
Name of Employer: Plan Group Number:

Name of Employee: Member ID:

Patient's Name: Date of Birth:

Employee Phone Number5iwa(o)4(n)d(n)/( )-5(o)4(r)5(5iw[(E)-4(m)-1a(o)il)-35iwA(E)-d(n)d(n)4(r)4(e)2(s)-2(s)-th:



Claim address  listed on the bottom of the claim form is for member use only;  providers should bill to the 

address on the member ID card. This fax number also supports international faxing.  
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