COVID-19 VACCINE
LTI Jiheidary of ndspendence Biue Orose — indepandant lcanseos o MEMBER SUBMITTED CLAIM FORM
(see reverse side for instructions)

ATTACH
RECEIPTS
HERE

the Blue Cross and Blue Shield Association.

Please Mail To: Claims Receipt Center
P.O. Box 211184
Eagan, MN 55121

PATIENT'S NAME (First, Middle, Last) IDENTIFICATION NUMBER SEX BIRTH DATE
[] mMALE
[] FEMALE e

PRESENT ADDRESS STREET [] NEW ADDRESS | CITY STATE ZIP CODE

MEMBER/ PATIENT

RELATIONSHIP OF PATIENT TO MEMBER [] SELF [] SPOUSE [] CHILD [ ] DISABLED DEPENDENT [[] oTHER

. Confirm services for which you are requesting benefits at this time. Must correspond with itemized receipt. Indicate brand of vaccine and dose
number if known. See instructions for vaccine and administration procedure codes.

SERVICE DATE CHARGE

SERVICE

LOCATION SERVICES OBTAINED (Attach additional information, if necessary)

| certify that the information provided on this claim form is correct and complete, and that | am claiming benefits only for charges actually incurred
by the patient named. | authorize any hospital, physician or other provider who participated in the care and treatment of the patient to release to
Independence Blue Cross all medical or other information requested for the processing of this claim. | hereby agree to reimburse Independence Blue
Cross in full should this claim be incorrectly paid. 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 materially 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.

AUTHORIZATION

MEMBER'’S PREFERRED
SIGNATURE DATE N

INSTRUCTIONS:
Remember: This claim form should only be used when you pay up-front for administration of the COVID-19 vaccine.

1. Attach all itemized bills to this claim form. Bills should include the following information:

+ Name, address, and telephone number (on the official bill head if available) of the provider or pharmacy rendering
the service or supplying the item

* PATIENT’S full name

+ DESCRIPTION of each service, or item supply

+ DATE AND AMOUNT CHARGED for each service, or supply
+  VACCINE BRAND AND DOSE NUMBER (see step 4)

2. When you have already paid the provider in full for the services, or supplies you are claiming, payment should be made
to you (if you are our member). Please be sure to have the provider mark ‘Paid in full’ clearly on the bill or receipt.



3. If submitting expenses for more than one family member, please use a SEPARATE claim form for each person.

4. In section Il of the form please specify the COVID-19 vaccine type and administration code. Select from the list below
as appropriate.

COVID Vaccine Procedure Codes

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
91320 vaccine, mMRNA-LNP, spike protein, 30 mcg/0.3 mL dosage, tris-sucrose formulation, for intramuscular use

(Pfizer; Ages 12 years and older; Single dose)

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
91319 vaccine, mMRNA-LNP, spike protein, 10 mcg/0.3 mL dosage, tris-sucrose formulation, for intramuscular use

(Pfizer; Ages 5 through 11 years; Single dose)

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
91318 vaccine, mMRNA-LNP, spike protein, 3 mcg/0.3 mL dosage, tris-sucrose formulation, for intramuscular use

(Pfizer; Ages 6 months through 4 years, Multi-dose)

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
vaccine, recombinant spike protein nanoparticle, saponin-based adjuvant, preservative free,

91304 5 mcg/0.5 mL dosage, for intramuscular use

(Novavax; Ages 12 years and older; Multi-dose)

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
91322 vaccine, mRNA-LNP, 50 mcg/0.5 mL dosage, for intramuscular use

(Moderna; Ages 12 years and older; Single dose)

Severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19])
91321 vaccine, mMRNA-LNP, 25 mcg/0.25 mL dosage, for intramuscular use

(Moderna; Ages 6 months through 11 years; Single dose)

COVID Vaccine Administration Codes

Immunization administration by intramuscular injection of severe acute respiratory syndrome

90480 coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19]) vaccine, single dose

The following administration codes may be used to indicate the dose-number when multi-dose vaccine Novavax
was administered:

Immunization administration by intramuscular injection of severe acute respiratory syndrome
0041A coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19]) vaccine, recombinant spike protein
nanoparticle, saponin-based adjuvant, preservative free, 5 mcg/0.5 mL dosage; first dose

Immunization administration by intramuscular injection of severe acute respiratory syndrome
0042A coronavirus 2 (SARS-CoV-2) (coronavirus disease [COVID-19]) vaccine, recombinant spike protein
nanoparticle, saponin-based adjuvant, preservative free, 5 mcg/0.5 mL dosage; second dose

Immunization administration by intramuscular injection of severe acute respiratory syndrome
coronavirus 2 (SARSCoV-2) (coronavirus disease [COVID-19]) vaccine, recombinant spike protein

0044A nanoparticle, saponin-based adjuvant, preservative free, 5 mcg/0.5 mL dosage; booster dose

(Sequenced doses above 2)

5. Complete the entire claim form (if necessary, have your physician or pharmacist complete the Service section) and be
sure to include the information requested above. This will avoid unnecessary delays in processing your claim. Keep a
copy of this form and itemized bills for your records.

6. If you have QUESTIONS regarding the completion of this claim form, please contact Member Services at the
telephone number shown on your ID card.



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: /&% : WREHA L, EALIE R RHENIES
IR S . #(H#H 1-800-275-2583.

Korean: QLI AISH: BI20{ 2 AIZ6IAlE 22, o0
N3 MHEIAE 2220 C|
1-800-275-2583 122 M3 AIL.

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

Gujarati: Yoll: %l dR Al dllecl &, Al [:yes
QUM USlAL AcA dHIRL HIZ Guded B,
1-800-275-2583 SlA §3.

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

Russian: BHUMAHWE: Ecnn Bbl roBOpUTE NO-PYCCKN,
TO MOXeTe 6ecnnaTHO BOCMNOMNb30BaTLCA 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:

A gall) sacluall ilaad (8 Ay jall Aalll Cuaati i€ 1Y) ;Ads ala
.1-800-275-2583 pd_n Jaail . Jlaally ll dalia

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sevis éd 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: &arer & afg 3m9 B sea § ar 3muss fow
HF H AN FETIAT {ATC 3UCTSH §| il Y
1-800-275-2583|

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

Japanese: fii% : RHEGENHAEO I, SHET VA
AP —ER (B &2 TR £,
1-800-275-2583~B&EaHE < 723 V),
Persian (Farsi):
e Ful PXENPRY: PTG v L I RPN
1-800-275-2583 s jlati L 28l o asl 8 el (5)n (81
A8 il

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee akd’anida’awo’d¢¢’, t’a4 jiik’eh.
Hodiilnih koji’ 1-800-275-2583.

Urdu:
i R N Y Y PYYG FR R R RS S (PPN
02 0S JIS 0 Al Gledd (glee L) e Cida
.1-800-275-2583

Mon-Khmer, Cambodian: fJ 815 MBIGHIYANS
weisiignfunwmanys-igi ymanigi 1
SSwiAmMan SUMSH Y SHAUIANAHANWHA
HIG 9 gieugIFlinug 1-800-275-25837

ho )



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.
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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.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.
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