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HOWARD HUGHES MEDICAL INSTITUTE

1. Subscriber’s Legal Name (Last, First, Middle Initial) Patient’s Legal Name (Last, First, Middle Initial)

Membership Number Patient’s Sex
q Male q Female

Patient’s Relationship to Subscriber
1 2 3 4 
q Self q Spouse q Child q Other

Subscriber’s Address (Street) q Check box if NEW address                                              (City)                                      (State)                  (Zip Code) 

Telephone Number Group Number Patient’s Date of Birth (mm/dd/yy)

Provider’s Name Tax ID or NPI Number Provider’s Telephone Number

Provider’s Address                    (Street)                                                                                (City)                                      (State)                  (Zip Code)

Patient’s Full Name Date of Service Diagnosis or Complaint Description of Service Amount Charged

IMPORTANT: ALL QUESTIONS MUST BE ANSWERED

2. Was the treatment a result of an injury?  q Yes  q No Was the injury a result of an automobile accident?  q Yes   q No

Description of accident

Date of Accident  Where Accident Occured  

3. Was illness(es) or injury(ies) in any way work related?  q Yes  q No

4. Does patient have Medicare?. Effective Date of Coverage Health Insurance Claim Number

a. Medicare Part A (Hospital Insurance)? q Yes  q No     /    /    
Month  Day   Year

b. Medicare Part B (Physician’s Coverage)? q Yes  q No     /    /    
Month  Day   Year

                  

5. In addition to coverage under this program, is patient covered under any other insurance providing health care benefits or services?
q Yes  q No   If “Yes”, please complete:

a. Name of Policy Holder                                                   Relationship to Patient                                                                       
b. Name of Insuring Company   

c. Policy or Certificate Number  d. Effective Date of Coverage     /    /        

                Month  Day   Year 

e. Check type of coverage:  q Hospital  q Surgical-Medical  q Major Medical  q Other (specify)  
f. Check One:  I have  q Family  q Subscriber and Spouse  q Individual  q Parent and Child  coverage with this carrier.

g. Name and Address of Policy Holder’s Employer  

I certify the above is complete and correct and that I am claiming benefits only for charges incurred by the patient named above. Any person who knowingly or willfully presents a false or fraudulent  
claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Authorization is hereby given to any hospital, physician, or other provider which participated in any way in my care and treatment to release to CareFirst BlueCross BlueShield any medical information 
which they in their judgement deem necessary to the adjudication of this claim.

X    
 SIGNATURE OF SUBSCRIBER DATE

HAVE YOU ATTACHED YOUR ITEMIZED BILLS?
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Provider#          Initials      

CareFirst BlueCross BlueShield is the business name of CareFirst of Maryland, Inc. and is an independent licensee of the Blue Cross and Blue Shield Association. 
® Registered trademark of the Blue Cross and Blue Shield Association. ®’ Registered trademark of CareFirst of Maryland, Inc.
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Original bills and receipts required for all 
services. Keep a copy of your bills and 
claim form for your records.



Mail Administrator 
P.O. Box 14115 
Lexington, KY 40512-4115

IN ORDER FOR YOUR CLAIMS TO BE PROCESSED, THE FOLLOWING INFORMATION MUST BE SUBMITTED

1. A copy of the bill on the provider’s letterhead stationary

The bill must include:

Provider’s full name, degree, address, phone number and Tax ID or National Provider Identifier (NPI) number 
Patient’s full name 
Descriptions of each service or supply 
Date of which each service was provided 
The provider’s diagnosis, or patient’s chief complaint 
The amount charged by the provider for each service provided 
Original bills and receipts required for all services  
Keep a copy of your bills and claim form for your records

2. A completed claim form. Please be sure to accurately complete all sections of the claim form.  Always use one claim form 
per patient.

3. When another insurance carrier (including Medicare) is paying your claim first, please submit a copy of their payment 
statement with your claim.  These statements are sometimes called “Explanation of Benefits,” “Summary of Benefits,” 
“Explanation of Medicare Benefits.”

BILLS FOR THE FOLLOWING SERVICES SHOULD INCLUDE THIS ADDITIONAL INFORMATION
Office Visits:   Type of visit (brief, intermediate, extended, etc.)

Private Duty Nursing:    Dates and shifts worked, amount charged for each shift, prescribing Doctor’s name 
and degree, and registration number of nurse.

Durable Medical Equipment:   Include the full purchase price of any rented equipment. A letter of medical 
(wheelchair, respirator, oxygen, etc.)  necessity from your physician must be submitted with the claim. 

X-rays:   Type of x-ray (chest, legs, etc.)

Blood Charges:    Include the number of pints received, charges for each, and the number of pints 
replaced by donors. Indicate whether bill is for whole blood, plasma or derivatives.

General Anesthesia:    The length of time (in minutes) the patient was under general anesthesia must 
appear on the bill.

Accidental Injury Claims:   Must indicate the date on which the accident occurred.



CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.  
CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., First Care, Inc. and The Dental Network  
are independent licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association. 
®’ Registered trademark of CareFirst of Maryland, Inc.

Notice of Nondiscrimination and  
Availability of Language Assistance Services

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc. and all of their corporate affiliates (CareFirst) 
comply with applicable federal civil rights laws and do not discriminate on the basis of race, color, national 
origin, age, disability or sex. CareFirst does not exclude people or treat them differently because of race, 
color, national origin, age, disability or sex.

CareFirst:
 ■ Provides free aid and services to people with disabilities to communicate effectively with us, such as:

Qualified sign language interpreters
Written information in other formats (large print, audio, accessible electronic formats, other formats)

 ■ Provides free language services to people whose primary language is not English, such as:
Qualified interpreters
Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is 
available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator 
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address P.O. Box 8894  
  Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820 
Fax Number 410-505-2011

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, D.C. 20201 
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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Foreign Language Assistance

Notice of Nondiscrimination and Availability of Language Assistance Services



Notice of Nondiscrimination and Availability of Language Assistance Services  



Notice of Nondiscrimination and Availability of Language Assistance Services  


