[ ]Dental services
[ ] All other services

Member Claim Form

V

CareSource

A. SUBSCRIBER INFORMATION

2. Member ID 2a. Health Plan % Phone #: ( )
42 |ast 5a. First 6a. MI: 72 Date of Birth
Name: Name: / /
8. Home
Address:
%. City: 102 State: "a Zip
Code:
B. PATIENT INFORMATION
- Patient’s Member ID:
2. | ast 3. First 40- MI: 5o Date of Birth
Name: Name: / /
¢ Home
Address:
- City: 8. State: - Zip
Code:
- Sex: M F | " Relationship 20 Full Time Student: | School Name:
O O to Subscriber: Yes [0 No O
C. ACCIDENT INFORMATION (if applicable)
'e. Accident 2e. Date Accident
Work( Autod Otherd Occurred: / /

3¢ How did the
accident occur?

D. OTHER INSURANCE

'd |s the patient covered

by another insurance plan?  Yes[d No[l If yes, please complete the following:

24 Name of person 34 Date of Birth

carrying other insurance:

4d-Member ID: 5. Name of Other

Insurance Carrier:

6. Policy 7d- Employer
Number: Name:

8. 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.
| CERTIFY THAT THE INFORMATION SUPPLIED IS TRUE AND CORRECT.

Member or Parent/Guardian Signature: Date:

E. ASSIGNMENT OF BENEFITS

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

Y
CareSource

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

SPANISH - Servicios gratuitos de asistencia linguistica,
sin cargo, disponibles para usted. Llame al: 1-844-607-
2829 (TTY: 1-800-743-3333 or 711).
NEPALI - qurgent fAfFa for:e[ed AT Ferdr daes
IUTY Be | BIA : 1-844-607-2829
(TTY: 1-800-743-3333 or 711).
KOREAN - ¢1o] 9] Mu] 27} 8 & A5g Ut}
713} 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 lhnen kostenlose
Sprachassistenzdienste zur Verfugung. Anrufen unter:
1-844-607-2829 (TTY: 1-800-743-3333 or 711).
SIMPLIFIED CHINESE -
AN G B TE 5 MBI IR S5 . T B
1-844-607-2829 (TTY: 1-800-743-3333 or 711).
TELUGU - 27ar Rr000 OB L8000, &0 &S0
O 50T o). 57O TOHOR: 1-844-607-2829
(TTY: 1-800-743-3333 or 711).

C

BURMESE - mmomzagcc:epafamafa@eo$eaooce
L IL L
23203 206320000 3290 QeC0l0051 vscalas:
Q33208 QCI0M 3296 §SCOIDI P¥$s631Qs:

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

ARABIC - .Ulae &y alll saclual) e &l i 553

1-844-607-2829 a8 )\ e Juail
(711 5 1-800-743-3333 : sz iila)

URDU - L <be IS0 S o ccland Jlaa 5 (Siglae (S ()

roe S 8w Gl s Gl s 1-844-607-2829

(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 - Bam gocTynHbl 6ecnnatHo ycnyrm

A3bIKOBOro conpoBoXaeHuA. MNo3BOHUTE Mo HOMepY:

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 - Dich vu hé trg ngdn ngir mién
phi danh cho ban. Goi: 1-844-607-2829

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

GUJARATI - LML AsLL AcAl Rl 1R [R:ges
Gudod 9. 1-844-607-2829 (TTY: 1-800-743-3333
or 711) UR sld 53

PORTUGUESE - Servicos linguisticos gratuitos

disponiveis para vocé. Ligue para: 1-844-607-2829

(TTY: 1-800-743-3333 or 711).
MARSHALLESE - Jerbal in jibaf ikijen kajin, ejelok

onean, ej bellok fian eok. Kurlok: 1-844-607-2829
(TTY: 1-800-743-3333 or 711).

NOTICE OF NON-DISCRIMINATION

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.

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.

© 2022 CareSource. All Rights Reserved.
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