
 

  

 

  

 

 

              
                                     

 
                                                           

      
                                                                                                        

                 
                            

                   
                                        

                    
                                 

                   
                                                 

 

   

 

             
                                                                                 

                 
                            

                   
                                        

                    
                                 

                   
                                                                                             

 

   

 
   
    

 
 

 
            
           

  
 

 

       
                                                           

     
                                                                                                                    

                

 

 

Member Claims Form 

Dental Services 

All Other Services 

A. SUBSCRIBER INFORMATION 

1a.Member ID: 2a.Health Plan: 3a.Phone Number: 
( ) -

4a.Last Name: 5a.First Name: 6a.MI:     7a.Date of Birth: 
/ / 

8a.Home Address: 

9a.City: 10a.State: 11a.ZIP: 

B. PATIENT  INFORMATION
	 

1b.Patient’s Member ID: 

2b.Last Name: 3b.First Name: 4b.MI:     5b.Date of Birth: 
/ / 

6b.Home Address: 

7b.City: 8b.State: 9b.ZIP: 

10b.Sex: 

M / F 

11b.Relationship to 
Subscriber: 

12b.Full Time Student: 

YES / NO 

13b.School Name: 

C. ACCIDENT  INFORMATION  (if applicable)  

1c.Accident Type:        WORK / AUTO / OTHER 2c.Date Accident 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 carrying other insurance:    3d.Date of Birth: 

/ / 

4d.Member ID: 5d.Name of Other Insurance Carrier: 

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

8d.  If someone files a claim that has wrong or misleading information on purpose, they could 
be breaking the law and may face serious consequences.  

By signing, I agree  that the information I provided 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  

•	 Do not staple. Please clip all bills to the completed form. Mail them to CareSource at the 
address below. 

•	 Make sure all bills have: 
- the diagnosis code.  
- the procedure code.  
- the date of service.  
- the cost.  

•	 Provide a copy of a UB92 or HCFA1500 form. You can get this form from your provider of 
service. 

•	 Please include your Member Number on all documents. Submit all claims to CareSource in a 
timely manner. 

•	 Submit claims to: CareSource  
ATTN: Claims  
P.O. Box 36
	 
Dayton, OH 45420
	 

•	 This form may not be used for pharmacy claims. 
NV-MED-M-4058168
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