
Employee’s Check If New Address
Mailing
Address _______________________________________________________________________________________

Street City State       ZIP Code

Was any treatment required as a result of accidental injury? Yes No      Date of accident ____________________

If an accident, was another person at fault? Yes No      If yes, please explain. _____________________________

Was any injury or illness work related? Yes No

Is the patient covered by Medicare Health Insurance, Part A? Yes No
Or by Supplemental Medical Insurance, Part B? Yes No
If yes, please attach your “Explanation of Medicare Benefits.” It is necessary to process your claim.
Complete the following Medicare Health Insurance Benefit Number #  __________________________________________

Is the patient covered under any other health benefit plan? Yes No
If yes, please attach your “Explanation of Benefits” from the other Insurance Company. Also, please complete this entire
section as it is necessary to process this claim.

A. Policyholder’s Name _____________________________________________________________________________

Relationship of Policyholder to Patient ________________________________________________________________

B. Name of other Policyholder’s Employer _______________________________________________________________

Address of other Policyholder’s Employer ______________________________________________________________
City State ZIP Code

C. Name of other Insurance Company __________________________________________________________________

Address of other Insurance Company  ________________________________________________________________

CERTIFICATION OF MEMBER

I certify that the above information is correct and that the foregoing expenses were incurred for the above named patient. I request el-
igible benefits for these expenses. I authorize any physician, nurse, hospital or other provider or supplier in possession of records or
information concerning the patient to furnish such information to Blue Cross and Blue Shield of South Carolina upon request.
(Be sure to complete items 1-9 on this form and attach itemized statements for all expenses. Absence of this information may cause
a delay in processing this claim.)

Date __________________  Employee’s Signature _______________________________________________________

Employee’s
Name _____________________________________

Identification
Number ____________________________________

(Please include the letters if included on your ID Card)

Patient’s
Name _____________________________________

First Middle  Initial Last

The Patient is: Female Male

And Is The:
    Employee    Employee’s Spouse   Employee’s Child

Patient’s Month     Day Year
Date of
Birth __ __ __ __ __ __

FOR OFFICE USE ONLY

Claims Processing Center
P.O. Box 100300
Columbia, SC 29202-3300
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, 
sexual orientation or health status in our health plans, when we enroll members or provide benefits. 

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the 
contact number posted on our website or listed in the materials included with this notice.

Free language interpretation support is available for those who cannot read or speak English by calling 
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a 
grievance online at contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686 or 
the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-800-
537-7697 (TDD).

1-844-396-
0183

1-844-396-0188

1-844-389-4838

1-844-396-0187

1-844-389-4840

.1-844-396-0189



Si ou menm oswa yon moun w ap ede gen kesyon konsènan plan sante sa a, se dwa w pou resevwa 
asistans ak enfòmasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avèk yon 
entèprèt, rele nan 1-844-398-6232. (French/Haitian Creole)

1-844-396-0190

1-844-396-0186.

1-844-396-0182

1-844-396-0184

1-844-396-0185

1-844-396-0191

1-844-398-6233
(Persian-Farsi) 


