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Carehitst

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 Eatient’s Relatéonship to Subs;riber A
I Male U Female U Self U Spouse U Child U Other
Subscriber’s Address (Street) U 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

Original bills and receipts required for all
services. Keep a copy of your bills and
claim form for your records.

IMPORTANT: ALL QUESTIONS MUST BE ANSWERED

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

Description of accident

Date of Accident Where Accident Occured

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

4 Does patient have Medicare?. Effective Date of Coverage Health Insurance Claim Number
a. Medicare Part A (Hospital Insurance)? QYes QNo / /
Month Day Year
b. Medicare Part B (Physician’s Coverage)? U Yes U 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?
U Yes U 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: U Hospital U Surgical-Medical U Major Medical U Other (specify)
f. Check One: | have U Family U Subscriber and Spouse U Individual U Parent and Child coverage with this carrier.

g. Name and Address of Policy Holder’s Employer

| certify the above is complete and correct and that | 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.

Administrative Use Only
Do not write in this space

Provider# Initials,

SIGNATURE OF SUBSCRIBER DATE
HAVE YOU ATTACHED YOUR ITEMIZED BILLS?

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.

CST2304-1S (5/14)



] Mail Administrat
Cal'ehl‘st. P.gl. Boxmllzllslga >

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: . ..oooviii e 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.

XoTAYS: o Type of x-ray (chest, legs, etc.)

Blood Charges: ............ccoeeeiiiiieeiiii 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.



Notice of Nondiscrimination and
Availability of Language Assistance Services

CarefFirst 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.

Carehtst

Family of health care plans

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc.
CarefFirst 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.
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Notice of Nondiscrimination and Availability of Language Assistance Services

Foreign Language Assistance

Attention (English): This notice contains information about your insurance coverage. It may contain key dates
and you may need to take action by certain deadlines. You have the right to get this information and assistance in
your language at no cost. Members should call the phone number on the back of their member identification card.
All others may call 855-258-6518 and wait through the dialogue until prompted to push 0. When an agent
answers, state the language you need and you will be connected to an interpreter.

AT (Amharic) “100.8:- LU TI0F DR AN oo 1147 avlE LHA: PO $1-180F (47T ALK TLF@- 099,10+ 11CF
AFS OATLTF AILU? AT $6F AN & TAA: &IT 0P8 99T hG AT NP (L IRP WM 99T 55t av{lh AAP e
ANA WP hood@&P MCeP NATECA AL DL TMPAD- PhAh £TC aPLDA L FAN: AOA NAUPT £19° DL Adh &TC
855-258-6518 L@-AD- 07 W18 R AANLIICY &40 1919147 apM1P hA-(1P:: A7E O oPAN ALNTP? PTLLAHTT £7%
PAM-ET hH.LI° WFCATL. IC LISz

Edeé Yoriibd (Yoruba) Ttétiléko: Akiyesi yii ni iwifin nipa isé ad6jutofd re. O le ni awon déeti pat o si le ni lati
gbé igbése ni awon 0j0 gbedéke kan. O ni ¢t lati gba iwifun yii ati iranldwo ni ede re 1ofee. Awon omo-egbé
gbddo pe nomba foonu té6 wa Iéyin kaadi idanimo won. Awon miran le pe 855-258-6518 ki o si durd nipas¢ 1jiroro
titi a 0 fi so fun o lati te 0. Nigbati asoju kan ba dahun, so ¢dé ti o f¢ a 6 si so 0 po m¢ ogbufo kan.

Tiéng Viét (Vietnamese) Chu y: Thong bao nay chira thong tin v& pham vi bao hiém cta quy vi. Thong bao c6 thé
chira nhirng ngay quan trong va quy vi can hanh dong trudc mot sé thoi han nhat dinh. Quy vi ¢6 quyén nhan
dugc thong tin nay va hd trg bang ngbn ngir ciia quy vi hoan toan mién phi. Cac thanh vién nén goi sé dién thoai
& mit sau ciia thé nhan dang. T4t ca nhitng nguoi khac ¢6 thé g0i 56 855-258-6518 va chd hét cude doi thoai cho
dén khi duoc nhic nhin phim 0. Khi mot tong dai vién tra 16i, hiy néu rd ngdn ngit quy vi cAn va quy vi s& duoc
két ndi véi mot thong dich vién.

Tagalog (Tagalog) Atcnsyon: Ang abisong ito ay naglalaman ng impormasyon tungkol sa nasasaklawan ng iyong
insurance. Maaari itong maglaman ng mga pinakamahalagang petsa at maaaring kailangan mong gumawa ng
aksyon ayon sa ilang deadline. May karapatan ka na makuha ang impormasyong ito at tulong sa iyong sariling
wika nang walang gastos. Dapat tawagan ng mga Miyembro ang numero ng telepono na nasa likuran ng kanilang
identification card. Ang lahat ng iba ay maaaring tumawag sa 855-258-6518 at maghintay hanggang sa dulo ng
diyalogo hanggang sa diktahan na pindutin ang 0. Kapag sumagot ang ahente, sabihin ang wika na kailangan mo
at ikokonekta ka sa isang interpreter.

Espaiiol (Spanish) Atencion: Este aviso contiene informacion sobre su cobertura de seguro. Es posible que
incluya fechas clave y que usted tenga que realizar alguna accién antes de ciertas fechas limite. Usted tiene
derecho a obtener esta informacion y asistencia en su idioma sin ningun costo. Los asegurados deben llamar al
numero de teléfono que se encuentra al reverso de su tarjeta de identificacion. Todos los demas pueden llamar al
855-258-6518 y esperar la grabacion hasta que se les indique que deben presionar . Cuando un agente de seguros
responda, indique el idioma que necesita y se le comunicara con un intérprete.

Pycckuii (Russian) Banmanne! Hacrosimee yBenomneHne coaep ut HHGOPMALUIO O BAIIEM CTPAXOBOM
obecreueHHH. B HeM MOTYT yKa3bIBaThCsl BXKHBIC JATHI, H OT BAC MOKET MOTPEOOBATHCS BBIIIOJIHUTH HEKOTOPBIC
JEHCTBHS X0 ONPEACICHHOrO CpOKa. BEI mMeeTe mpaBo GECIIATHO MONYIHTh HACTOSIING CBCACHUS U
COITyTCTBYIOLIYIO TOMOILb HA YA0OHOM BaM sI3bIKE. Y HaCTHHKAM CJIEAyeT oOpamaTbes o HoMepy TeiaedoHa,
YKa3aHHOMY Ha TBUTPHOH CTOPOHC MACHTH(HKALNOHHON KapThl. Bee mpounc aDOHCHTBI MOTYT 3BOHUTH IO
HOMepy 855-258-6518 u 0:xuaaTh, MOKa B TOJIOCOBOM MEHIO HE OyAET MpemIokeHo HaxkaTb Iudpy «0». [Ipu
OTBCTC AI'CHTA YKAXKUTC JKC1AEMbIH S3bIK 0611],61-[1/1}1, 1 BAC CBSXKYT C NCPCBOAYMKOM.



Notice of Nondiscrimination and Availability of Language Assistance Services

18! (Hindi) €071 &: 38 FAAT 7 31! SNAT oo & TR H SATHNT &1 378 1 8 Fehel ¢ T S0 &
Tt &7 3o &1 3R 319sh T [FaT Had TaET-HHT & $1aR ST 1T ST 81| 3T T ATARR
3R FE AT FETICAT =T AT H T2k TTed T TR 8| FEE T 39 TeeTeT 97 & N few 7T Bl
TSR TR Sl ol T ATET | 31T T AT 855-258-6518 TR el B Tehel & AR ST ofeh () Galet oh ToTT o gl
ST, TS dsh TATE HT JAET Y| TS IS TSI Ical & dl 3 TT 1T §dTU 3R IMIhT SATEITHR H Folde
T fem S|

Bdsi>-wuqu (Bassa) To Dull Cao! B3 nia ke ba nyo b& ké t gbo kpa b6 ni fiia-flia-tiin nyee jé dyi. B5 nia ke
bédé wé jéé bé bé  ké de wa m3 th ké nyuee nyu hwe bé wé béa ké zi. D md ni kpé bé rh ké b3 nia ke ke gbo-
kpa-kpa th mdee dyé dé ni bidi-widi mu b£ th ké se widi o pé&. Kpood nys b& me d4 fiiin-ndb6a nia dé waa
.D. kdad dein nye. Nyo t33 séin me d4 ndba nia ke: 855-258-6518, ké m me fo tee b€ wa kée m gbo c& b€ m ké
n36a mda 0 kee dyi padain hwe.  jii ké nyo do dyi h g5 jiiin, po wudu th m3 poe dyie, ké ny> do mu 66 niin
bé o ké ni wudud mu za.

FRAT (Bengali) THT FFFa: 9% (0T AT ] FOIES T 9 TA®| IF N 3F97 SN NF(© M
27 Mg SIfEEE T AFEE e Ao 200 M| 67 2486 g R 92 937 M3 A5 T2Fe] MN3IF
SATEPF AN A= | FOHEOAE O TICITA T AR TG Fo FA© 2 | AT 855-258-6518 THEG
3 3@ 0 o100 1 o1 =14F ACIFT FH0© =TEN | AT (P A6 S (& 9N AT f(&d ST A Fe[ef
A3 IS (TR NG & I3 |

San sl o S s 0l S e Ul - o Jaidia gy Dilaglaa (Blaie gy S ab sl S Gl a a8 (Urdu) 520/
P A o 8 S8 el laglan g uly S Glp 5305 0 (S DS (S8 S s B 6 Al e sade SIS o
B g ala GOS IS el (s 2 gage  Caly (SIS GRS S Ol ee 0 Ga S S Jeala 23e (pa ) G S
) mstlae ) s Gl S Giagl o S RN SE Sl S S S 0 sl o 5w S JS 1855-258-6518 S
S 0sls sl e an e gl il

G Ul a3V 5 28l cage b b sl ol (Seae Cand Ladi A Gl g 0 )b 2 (e Dl (s la 4aBle ) Gl a5 (Flarsi) wld
Al 5 A A Sl 4 ) S sem A ) (el 5 e DUl () U aiasd )13 555 5 G O ) e 2iS alal paals o0l ) e

o bad L i) 5 e 311 e 23,80 el L3 lid IS Cully 3 ead 2 a0 jledi b ol Loac)

Sl Wil ) 31 o s o KAl ) an a0 LIS | () 2ae 3 gl 4l g Ll ) U aiiley latie g 2,80 (4i855-258-6518
A58 Jea g ada g2 e g jie 4o U aiS palali | 5L5 3 ) 5

Masl ) ling By aga gl 58 o g ging g Aanaalill ot Loy cilasbea o JUadY) 138 (g giny: 4l (Arabic) Lyl 44l
Jeai) plme ) o aun A g Jont s il il slaall g Baclisall 038 o J gmal) Al Gay Ba0ss Ailgd e 9o Jglas s o)
P e Jeai) o A (e Al A ) iy o iy el 8 Sl i) B e

Lo doal gl ) 2U8a% il ARl SO e DIS ) aaf dula) xie ), by o Jariall agie cllay s dladdl A HUa1Y 5 855-258-6518
O3l Grea jidll sl dllia 68 i

F1 XEZELL (Traditional Chinese) X+ A EFIR B BeAa (HAHRTE . AR mTRE 0L & % H 3
B ABAERS TE IR 2 BT IRRBI TE), (BARERI R BB E N, Nl e BERR A r i B AR
Bo & BRI RIS S R m i A S, JLMIETA At R RS 855-258-6518, 4 ELH
AR TR 0, WHEMVERIERE, FERNEFELEERNES, SREAEE DA BIE,



Notice of Nondiscrimination and Availability of Language Assistance Services

Igbo (Igho) Nrubama: Qkwa a nwere ozi gbasara mkpuchi nchekwa onwe gi. Q nwere ike inwe ubochi ndi di
mkpa, i nwere ike ime ihe tupu ufodu ubochi njedebe. I nwere ikike inweta 0zi na enyemaka a n’asusu gi na
akwughi ugwo ¢ bula. Ndi otu kwesiri ikpo akara ckwenti di n’azu nke kaadi njirimara ha. Ndi 0zo niilc nwerc
ike ikpo 855-258-6518 wee chere ububo ahu ruo mgbe amanyere ipi 0. Mgbe onye nnochite anya zara, kwuo
asusu 1 choro, a ga-¢jiko gi na onye okowa okwu.

Deutsch (German) Achtung: Diese Mitteilung enthilt Informationen tiber Thren Versicherungsschutz. Sie kann
wichtige Termine beinhalten, und Sie miissen gegebenenfalls innerhalb bestimmter Fristen reagieren. Sie haben
das Recht, dicsc Informationen und weitcre Unterstiitzung kostenlos in Threr Sprache zu crhalten. Als Mitglicd
verwenden Sie bitte die auf der Riickseite Threr Karte angegebene Telefonnummer. Alle anderen Personen rufen
bitte die Nummer 855-258-6518 an und warten auf die Aufforderung, die Taste 0 zu driicken. Geben Sie dem
Mitarbciter dic gewiinschte Sprache an, damit cr Sic mit cinem Dolmectscher verbinden kann.

Frangais (French) Attention: cet avis contient des informations sur votre couverture d'assurance. Des dates
importantes peuvent y figurer ct il sc peut que vous devicz entreprendre des démarches avant certaines échéances.
Vous avez le droit d'obtenir gratuitement ces informations et de l'aide dans votre langue. Les membres doivent
appeler le numéro de téléphone figurant a l'arriére de leur carte d'identification. Tous les autres peuvent appeler le
855-258-6518 et, apres avoir écouté le message, appuyer sur le 0 lorsqu'ils seront invités a le faire. Lorsqu'un(e)
employé(e) répondra, indiquez la langue que vous souhaitez et vous serez mis(e) en relation avec un interprete.

70l Korean) T4 o] FA 0N 2l 718121000 ¥ A Lol A 041
A2 Aol o 54 71 do] Eed Aok AR A8 Aol A9 A A va
AP} 1grith 3190014 49 1D A=) 5ol gl Ao 5 2 el F414] 0. 51900] okl 4l 4%
855-258-6518 W1.0.% A1 3}5te] 02 2 ehi A A7k 52 W7hA) 7]kl A 6. AR H Aol A
005 90 & BLTA W G A z0] AAs =AY

Diné Bizaad (Navajo) Ge': Dii bee it hane’igii bii” daho6l$ bee éédahdzin béeso ach’aah naanil
nik’ist’i‘igii ba. Bii’ daholdd doo iiyisii yoolkaaligii d66 t'aadoo le'é adadoolyjjligii da
yokeedgo t'aa doo bee e’e’aahi ajiil’jih. Bee na ahoot'i’ dii bee it hane’ d6o

nika’adoowot t'aa ninizaad bee t'aa jiik’é. Atah danilinigii béésh bee hane’é bee wotta’igii
nitfizgo bee nee hddolzinigii bikéédéé’ bikaa’ bich’j’ hodoonihji’. Aad66 naanata’ éi kojj’
dahodoolnih 855-258-6518 doo vyii diitts’jjt yatti’igii t'aa niléijj 4addéé éi bikéé’'ddd naasbaas

bit adidiilchit. Ak&’anidaalwd’igii neidiitddgo, saad bee yanitt'i'igii yii diikit d66 ata’ halne’é
Id nika’adoolwot.



