
Filing Requirements:

Any claim filed without the required documentation listed above will be returned.
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Member Claim Form

Do not file prescription drugs on this form. Type or use blue or black ink to complete.

An independent licensee of the Blue Cross and Blue Shield Association.  ®,SM Marks of the Blue Cross and Blue Shield Association.  SM1 Mark of Blue Cross and Blue Shield of North Carolina.  BE236,  2/14

SECTION I:  Patient Information ( ) * + , * * - . * / . 0 * , 1 2 , 3 / 4 2 * / - 1 5 2 * / 6 / 7 5 8 7 1 / 9 : 3 + / ; <

SECTION III:  Other Insurance Information
Please complete the information below if the patient is covered by another health insurance policy.
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SECTION II:  Mailing Information ( ) * + , * 3 0 * 3 X 0 * / * 4 6 + ; ; / * , , 0 + , 3 0 + - Y * ; <

Please complete the information below if the patient is covered by Medicare:
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BCBSNC requires that procedure codes and diagnosis codes on the itemized receipt be supplied by the provider of
the service. Claims or itemized receipts received without the information below will be RETURNED.

SECTION V:  Private Duty Nursing      ² ³ ´ µ ¶ · ¸ ¹ ´ ¶ º » ¶ ¼ » ¶ ½ ¾ ¾ ¸ ´ ¸ ¿ º À · ¼ ¶ ¾ À Á ¸ · ¸ · ¸ ¾ Â ¿ ´ ¸ · Ã

Date of Service
(MM-DD-YY)

Diagnosis Codes or Symptoms You 
Sought Treatment For

ChargeProcedure Codes or Description of Service/Supplies

: 9 : Ä Å Æ � Ç È Ç È � Ç � É Å \Ê Ë � s Ì r � s � � Ì r q Í Î � � Î � � Í � u � r s � s � � s � � � u ÏÊ � � � q Í � � � s Ð Ñ � r q � q � � � � � � � s � s � � � � Ò � � q � � r � Í q Ì r s ÏÊ � � � q Í � � � s u � Ó s � � s Í s � � � � ÏÊ � � � Ô � � s Õ � � � � � Ö � q � � � s Ì s r � × ÏÊ Ø s s � q Í � � Õ � � � � � � � � � u q � � Õ � � � � s Í s � � � � ÏÈ Ù 9 Ú É Û 9 Z Ü Å � È Ý 9 É Ç È 9 Þ Ç : � Ç ß Ç 9 ( É Z Ù [ :Ç à ( Ú Ù [ Ù É 9 Å [ Å Ü � Ç [ Ç Ü 9 É Z á â ã ä å å æ â ç ä è æ é ê É Å \# �  	 � � � � � � � � # �  	 � � � 	 � � � � b � � � � � � � � � � � �' � m � # � " ë ì�  � � � � � b � í î î ï íSECTION VI:  Mailing Information

Date of Service
(MM-DD-YY)

Indicate
RN, LPN or CNA

Hours
Worked ChargeName of Nurse License Number

Z 4 Y - + . 1 / * \ : + . * \ : + 8 . 4 5 *( 0 7 - *[ 1 5 2 * / \I certify that the information on this form is correct and the expenses incurred were necessary for the services filed.
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