
Claim Form
to Pay Insured/Subscriber

�1���0�����#�P�Y�����������������t���%�B�M�M�B�T�
���5�F�Y�B�T����������������������

Each item on this form needs to be completed.
Instructions for completion are listed on the reverse side.

1

Insured/Subscriber Name (Last, First, Middle Initial)

Mailing Address

City and State ZIP Code

Insured Employed? 				    Date of Retirement:
								       Month



InstructiOns

Important: D O NOT �le this form if your Provider of Service is submitting  
these charges to Blue Cross and Blue Shield of Texas.

Please complete every item on claim form.
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