for Medical Services Instructions

Member Submitted Claim Form ND

When to use this form

Use this form if you received services from a non-participating provider. Please submit a separate form
for each billing provider.

If your provider is in-network, you do not need to submit this form. Your in-network provider will submit
a claim on your behalf. Instead, use the Find a Doctor tool to verify if your provider is non-participating
before proceeding.

Note: Incomplete claim forms will be returned and will delay the processing of the claim.

Information you will need

Details from your provider

Beyond the provider's name and address, there are specific details needed that may appear on your bill

or statement. If not, contact the provider before completing this form and request the following:

» Date of service - The date you received the medical service.

» Place of service - All allowed services have been provided with checkboxes on the form aligned to
https://www.cms.gov/medicare/coding-billing/place-of-service-codes/code-sets.

» National Provider Identifier (NPI) - A unique identification number given to your provider. This can
be found on your bill or by asking your provider directly.

» Diagnosis code - A number used by your provider to explain the reason for your visit. If you don’t
have the diagnosis code, you will need to provide the reason for the visit, including diagnosis,
condition or symptoms.

= CPT/HCPCS (procedure/service codes) with any modifiers - Unique code used to describe the medical
services received. If you don't have the CPT/HCPCS, provide the description or service performed.

= Amount charged - Amount charged is the total amount on the statement prior to any discounts applied.

= Amount paid - Amount paid by you to your provider for the service. This will allow us to reimburse
you accordingly.

Proof of service and payment

You will be required to show proof of service and payment including any discounts received by uploading

one of the following:

* Itemized statement from the provider showing any discounts provided and that the bill has been paid
in full

» Receipt of payment

Member Instructions

1. Complete each section and sign form
2. If any other health insurance made payment on the claim, please include a copy of the Explanation of
Benefits from that payer
3. Submit completed form along with any receipts, itemized statements and proof of payment by:
» Fax:701-282-1888
» Mail: BCBSND
Attn: Medical Claims Department
4510 13th Ave. S.
Fargo, ND 58121

4. Retain copies of all documents for your records

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. BND-25-0903400 - 3-26



Member Submitted Claim Form ND

for Medical Services

Patient Information

[J Myself  [J Spouse  [] Dependent Age 11 or Younger [] Dependent Age 12 or Older [l Other

Patient Information

Patient First Name Ml Patient Last Name
Patient Gender Patient Date of Birth
] Male [] Female

Phone Number Member ID Number

Address Line 1

Address Line 2

City State ZIP Code

Submitter Information

Submitter First Name Submitter Last Name
Patient’s Relationship to Submitter Phone Number
[] Spouse [ Dependent

Address Line 1

Address Line 2

City State ZIP Code

Billing Provider Information

Provider Name

Provider Address Line 1

Provider Address Line 2

Provider City Provider State Provider ZIP Code

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. BND-25-0903400 - 3-26



Service 1

Physician or Supplier Information

Beginning Date of Service*

Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[] Independent Laboratory (81) [] Durable Medical Equipment (DME) (12)

[] Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider

[(JYes [ No

1. Do you have a Diagnosis Code?* | Diagnosis Code

Diagnosis Pointer

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*
[1Yes []No

CPT/HCPCS Code* (If yes to 2)

Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?*

[J] Yes [] No

How Many Days?* (If no to 3)

4. Did your Service Exceed More than 1 Unit?*

[]Yes []No

How Many Units?* (If no to 4)

Amount Charged*

Amount Paid*

Service 2

Physician or Supplier Information

Beginning Date of Service*

Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[ ] Independent Laboratory (81) [ ] Durable Medical Equipment (DME) (12)

[J Outpatient Facility (22) ] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider
1. Do you have a Diagnosis Code?* Diagnosis Code Diagnosis Pointer
Jyes [ No

BND-25-0903400 - 3-26



Physician or Supplier Information

Service 2
Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[] Yes [] No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[] Yes [1 No

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
[0 Yes [] No

Amount Charged* Amount Paid*

Physician or Supplier Information

Service 3
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient's Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[] Independent Laboratory (81) [] Durable Medical Equipment (DME) (12)

[] Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider
1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer
[1Yes []No

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[]Yes []No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[]Yes [] No

BND-25-0903400 - 3-26



Physician or Supplier Information

Service 3

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
] Yes []No

Amount Charged* Amount Paid*

Physician or Supplier Information

Service 4
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) [ Home (12)

[ ] Independent Laboratory (81) [ ] Durable Medical Equipment (DME) (12)

[J Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider

1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer

0 Yes [ No

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[] Yes [] No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[]Yes []No

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
(] Yes []No

Amount Charged* Amount Paid*
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Physician or Supplier Information

Service 5
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[] Independent Laboratory (81) [] Durable Medical Equipment (DME) (12)

[] Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider
1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer
[1Yes [] No

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[JYes [] No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[1Yes [] No

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
[]1Yes [] No

Amount Charged* Amount Paid*

Physician or Supplier Information

Service 6
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[ ] Independent Laboratory (81) [ ] Durable Medical Equipment (DME) (12)

[J Outpatient Facility (22) ] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider

1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer

[] Yes [] No

BND-25-0903400 - 3-26



Physician or Supplier Information

Service 6
Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[1Yes [1]No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[] Yes [1 No

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
[]Yes [] No

Amount Charged* Amount Paid*

Physician or Supplier Information

Service 7
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient's Office (02) -Modifier 95
[] Homeless Shelter (04) ] Home (12)

[] Independent Laboratory (81) [] Durable Medical Equipment (DME) (12)

[] Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider

1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer
[1Yes [] No

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[1Yes [] No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[1Yes [] No

BND-25-0903400 - 3-26



Physician or Supplier Information

Service 7

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
[]Yes []No

Amount Charged* Amount Paid*

Physician or Supplier Information

Service 8
Beginning Date of Service* Ending Date of Service*

Place of Service*

[] Office (11) [] Telehealth Provided in Patient’s Office (02) -Modifier 95
[] Homeless Shelter (04) [ Home (12)

[ ] Independent Laboratory (81) [ ] Durable Medical Equipment (DME) (12)

[J Outpatient Facility (22) [] Other (99)

Billing Provider NPI* Referring Provider NPI Rendering Provider
1. Do you have a Diagnosis Code?* | Diagnosis Code Diagnosis Pointer
[JYes []No

Reason for Visit or Purchase?* (If no to 1)

2. Do you have a CPT/HCPCS Code?*

[J Yes [ No
CPT/HCPCS Code* (If yes to 2) Modifier (If yes to 2)

Describe the Service you Received* (If no to 2)

3. Did your Service Exceed More than 1 Day?* How Many Days?* (If no to 3)
[1Yes []No

4. Did your Service Exceed More than 1 Unit?* How Many Units?* (If no to 4)
[1Yes [] No

Amount Charged* Amount Paid*

BND-25-0903400 - 3-26



Signature
Submitter First Name

Submitter Last Name

Signature

BND-25-0903400 - 3-26



Blue Cross Blue Shield of North Dakota 625 N D
4510 13th Avenue South « Fargo, ND 58121 ® >

Blue Cross Blue Shield of North Dakota (BCBSND) complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, gender identity,
sexual orientation or sex. BCBSND does not exclude people or treat them differently because of race,
color, national origin, age, disability, gender identity, sexual orientation or sex. BCBSND:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as: written information in other formats (large print, audio, accessible electronic formats,
other formats).

e Provides free language services to people whose primary language is not English, such as:
qualified interpreters and information written in other languages.

If you need these services, please call Member Services at 1-844-363-8457 (toll-free) or through

the North Dakota Relay at 1-800-366-6888 or 711. If you believe BCBSND has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability,
gender identity, sexual orientation or sex, you can file a grievance with: Civil Rights Coordinator,
4510 13th Ave. S. Fargo, ND 58121, 701-297-1638 or North Dakota Relay at 800-366-6888 or 711,
701-282-1804 (fax), CivilRightsCoordinator@bcbsnd.com (email) (unencrypted emails present a risk.)

You can file a grievance in person or by mail, fax, or email within 180 days of the date of the alleged
discrimination. Grievance forms are available at http://www.bcbsnd.com/report or by calling
1-844-363-8457. If you need help filing a grievance, the Civil Rights Coordinator is available to help
you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department

of Health and Human Services, 200 Independence Ave. S.W. Room 509F, HHH Building,
Washington, DC 20201, 800-368-1019 or 800-537-7697 (TDD). Complaint forms are available

at http://www.hhs.gov/ocr/office/file/index.html.

Espafiol (Spanish) — ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos
de asistencia con el idioma. También hay disponibles ayudas y servicios auxiliares adecuados
para proporcionar informacion en formatos accesibles sin cargo. Llame al 1-844-363-8457
(TTY: 1-800-366-6888 o 711) o hable con su proveedor.

Deutsch (German) — ACHTUNG: Wenn Sie Deutsch sprechen, steht Ihnen kostenfreie
fremdsprachliche Unterstutzung zur Verfigung. Au3erdem sind kostenlos entsprechende Hilfsmittel
und Dienstleistungen zur Bereitstellung von Informationen in barrierefreien Formaten erhaltlich. Rufen
Sie 1-844-363-8457 (TTY: 1-800-366-6888 oder 711) an oder sprechen Sie mit Ihrem Anbieter.

FAX (Chinese) — jT&: MREERPN, BFIUTIASRMRENIESHEIRT. TRERAEERTH
BN TEMIRSS, LAERERHEURMEN. B8] 1-844-363-8457 (FEIRAFSEAR
TTY: 1-800-366-6888 &Y, 711) BkERfRAYEREIRISIRHLE T M.

Oromoo (Oromo) — XIYYEEFFANNOO: Afaan Oromoo dubbattu yoo ta’e, tajaajilli gargaarsa afaan
hiikuu kaffaltii malee ni argama. Gargaarsi dabalataa gargaaraadhaaf tajaajilli sirrii ta'ee fi
odeeffannoo bifa dhaggabamaa ta’een kennuunis bilisaan ni argama. Bilbili 1-844-363-8457

(TTY: 1-800-366-6888 or 711) ykn dhiyeessaa kee waliin haasa'i.

Tléng Viét (Vietnamese) — CHU Y: Néu quy vi néi Tiéng Viét, cé s&n cac dich vu hé tro ngdén ngir
miéen phi cho quy vi. Chung t6i cling cung cap mién phi cac dich vu va hé tro b sung thich

hop dé cung cap théng tin & cac dinh dang dé tiép can. Xin goi 1-844-363-8457

(TTY: 1-800-366-6888 ho&c 711) hodc néi chuyén véi nha cung cap cla quy vi.

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. BND-21-003795A « 7-25



Ikirundi (Bantu — Kirundi) — Wiyubare: Nimba uvuga Ikirundi, wemerewe ubufasha bwo kuronka
ururimi ku buntu. Wemerewe kandi ubufasha bukwiye bw’inyongera na serivisi vyo gutanga amakuru
mu buryo bworoshe ku buntu. Hamagara kuri 1-844-363-8457 (TTY: 1-800-366-6888 canke 711)
canke uvugane n’ujejwe kugufasha.
Lonlie dilia) iladd 5 il s a3 Aplaall 45 sl saclisall cilaas @l i 38 ¢y jal) Caanti S 1) ;405 — 4 al) (Arabic)
il Cuilgll) 1-844-363-8457 a8 1) e Juail Al (g1 (50 (4 plaiul) A iy il slaal) ayiil
A il e N ke ) &asd 1 (711 5 1-800-366-6888
Kiswahili (Swahili) — ZINGATIA: Ikiwa unazungumza Kiswahili, huduma za msaada wa lugha bila
malipo zinapatikana kwa ajili yako. Vifaa na huduma saidizi zinazofaa ili kutoa taarifa katika miundo
inayoweza kufikiwa pia hupatikana bila malipo. Piga simu 1-844-363-8457 (TTY: 1-800-366-6888 au
711) au zungumza na mtoa huduma wako.

Pycckun (Russian) - BHUMAHWE! Ecnu Bbl roBopute no-pyccku, Bbl MoxeTe BOCNoNb30BaThHCS
BGecnnatHbIMK ycriyramu nepesogyunka. Takke npegocTaBnseTcs gononHuTenbHasa 6ecnnaTtHas
MOMOLLIb M yCrnyrn oTobpaxkeHnsa nHpopmaumm B AOCTYNHbIX hopmaTax. [1o3BoHUTE NoO TenedoHy
1-844-363-8457 (TTY: 1-800-366-6888 unu 711) unu obpatntecb kK CBOEMY NOCTABLUMKY YCIYT.

HAFE (Japanese) - BHI5t: BARBEHELIZHEDIAIBHDEE T RIVAY—ERZZFIAL:
EIHEY,, EREF ARG A TRET 5O 0BEUGFEEE O —EXLE|EBHTITRRAWVETE
9, 1-844-363-8457 (TTY : 1-800-366-6888 FE1=Id 711) [CHBIELV=1{H . BEERIBHEEFICTHIHRES
Ly,

ATt (Nepali) — a7 fRqg e TS AT ATHT lodgre A TITS T ATHT (49w AT Hgradr aargs
ST Bl Tg AT T EATSEHT SITHHTLT TG T ST T T8 T HATE® I 4:8[e ST ZAl
1-844-363-8457 (TTY: 1-800-366-6888 aT 711) AT et Mg ¥ AT ATHAT TITIAFEIT FT T

Francgais (French) — ATTENTION : Si vous parlez frangais, des services d’assistance linguistique
sont disponibles gratuitement. Vous pouvez aussi bénéficier gratuitement de I'accés a des outils
et services auxiliaires appropriés dans des formats accessibles. Appelez le 1-844-363-8457

(ATS : 1-800-366-6888 ou 711) ou adressez-vous a votre fournisseur.

F3o] (Korean) — 9]: @501 & AL§3HA = 45, T 2o A9 Au 2k A F AU B2 7hs
GHow ARE AFeH 44T BE FE D AN AR TR o] §344 F AHY T
1-844-363-8457(TTY: 1-800-366-6888 T=1= 711)11 © & A 3}a} ALt v o] & A u| 2 2] F =} 9}

CEEERES

Tagalog (Tagalog) — PAUNAWA: Kung nagsasalita kayo ng Tagalog, mayroong kayong magagamit
na libreng tulong na mga serbisyo sa wika. Mayroon ding mga angkop na auxiliary na tulong at
serbisyo para magbigay ng impormasyon sa mga naa-access na format na makukuha ng walang
singil. Tumawag sa 1-844-363-8457 (TTY: 1-800-366-6888 o 711) o makipag-usap sa iyong provider.

Norsk (Norwegian) — OBS: Hvis du snakker norsk, er gratis sprakhjelp tilgjengelig for deg.
Passende ytterligere hjelpemidler og tjenester for & oppgi informasjon i tilgjengelige formater

er ogsa tilgjengelig kostnadsfritt. Ring 1-844-363-8457 (TTY: 1-800-366-6888 eller 711) eller
snakk med leverandgren din.

Diné (Navajo) - YA’'AT'EEH NITSAHAKEES: Dii Diné bizaad bee yanittigo, t'aa iiyisi t' 44 bee
yahoot'éét do6 baa ahaya’ at'é. T'aa jiik’ehigii bee na’ach’ag’ holne’ doo t'aa shikaadéé’ daniljj’igii

(TTY: 1-800-366-6888 doo6 711), d66 naaltsoos ninizingo bee iina bee nit hane’igii nihit ch’a hodool’j.
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