
Blue Shield of California
An Independent Member of the 81ue Shield Association

SUBSCRIBER'S STATEMENT OF CLAIM
This form is to be used ONLY when the Provider of Service does not submit your claim directly to Blue Shield.

Check with the Provider to be sure no claim has been submitted.
Duplicate claims will not only be rejected but may delay payment of the original claim.

2 NAME OF PATIENT (lAST NAME, FIRST NAME, MIOOLE INITIAL) PATIENT'S SEX UBSCRIBER

0 Male 0 Female use 0 Child
DESCRIBE BRIEFLY PATIENT'S ILLNESS OR INJURY AND, IF INJURY, HOW IT OCCURRED

r0 INJURY 0 ILLNESS 0 PREGNANCY

3 IDOE5 PATIEI
COVERAGE?

DYES 0 NO

0 GROUP 0 INDIVIDUAL

4 WAS CONDITION RELATED DOES PATIENT HAVE MEDICARE? PATIENT'S DATE OF BIRTH
TO EMPLOYMENT r

0 YES 0 NO 0 YES 0 NO

SUBSCRIBER'S SIGNATURE

I certify that the foregoing information is accurate and complete, and authorize the release of any medical information necessary
to process this claim,

X DATE:

ClM-14850 (8/02)


