MHBP : How to Complete This
e vaetna Medical Claim Form

Please complete this form properly and in its entirety. To avoid delays in processing, be sure to
attach an original fully itemized bill(s) along with any supporting documentation.

1. The Member or Authorized Person must complete the following sections of the
Benefit Claim Form:
* Member
» Patient Information
» Accident Information
» Medicare Information
» Other Health Insurance
* Authorization/Release of Information/Assignment of Benefits

2. Authorization/Release of Information

Your signature authorizes the Plan to obtain information to carry out our processing of
the claim(s).

3. Assignment of Benefits

Your signature authorizes the Plan to pay the Provider or Supplier directly.

4. Submitting the Claim Form

Please check with the Provider or Supplier to see if they will file the claim on your
behalf, especially if MHBP Postal Service Benefits Plan is the secondary payer.
Otherwise, you are responsible for the filing of the claim(s) with us.

If you have an itemized bill, please attach and mail to the address on the claim form.
If you need assistance with completing this form, please contact the Plan at
1-833-497-2416 (TTY: 711).
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tel:18334972416
tel:711

MHBP | #®aetna Medical Claim Form P T 79098

Member Information (please print) - See Page 1 for instructions on how to complete this claim form.

Last Name First Ml Member ID Number

Patient Information — Complete this section only if claim is for a qualified dependent.

Last Name First Ml

Patient ID Date of Birth Relationship

Accident Information — Complete this section only if claim is result of accident or work-related illness
or injury.

Date of accident or first symptoms of illness? Where did the accident occur? (City/State)

Is accident/illness related to employment? Describe the accident or iliness.

If no, [ ] Auto [ ] Other

Give date patient first consulted physician. Has patient ever had same or similar symptoms?
[ ]Yes [ ]No

Medicare Information — Complete this section only if patient is eligible for Medicare.

Please attach copy of the “Explanation of Benefits” statement from your Medicare insurance carrier.

Medicare Number (include any alpha characters) |Effective Date (Part A) |Effective Date (Part B)

Other Health Insurance - If Yes, complete section below or claim cannot be processed.
[ 1 No other coverage

Name of Policyholder Policy Number
Name of Insurance Company Insurance Company Phone Number
Street Address City State ZIP

Authorization/Release of Information

| authorize any insurance company, organization, employer, hospital physician, pharmacist, or other
health care provider to release any information requested with regard to this claim and the expenses
reported. | certify that the information furnished in conjunction with this claim is true and correct. | know
it is a crime to fill out this form with facts | know are false or to omit facts | know are important.

Patient or authorized person’s signature Date

Assignment of Benefits

| agree to assign benefits directly to the provider of services.

Patient or authorized person’s signature Date
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THIS SECTION FOR PHYSICIAN OR SUPPLIER ONLY.

If a detailed statement is available, please attach.

Provider Statement of Services Rendered

Name and address of facility where services were rendered
(if other than home or office)

Date Admitted

Date Discharged

Diagnosis Code and Description

1.
2.

Date of
Service Place of

CPT-4

(from/to) |Service Procedure Code | Description of Service Charges |Days or Units
Signature of Provider Total Amount |Balance
Charge |Paid Due

Provider Name

Tax ID Number

Provider Address

Telephone Number

( )
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TTY: 711

English To access language services at no cost to you, call the number on your ID card.

Amharic PRYR KIONNCETT PANEL ATITTTE (00 FOLLPT AL PAD-T RTC LLD-(vi:

Arabic <ISTyzal &Blay e sgzgall @8 )l Ll Jlall ol )l dalss éi 393 &gl wleasd! e Vg,
. Qbip bwhupuunpwé Ggyny wyybwp punpbpnwnydnipinty unwbwnt Awdwp quuqwiwnbp abp

Armenian pdlwlwy wwwhbnjwagnpnipjwt pwpunh Yypw ipwd Gkpwhunuwbwdwpny AEkpwhunuwlwdwpny

Carolinian

(Kapasal Falawasch)

Ngir ména am sarwis lakk yi te doo fay, woo nimero bi am ci sa kart.

Chamorro

Para un hago' i setbision lengguahi ni dibatde para hagu, dgang i numiru gi iyo-mu kard aidentifikasion.

Chinese Traditional

MR R BB E IR » BFRTT I RER R+~ _EPr5IBY B E5EHS

Cushitic-Oromo

Tajaajiiloota afaanii gatii bilisaa ati argaachuuf, lakkoofsa fuula waraagaa eenyummaa (ID) kee irraa
jiruun bilbili.

French

Pour accéder gratuitement aux services linguistiques, veuillez composer le numéro indiqué sur votre carte
d'assurance santé.

French Creole (Haitian)

Pou ou jwenn sévis gratis nan lang ou, rele nimewo telefon ki sou kat idantifikasyon asirans sante ou.

Um auf den fir Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen Sie die Nummer auf Ihrer

German ID-Karte an.
Greek Ma mpoofacn oTLg UTINPECLEG YAWOOAG XWPLG XpEWON, KAAEOTE TOV aplBpd otnv Kdpta ac@aALlong oag.
Gujarati AMIR SIS URL drtl WRL AL el AL Hndldl HIZ, dHIRL 2ALE SISUR A 612 UR STd §dll.
Hindi T et HHT P ATHT JITSHT T IUFNT TR & Y, U 3MTSE BIex UR T FaR UR hie] i |
Hmong Yuav kom tau kev pab txhais lus tsis muaj nqi them rau koj, hu tus naj npawb ntawm koj daim npav ID.
Italian Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero sulla tessera identificativa.
Japanese ERIDEET —ERIE. IDA—RICHZIBEFICBER LIV,
c a c c ocC C C C ec ec OQG(‘n(' OC |D
Karen mlog?1?1 r)qpfm@l@umml QO1020Q0PCODINDCODYL CO1§013201, M2$PNT CO1332P O
3203PFPOOMI.
Korean D2 C}20| MH|IAS 0|8512{3 B3 |D 7120 225 BB 2 Mste) ZAAIL.
Laotian wienfyodmuunasmhvigea, Wilnmwlngludad=hraozejunu.
Mon-Khmer, ilyjsguusiunnymantiunaaniguEUINAEA
Cambodian uIgicunmsiv el eSS UAN Y AIESIUEIIANAKA 1
Navajo T’4a ni nizaad k’ehji bee nikd a’doowotl doo b3ah ilinig6é naaltsoos bee atah nilfjgo nanitinigii bee néého’délzinigii

béésh bee hane’i bik&’igii daji’ hdlne’.

Pennsylvanian-Dutch

Um Schprooch Services zu griege mitaus Koscht, ruff die Nummer uff dei ID Kaart.

Persian-Farsi

A0Sy pelad 993 alulia oylS g9y oud aB oylad by (o Eoly yob @y L) wloas a4y syt ¢l y

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych, nalezy zadzwoni¢ pod numer podany na karcie

Polish identyfikacyjnej.
Portuguese Para aceder aos servicos linguisticos gratuitamente, ligue para o nimero indicado no seu cartdo
9 de identificacdo.
Punjabi 3073 Bt faeT fon iz eEhr Jrardt Reer © 293 aas sE, M mrelEt a3 ‘3 ff3 899 '3 25 ad|
Russian [Jns Toro YTo6bLI 6eCNNaTHO NOMYYNTHL MOMOLLL MepeBOAYMKa, MO3BOHUTE MO TenepoHy, NpuBeseHHOMY
Ha Ballel naeHTMPNKaLMOHHON KapTe.
Samoan Mo le mauaina o 'au'aunaga tau gagana e aunoa ma se totogi, vala'au le numera i luga o lau pepa ID.

Serbo-Croatian

Za besplatne prevodilacke usluge pozovite broj naveden na Va3oj identifikacionoj kartici.

Spanish

Para acceder a los servicios lingtisticos sin costo alguno, llame al nimero que figura en su tarjeta
de identificacion.

Syriac-Assyrian

Tagalog Upang ma-access ang mga serbisyo sa wika nang walang bayad, tawagan ang numero sa iyong ID card.

Thai mnvhw’faqn'm'l'f]ﬁami‘u%mimqé’ﬁunﬁvﬁ‘[ﬂa'l.ﬁﬁm'l'ﬁ'ihﬂ
Wsalnsnungiavnuanisguulinguseinsiivesviy

Ukrainian LLlo6 6e3KoLTOBHj OTPMMATV MOBHI MOCAYTK, 3343BOHITb 3@ HOMEPOM, BKa3aHMM Ha BaLliii
iaeHTUIKanHIN KapTLi.

Vietnamese DE str dung céc dich vu ngdn ngr mién phi, vui ldng goi s dién thoai ghi trén thé ID cda quy vi.
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