Medical Claim Form Anthem »

Section 1. Patient information

Last name First name M.
Does the patient have other health insurance coverage? Relation to subscriber Sex Date of birth (MM/DD/YYYY)
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Name of other health insurance company Group no. Employer name Policy no.

Section 2: Subscriber information (on Anthem Blue Cross ID card)

Identification no. (include prefix) Group no.

Last name First name M.I.
Street address (please include apt. no.) City State ZIP code

Home phone no. Work phone no. Date of birth (MM/DD/YYYY)

Section 3: Medical information
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How to use this form
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Ct LT v e v v e e e - v e @
-5 BS S da 0 v- MR e e (e \ay'Il RN CIET R T 'cf: ‘:a'-i
Section 3: Medical information
Health care serwces] Cies b ;, -°-E,»Ja FURRE I FLLE P R A e
LR R eP“\, tat e ,_h: o A \,i & _q_\,_‘i e\ae")A\tta(\,h itemized bill or photocopy k& eje e VY ER g

20f2



