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BlueCross BlueShield of Texas REIMBURSEMENT FOR TRAVEL FORM

PO Box 660044 « Dallas, Texas 75266-0044

Each item on this form needs to be completed.
Please print or type (black ink only).

Insured/Subscriber Name (Last, First, Middle Initial) Group Number Insured/Subscriber Identification Number (from ID card)
Mailing Address Patient’s Full Name (Last, First, Middle)
1 2
City and State ZIP Code Patient’s Relationship to Insured
self [ Spouse (1 child [ other (explain)

Is patient covered under any other health benefits plan? [] Yes [] No

Insurance Co. Month Day Year

Address Effective Date of Coverage / /
3 Employer Date of Birth of Insured / /

Insured Name Relationship to Patient

Policy #

If the other coverage is primary, attach the other insurance company’s Explanation of Benefits.

I certify and acknowledge that:

[J lam responsible for the accuracy of this form. The information | have stated in and submitted with this form is complete and accurate.

] The member named above is eligible for coverage of benefits under the plan.

] Reimbursement will be paid only in connection with covered services performed by an in-network provider or, if allowed by your plan, an out-of-network

provider.

] The claim is for reimbursement of travel that was needed to access services that were not available from an in-network provider within the mileage

4 requirements of the plan as well as any other terms and conditions of the plan.

[J The member in fact received the services for which the travel was required.
[ If any of the above statements are later determined to be not true, the member shall be required to return any benefit paid in connection with this claim.

[] Reimbursement on this claim is subject to applicable law. Reimbursement is subject to the service, travel, and reimbursement being in accordance with
all applicable laws or regulations.

Signature of Insured Date Daytime Telephone Number

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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BlueCross BlueShield of Texas

REIMBURSEMENT FOR TRAVEL FORM

Estimated Total Expense

Today’s Date

Provider Name and Phone Number

Service Date and Description

Travel
Date Auto Mileage Plane, Train, Bus, Taxi, Lodging Facility
or Gas* Tolls, Parking, etc. Companion(s) Name (Name of Facility & Dollar Amount)
(Number of Miles) (Dollar Amount)
5
Totals $ $

PO Box 660044
Dallas, Texas 75266-0044

SUBMITTING A CLAIM

* Log in to Blue Access for Member with username and password
+ Click on ‘Messages' on the top right-hand corner of the screen

+ In the 'To’ field drop down select Claims Submission Attachment

SUBMIT THIS COMPLETED FORM WITH ITEMIZED BILLS AND RECEIPTS TO:
Blue Cross and Blue Shield of Texas

You can also submit a claim online by sending a secure message through Blue Access
for Members if Secure Messaging is available to your group:

6 | Select ‘New Messages' on the left-hand side of Message Center and a new message will appear

+ In the 'Plan’ field select the plan for which you're submitting a claim

* In the 'Subject’ field type New Claim Submission

+ In the 'Message’ field put any other information you want to include about your claim

« Click ‘Add Attachment' to attach this claim form and electronic copies of your receipts

+ Click 'Send’ once everything has been completed

For ALL Travel and Lodging QUESTIONS, call the Customer Service number

on the back of your insurance ID card.

HOW TO SUBMIT YOUR CLAIM:
+ Make copies of this form as needed.
Keep one for an original copy.

of original receipts.

off non-covered items on receipts.

Cleaning supplies, personal items and/or
miscellaneous items ARE NOT covered.

A copy of this form must be completed and
included with each request for reimbursement.
Credit card receipts are not acceptable in absence

Do not highlight or circle covered items or cross

Keep a copy of the entire claim for your records.

For a faster return on your claim, please include
a printout of your appointments from the facility.

REMEMBER TO OBTAIN RECEIPTS. PAYMENT

CANNOT BE PROCESSED WITHOUT ORIGINAL

RECEIPTS. COMPLETION OF THIS FORM
DOES NOT GUARANTEE PAYMENT.

(Please allow 6-8 weeks for your

reimbursement.)

Total amount for ALL covered services and supplies received.

Itemized bill(s) for covered expenses must be attached.

* Ground transportation mileage will be reimbursed at the medical reimbursement rate (rates can be found at www.irs.gov).

759380.0724




BlueCross BlueShield of Texas

Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbstx.com



BlueCross BlueShield of Texas

If you, or someone you are helping, have questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 855-710-6984

Arabic 855-710-6984 a8l e Juail ¢(g ;8 asjia e Coaaill 43lSH &)
BRI | R, NIRIEEREEER, HIL AR, BEEF R BN ERESENMMS. &
Chinese S—(THISEE SEESE SEAS 855-710-6984.
Eoainaeih Si vous, ou quelqu’un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir
Frengh de l'aide et l'information dans votre langue a aucun colt. Pour parler a un interpréte, appelez
855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und
CarTEn Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.
o2t Al cHol WYall dH HEE 53 R8&l él?.{ dl sl& olly callscol A} ol AH. s1aASH
Glu. o ouma ysll 8lal, dl dHal [Qotl W, il elsHl Hee ol U@l Anctalell 855 .
J geuau 29 dlel 520l M1 L ool 855-710-6984 UR sl S3.
; gic 34k, mm & 39, 9T &, Al 3IT9ehl 39ed] ATST &
mi foT: 2 FEradT 3R ?F{g %’Imadqqua?lmd Hlo &
fore855-710-6984 WWEF)C |
A AsE CANER, FEEBFEROGOEY O TH, CHHENSSNELLED, SHEDS
Ja anuense T*fﬂ‘ heXZi720 I‘ WMEAFLIZYD THZLNTEET, B&EN0 E
P Ao i J\‘é:io;ﬁ’iiméf . 855-710-6984 £ THEFEL F &,
st=20) pret et E= Mokl 5= AP%‘OI AE0| JUCHH AHol= RE2 st =0t
P?c)r;an HEE ot AU E &S = U= Al J_sSLICH SSAI 2 RLRotAIH
855-710-6984 £ X SIS Al L.
I — PN, T LVWIVNIDYVIPIVRIYELCYDLOINIL, VIVDTOLLDIMIVIPECTD ¥
Laofian 2 JJ‘.UCUD‘)J&)‘)S‘)ES?[D?D aloelen 2998). CWOIVNVLVIVCUWII, MNMICO
855-710-6984.
Diné T44a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ah6oti’1’ t°aa niik’e
Navais nika a’doolwot d66 bina’iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’;’ hodiilnih kwe’é
J 855-710-6984.
e8| OB sb Ay s Gl adaS b ) ol Ba el 48y (M i 0 S gl g LadiaS S L el K
Persian Al Juals (il 855-710-6984 last L oAl an jia S 1y S Ciga anlai iy 50 cile Dal 5SS
Bicaiii Ecnu y Bac nnu yenoBeka, KOTOPOMY Bbl OMOraeTe, BO3HUKMM BONPOCHI, Y Bac €CTb NPaBo Ha
R{ISSian becnnartHyio NOMOLLb ¥ MHPOPMaLWIO, NMPELOCTABIEHHYI0 Ha BalleM sA3blke. YTobbI CBA3ATLEA C
nepeBoAYMKOM, NO3BOHUTE NO TenedoHy 855-710-6984.
Espaiiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un interprete, llame al 855-710-6984.
Tesiali Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tag il og tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
galog tumawag sa 855-710-6984.
93 .\Mdéaowuh_)wu\_,iu_ﬂcy/__a _)JJ\_,..»\;UScuuC:_)_)S.nAg_ﬂéuujsa_)sCuq\suShchu|JS|
Urdu 02 S JE 1 855-710-6984 « S S5 )l an sl o 33 1S TS Juala il glea
Tiéna Viat Néu quy vi, hodc ngwdi ma quy vi dang gidp d, c6 cau hai, thi quy vi co quyén duwoc gilip va nhan
Vigtngamgse théng tin bang ngén ngi ctia minh mién phi. D& néi chuyén véi mét théng dich vién, xin goi
855-710-6984.

bcbstx.com




