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Member Submitted  
Reimbursement Request Form 
 
Please use this form to request reimbursement for services incurred with non-contracting providers. 

Copy the information from your Blue Cross and Blue Shield of Minnesota member ID card 
Identification Number Group Number Patient’s Gender   ☐  M    ☐  F    ☐  U 

Subscriber’s Last Name Subscriber’s First Name Subscriber’s Birthdate 
 

Subscriber’s Street Address City 
 

State ZIP Code 

Patient’s Last Name  Patient’s First Name Patient’s Birthdate 

Patient’s Street Address City 
 

State ZIP Code 

Patient’s Relationship to Subscriber 
☐  Self      ☐  Spouse      ☐  Dependent 

 Does Patient have other coverage? 
☐  Yes      ☐  No 

Foreign Claim? 
☐  Yes      ☐  No 

Is condition Job Related? 
☐  Yes      ☐  No 

Is condition related to an Auto Accident? 
☐  Yes      ☐  No 

Provider Name 
Provider Name Address City, State ZIP Code 

    
Other Coverage Information 

For claims related to an injury or auto accident, please provide the name and address of the 
other carrier, if applicable. 
Identification Number ___________________________ Group Number _________________ 
 

Name of Insurance Company __________________________________________________        

Address ___________________________________________________________________ 

YOU MUST INCLUDE A COPY 
OF YOUR EXPLANATION OF 
BENEFITS, if you have other 
health care insurance as primary 
coverage, have an auto or 
worked related injury, or have 
Medicare benefits 

Does the patient have other insurance coverage?   Yes   ☐    No   ☐         
 

Identification Number _______________________Group Number___________ 
 

Name of Insurance Company ________________________________________          
 
Address _________________________________________________________ 

Does the patient have Medicare Coverage? 
Yes   ☐    No   ☐         

Medicare Number _____________________ 
Is the patient eligible for Medicare Part A? 

Yes   ☐    No   ☐         

Is the patient eligible for Medicare Part B? 
Yes   ☐    No   ☐         

☐  I understand that typing my name on the line below constitutes a legal signature. 
I hereby certify that the statements provided by me are correct and acknowledge that I will refund to Blue Cross and Blue Shield 
of Minnesota duplicate payments to myself from other sources because of coordination of benefits. I authorize the provider of 
services, named above, to release the information requested on this form to Blue Cross and Blue Shield of Minnesota. A person 
who files a claim with the intent to defraud or helps commit a fraud against an insurer is guilty of a crime.  
 
Signature ______________________________________________________________    Date Signed ___________________ 
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Member Submitted  
Reimbursement Request Form 
 
How to submit your claim: 

 
To process your claim, we need you to include all the information requested on this form. 
• Requests must be submitted after the cost has been incurred. 
• A separate claim form must be submitted for each member covered under your plan benefits. 
• Incomplete forms may result in payment delays.  
• Please make a copy for your files. We cannot return the documents that you send.  
• Eligible reimbursement will be mailed to the contract holder/subscriber.  
• Final eligibility and payment will be based on plan benefit. 
• Claims must be submitted within the timeframe defined in plan benefits.  

1. Attach a copy of the itemized bill from the provider. The bill must include: 
 •  Provider name, address, and Federal Tax ID or National Provider Identifier (NPI) 
 •  Date(s) of service - the date(s) you received the medical service or purchased the item. 
 •  Charge - The billed amount for each medical service or item purchased. 
 •  Diagnosis code(s) - combination of letters and/or numbers which identify a particular diagnosis.      
 •  Procedure code(s) - combination of letters and/or numbers that describe the service rendered by the 
  health care professional. 
 •  Place of Service code (POS) - 2-digit number that indicates where the service was performed. 
 •  Type of Bill (TOB) - 3-to-4-digit number that applies only to hospital/facility charges. 
 •  Revenue Code - 3-to-4-digit number that describes the service received in a hospital/facility setting. 

2. You may include any other additional documents related to the service, as necessary. 
 

 
Note: We cannot process your claim without all the information listed above. If any of the above items are missing, 
please contact the provider of the service(s) to obtain the information.  
 
Mail this form and receipts to: 
Blue Cross and Blue Shield of Minnesota 
PO Box 982805 
El Paso, TX 79998-2805 
or 
Email this form to: 
ISC.Subscriber.Claims@bluecrossmn.com 
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