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GEMERAL INSTRUCTIONS
MOTE: If the Provider of Service is an Anthern Health Batwark Pravider, it is not necessary jo complate the clalm farm
balow, as they will submit directly 1o Anthem Health & Lite Insurance Company of New Yark,
IN DRCER TO AVOID DELAY, PLEASE FOLLOW THE INSTREUCTIONS LISTED BELOW.
1. A SEPARATE ENVELOPE MUST BE COMPLETED FOR EACH PATIEMT,

2 W arother health ingurance carrier, including Medicane, has partially paid or dericd this claim, include an
EXFLAMATION OF BENEFITS showing paymienl ar denial from that carrier,

4, Bemigad bills for sorvica or supplies mist incude all of the fallwing sormalion:

« PATIENTS FULL MAME = DATE & DESCRIPTION OQF EACH SERVICE « PROCEDURE COHDE

« PROVIDER'S WAME & ADDSRESS REMNDERED OR SUPFLY PURCHASED
s DIAGMOSIE + CHARGE FOR EACH SERVICE OR SURPPLY
IF YOUR COVERAGE INCLUDES ANY OF THE SEAVICES LISTED BELOW PFLEASE AEAD THE FOLLOWING:
FRESCRIFTICON CRUGE- Include origingl dreg receipt which indicates the name and address of pharmacy, drug
nyme & number, strength, quantily, charge and number of days of usage.
DURABLE MEDICAL EQUIFMENT-  [PURCHASE DR AENTAL) Inciude a statomant Irgm pliysician indicalting medaal
nicessity and longth of time for usage,
MURSING SERVICES- Inzlude an itemized bill and a progress repart fram the nurss which indicates nurse's
reqistrdlion nurtss, stats where registered, and the place of senvice. A statement Trom
Iha pysicin indicating modical necassity mast also ba Inchedad,
AMBLULANCE Includs & Bill indicating he point of cnigin, reascn lor ranspon, name of hospitel whara
pahient vwas reated, and date of admizsion.

PAOSETHETIC APFLIANCE Include physician's statemant indicating medeal nocessity and dale condilion was disgnossd.
QLCUPATICNAL THERAPY= Inchads o complelod coribsaton form which s awvadalie a1 tha tharaplat's allcn,
PHYSIZAL THERAPY- Include & bill which indicates te number of freabments, length of lima per visa,
gnd & descriplion of Ik & L
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Any persen who knowingly and with intent to defrawd any insurance company or ather person files an anh.::.atic-n far
inzurance or stalement ol claim containing any materizlly false information, of conceals lor the purpose af migteading,
informalion concerning any fact material thereta, commits a fraudulent insurance act, which is a crime, and shali also bo
subject to A civil penally not to excend fvo thousand doltars and the stated value of the claim for each such violation,

1 authorize the release of any migdical informalion to process this claim, and cerify that the abeve information is completc
and correcl | am claiming benefits only for charmges incurred for the patient indicafed above.
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