
Member Claim Form

A. SUBSCRIBER INFORMATION
1a. Member ID 2a. Health Plan           3a.  Phone #:  (        )
4a. Last 5a. First           6a. MI: 7a . Date of Birth
    Name:     Name:         /       /
    8a. Home
    Address:
  9a. City: 10a. State: 11a. Zip

Code:

B. PATIENT INFORMATION

C. ACCIDENT INFORMATION (if applicable)
1c. Accident 2c. Date Accident
    Work      Auto      Other      Occurred:              /       /
3c. How did the
    accident occur?

D. OTHER INSURANCE
1d. Is the patient covered
    by another insurance plan?     Yes     No     If yes, please complete the following:
2d. Name of person 3d. Date of Birth
    carrying other insurance: /        /
4d. Member ID: 5d. Name of Other

    Insurance Carrier:    
6d. Policy 7d. Employer
    Number:     Name: 

8d. ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY  
MISREPRESENTATION OF ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY BE GUILTY 

OF A CRIMINAL ACT PUNISHABLE UNDER LAW AND MAY BE SUBJECT TO CIVIL PENALTIES.  
I CERTIFY THAT THE INFORMATION SUPPLIED IS TRUE AND CORRECT.

Member or Parent/Guardian Signature: Date:

E. ASSIGNMENT OF BENEFITS
1e. Please sign below only if you want CareSource to pay benefits directly to the provider of medical services.
Member or Parent/Guardian Signature:                                                Date: 

GUIDELINES FOR SUBMITTING CLAIMS TO CareSource
• Clip, do not staple, all bills to the completed form and mail them to CareSource at the address listed below.
• Make sure all bills indicate a diagnosis code, procedure code, date of service and cost.
• Provide a copy of either a UB92 or HCFA1500 form (this form can be obtained from your provider of service.)
• Please include your Member # on all documents, and submit all claims to CareSource in a timely manner.
• Submit claims to: P.O. Box 8730, Dayton, OH 45401-8730
• This form may not be used for pharmacy claims
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1b.   Patient’s Member ID:
2b.   Last 3b. First         4b. MI: 5b. Date of Birth
     Name:     Name:        /       /
 6b. Home
    Address:
 7b. City: 8b. State: 9b. Zip

    Code:
10b.  Sex: M     F    11b. Relationship 12b.  Full Time Student:    13b. School Name:

to Subscriber:       Yes     No

Dental services
All other services



ENGLISH - Language assistance services, free 
of charge, are available to you. Call:  

1-844-607-2829 (TTY: 1-800-743-3333 or 711).
SPANISH - Servicios gratuitos de asistencia lingüística, 

sin cargo, disponibles para usted. Llame al: 1-844-607-

2829 (TTY: 1-800-743-3333 or 711). 

NEPALI - तपाईंका निम्तत नििःशुल्क भाषा सहायता सेवाहरू
उपलब्ध छि ्। फोि गिुहुोस:् 1-844-607-2829
(TTY: 1-800-743-3333 or 711). 

KOREAN - 언어 지원 서비스가 무료로 제공됩니다. 

전화: 1-844-607-2829 (TTY: 1-800-743-3333 or 711). 

FRENCH - Services d’aide linguistique offerts 

sans frais. Composez le 1-844-607-2829 (TTY: 

1-800-743-3333 or 711).

GERMAN - Es stehen Ihnen kostenlose 
Sprachassistenzdienste zur Verfügung. Anrufen unter: 
1-844-607-2829 (TTY: 1-800-743-3333 or 711).

SIMPLIFIED CHINESE - 

可为您提供免费的语言协助服务。请致电： 

1-844-607-2829 (TTY: 1-800-743-3333 or 711).

TELUGU - భాషా సాయం సర్వీ సులు, మీకు ఉచితంగా 

లభ్య మవుతాయి. కాల్ చేయండి: 1-844-607-2829 

(TTY: 1-800-743-3333 or 711). 

BURMESE - ဘာသာစကာားဆ ိုငရ်ာအကူအညဝီနဆ်ဆာငမ်ှု

မ ာားအာား သင အ်တွက် အခမ   ရရ  န ိုငပ်ါသည။် ဖိုနာ်းဆခေါ်ရန:်  

1-844-607-2829 (TTY: 1-800-743-3333 or 711).

ARABIC - .مجانًاتتوفر لك خدمات المساعدة اللغوية 
2829-607-844-1اتصل على الرقم: 

(.711أو  3333-743-800-1)هاتف نصيّ: 

URDU - زبان کی معاونتی ترجمانی خدمات، آپ کے ليے بالکل مفت يا

2829-607-844-1 فری آف چارج دستياب ہيں۔ کال کريں: 

.(TTY: 1-800-743-3333 or 711) 

PENNSYLVANIA DUTCH - Mir kenne dich Hilf griege mit 

Deitsch, unni as es dich ennich eppes koschte zellt. Ruf 

1-844-607-2829 (TTY: 1-800-743-3333 or 711) uff.

RUSSIAN - Вам доступны бесплатно услуги 

языкового сопровождения. Позвоните по номеру: 
1-844-607-2829 (TTY: 1-800-743-3333 or 711).

TAGALOG - May mga serbisyong tulong sa wika, na 

walang bayad, na magagamit mo. Tumawag sa:  

1-844-607-2829 (TTY: 1-800-743-3333 or 711).

VIETNAMESE - Dịch vụ hỗ trợ ngôn ngữ miễn 

phí dành cho bạn. Gọi: 1-844-607-2829  
(TTY: 1-800-743-3333 or 711). 

GUJARATI - ભાષા સહાય સેવાઓ તમારા માટ નિ:શલ્ક 
ઉપલબ્ધ છે. 1-844-607-2829 (TTY: 1-800-743-3333

or 711) પર કૉલ કરો.

ે ુ

PORTUGUESE - Serviços linguísticos gratuitos 

disponíveis para você. Ligue para: 1-844-607-2829 

(TTY: 1-800-743-3333 or 711). 

MARSHALLESE - Jerbal in jibañ ikijen kajin, ejelok 

onean, ej bellok ñan eok. Kurlok: 1-844-607-2829 

(TTY: 1-800-743-3333 or 711).

NOTICE OF NON-DISCRIMINATION 

Mail: CareSource, Attn: Civil Rights Coordinator

P.O. Box 1947, Dayton, Ohio 45401

Email: CivilRightsCoordinator@CareSource.com 
Phone: 1-844-539-1732

Fax: 1-844-417-6254

You may also file a civil rights complaint with the U.S. 

Department of Health and Human Services, Office for 

Civil Rights. 

Mail: U.S. Dept. of Health and Human Services

200 Independence Ave, SW Room 509F 

HHH Building Washington, D.C. 20201

Phone: 1-800-368-1019 (TTY: 1-800-537-7697) 
Online: ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Complaint forms are found at: 

www.hhs.gov/ocr/office/file/index.html.

CareSource complies with applicable state and federal 

civil rights laws. We do not discriminate, exclude 

people, or treat them differently because of age, 

gender, gender identity, color, race, disability, national 

origin, ethnicity, marital status, sexual preference, 

sexual orientation, religious affiliation, health status, or 

public assistance status. 

CareSource offers free aids and services to people 

with disabilities or those whose primary language is 

not English. We can get sign language interpreters or 

interpreters in other languages so they can 

communicate effectively with us or their providers. 

Printed materials are also available in large print, 

braille, or audio at no charge. Please call Member
Services at the number on your CareSource ID card 

if you need any of these services. 

If you believe we have not provided these services to 

you or discriminated in another way, you may file a 

grievance. 

© 2022 CareSource. All Rights Reserved. 
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