. Patient’s relation to employee
CIMale O Female O Individual 1 Employer

6. Subscriber's name (First, M.1., Last) D#

7. Subscriber's Address Home Telephone# Business Telephone#

Street

City State Zip Code

Section B 8. Was condition related to: B. Accident If an Accident Description (How and Where)

A. Patient Employment ClYes DONo | Date:

ClYes [No TimedAM [PM

9. Subscriber's SS# 10. Group# 10A. Group name (Employer's company name)

11. Is patient covered by any other health plan? [ Yes 1 No Name and address of insurance company

If yes, Name of policy holder

Policy #

12. Is patient covered by medicare? I Yes 1 No 13.Is child a full-tme student? E1Yes ~ EINo

I authorize the release of any information necessary to process this request.
14. Signed (patient or parent if minor) X

INFORMATION TO BE COMPLETED BY PHYSICIAN

15. Name and address of facility where services rendered (if other than home or office)

16. Date first consulted 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

18.A. B. C. Fully describe procedure, medical services, or supplies for each date D. E.
Placeof | Dateof | piajureCode | Mod1 | Mod?2 Explain unusual services or circumstances Diagnosos Code | Charges
Service | Service or Units
Section C
19. Your patient’s account # 20. Physician or supplier's name 22.Total Charges
21. Enter the taxpayer ID # to be used | Address 23. Amount Paid
for 1099 Reporting purposes.
You are required by law to furnish Zip Code 24. Balance Due
your Taxpayer ID #.
Taxpayer ID # Telephone # Date

25. Signature of physician or supplier X

Coverages issued by AmeriHealth HMO, Inc. and/or AmeriHealth Insurance Company of New Jersey.



EMPLOYEE

1. Each time you request benefits sign section a and complete section b (items 1 through 14) on the reverse side of this form.Use a separate benefit request form for
each member of the family.
2. Ask your doctor, hospital or supplier to complete (section ¢ the physician or Supplier information items 15 - 25) or attach itemized bills.

Itemized bills should include:

Doctor's name & address

Patient’s name

Date of service

Condition being treated/diagnosis

Charge for service

Type of service

IF YOU HAVE ANY QUESTIONS, CALL: 1-800-422-2457

DOCTOR, HOSPITAL OR SUPPLIER

1. Complete items 15 through 25 on the benefits request form using current cpt procedure and icd-cm diagnosis codes.

2-DIGIT PLACE OF SERVICE CODES

(THE CURRENT 2-DIGIT PLACE OF SERVICE CODE MUST BE USED ON ALL CLAIMS SUBMISSIONS)
11 Office 51 Inpatient Psychiatric Facility
12 Home 52 Psychiatric Facility Partial Hospitalization
21 Inpatient Hospital 53 Community Mental Health Center
22 Outpatient Hospital 54 Intermediate Care Facility/Mentally Retarded
23 Emergency Room (Hospital) 55 Residential Substance Abuse Treatment Facility
24 Ambulatory Surgical Center (Asc) 56 Psychiatric Residential Treatment Facility
25 Birthing Center 61 Comprehensive Inpatient Rehab Facility
26 Military Treatment Facility 31 Skilled Nursing Facility (Snf) 62 Comprehensive Outpatient Rehab Facility
32 Nursing Facility 65 End Stage Renal Disease Treatment Center
33 Custodial Care Facility 71 State Or Local Public Health Center
34 Hospice 72 Rural Health Clinic
41 Ambulance (Land) 81 Independent Laboratory
42 Ambulance (air or water) 99 Other Unlisted Facility

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 person 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.

o
Coverages issued by AmeriHealth HMO, Inc. and/or AmeriHealth Insurance Company of New Jersey. AmerlHealth



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: /£ &: nREY L, B AR RHENIES
WrBIAR %S . H 1-800-275-2583.

Korean: CHLIAIEL: S22 AIE6IAlE 22, A0
A& NMHIAE 222 0 Q)
1-800-275-2583 2 Z M3IotAAIL.

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

Gujarati: YUsil: % dR YAl detdl &, A [A:ges
UMl sl Al dHIRL HI2 Guded B,
1-800-275-2583 Sl $3.

Vietnamese: LUU Y: Néu ban n6i tiéng Viét, ching toi
sé cung cap dich vu ho trg ngdn nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHIMAHWE: Ecnu Bbl roBOpUTE NO-PYCCKY,
TO MoXeTe GecnnaTtHO BOCNONb30BaTbCA yCnyramu
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ 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:

A salll aclisel) hladd (48 (A yall A2l Chaatii ¢S 1)) 1dh eala
.1-800-275-2583 ad 1 Jucail | Jlaally &l 4l

French Creole: ATANSYON: Si w pale Kreyodl

Ayisyen, gen sévis &d pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Telugu: g deyg G asdY b Beord a3

2008, Q) FELH BeD PRI 290 EDSTLDIS
ow. 1-800-275-2583 (TTY: 711) s BSabod.

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 frangais, 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: &a1e7 & If¢ 39 f@dr aterd g ar 3maes fav
HE H ST FETIT JaTU 3Tl g1 Pl
1-800-275-2583 |

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

Japanese: fii#% : REHEGENS HAGEDO HIL, ST VA
S A=A (R & ZFRIHWIZIZT £,
1-800-275-2583~FBEahH < 72 &\,
Persian (Farsi):
oo 4g den i ladd (€ o Cimaa a8 R taa g
1-800-275-2583 o e b 2l (e aa) i e (sl OISG1
28 il

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

Urdu:
S S s ean e g b G BN S0 A
S JS L0 Al Alaad (lae () e i
1-800-275-2583

Mon-Khmer, Cambodian: ﬁ;&i[ﬁgﬂmiimigﬂiﬂ%
wrsiigasunwmeanys-igi ymanigi 1n:
SSWIAM AN SNSE S I IANAHATNWHE
AniGT gieugIFnie 1-800-275-25837

Taglines as of 12/31/2022



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).

e 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, 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.qov/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.

Taglines as of 12/31/2022
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