
XAetna Medical Benefits - Claim Instructions
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ELECTRONIC CLAIM SUBMISSIONS.

TO THE EMPLOYEE
1. Complete items one (1)through twenty-two (22)in full.
2. Complete items 23-27 only if other medicalcoverage exists.
3. Be certain to sign the authorization to release information block (28).
4. lf you wish to have youf benefits for this claim paid directly to your physician or supptier, sign the block (29).
5. lf you_have submitted a request for benefits to another plan, including l\4edicare, attach a copy of the bills you submitted to lhe other plan and the explanation of

benefib you received from the otner plan.
6. Attach itemized bills or ask your health carc provider lo mmplete the applicable section on the reverse side. The bilts must include:

- patients name
- date(s) of service(s)
- condition being treated
- relationshiptoemployee
- type of service(s) rendered
lfthis information is mlssing, write it on the billand sign your name.

7. lfprescription drugs are covered underyourplan, submit receipts or a Prescription Drug Record form. Receipt must conlain:
- orug name
- dose per/day
- charge
- purchase date
- nature of illness or injury

- strength
- prescription number
- quantity
- physician's name
- pharmacyname/address

This information can be coDied from the Drescriolion bottle or box.
8. Retain copies of your bills for your record.
L Referio lhe back ofyourlD card forclaim mailing sddr€ss.

TO THE PHYSICIAN OR SUPPLIER
1. Complete items thirty (30)lhrough forty4ight (49)in full.
2. lf the employee indicates that b€nefits should be paid directly to the physician orsupplier,lhen these benefits willbe sent directly to you with an information copy of

the transactions lo the employee.
GC-7 (2-07)



XAetna Medical Benefits Request Refer to the back of your lD card
for claim mailing address.

TO BE COMPLETED BY EMPLOYEE
1. Employeis Name 2. Policy/Group Number

3, Employee's Aetna lD Number 4. Employee's Name 5. Employee's Birthdate (MM/DD/YYYY)

6 U Active ll Retired
Date of Retirement

7. Employee's Address (include zip code) | Address rs new 8. Employee's Daytime Telephone Number
( )

9. Patient's Name 10. Patient's Aetna lD Number 11. Patient's Birthdate (MM/DDNYYY) 112 Ratients Retationshrp to ernptoyee
|  l se l f  l spouse lcn iu  lo tner

13. Palients Addres (if different from employee) 14. Patient's Sex 115 FullTime Student
!  l r late I  Fematel f ]  No !  Yes

16, Patient's Expected Graduation Date | 12. t{ame of School C[v

1B Patient's Marital Status
I Married f] Sinqle

19. ls patient employed?
D t'lo E Yes

20. Name & Address of Employer

a 4
L t . ls claim related to an accident?

! t 'to ! Yes tf yes, date
l t . ls claim related to employment?

E N o  n y e st ime ! a m l p m
Jff9anftam|u.memberseXpe.nSeSc0Veredbyanothergrouphffi

(ulue uross- ulue^ Snlflq, etc ), nglilult auto insurance, Medicare or any federal, state cir local'
government plan? U No ll Yes

4+. tT yes, ilsr poilcy 0r contract noKer, pottcy or contract numbe(s) and name/address of-
Insurance company 0r administralor:

25 Membe/s lD Number 26. Membe/s Name 27. Member's Birthdate (MM/DD/YYYY)

28 To all providers ofhealth care:
You are authorized to provide Aetna Life lnsurance Company o. one ot its affiliated companies ('Aetna"), and any independent ctaim administrators and
consulting health professionals and utilization review organizations with whom Aetna has contracled, informalion cancerning healh care adMce, treatment orsupplies provided the patient (including that relaling to mental illness and/or AIDS/ARC/HlV). Ttris iniormation willte uieO ti evatuate ctaims tor Uenents.Aetna may provide lhe employer named above with any beneJit calculation used in paymeni ofthis claim for the purpose of reviewing the experience andoperation ofthe policy or contracl. This althorization is valid fo. the term ofthe policl or contraci under which a ctaim has been submilted. I know that I havea right to receive a copy ofthis authorizalion upon request ancl agree that a photogrrphic copy ot this authorization is as vatid as the orioinal.
Patient's or Authorized Person's Signature Date

29. I authorize payment of medical benefits to the physician oi supptieioiEeffi
Patient's or Authorized Person's Signature Date

I  \ ' ,  Otr ,  l ,UHIrLtr  I t rU t r I  TNYDIUIAN UK I 'UPPLIEI{
3 0 . D a t e o f | | l n e s s ( f i r s t s y m p t o m ) o r i n j u r y ( a c c i d e n t ) o i t i o n 3 2 . | f p a t i e n t h a s h a d s i m i | a r i | | n e s s o r i n 1 u r y r e

ln emerqencv
34. Dale patient able to relurn to work 35. Date of total disability

from throuqh
36. Date of partial disability

from throuoh
37. Name of referring physician (e.9., Pubtic Health Agency) 38. For services related lo hospitalization give hosprtalization dates

admitted discharqed
39. Name & address of facility where services rendered (if other tnan nome or otricet

40. Diagnosis or nature of illness or injury (please indicate primary anO seconOarg
1 .
2 .
3 .
4 .

41. rroceoures, Meotcat uervtces. Suppltes Furnished
Date of
Service

Place of
Service-

Procedure Code
ldentifv'*

Description of Service Type of
Service t

Charges Days or
Units

Diagnosis
Code tt

Administrative
Use Onlv

42. Physician's Name & Address (include zip code) 43, Telephone Number

( )

44. Enter the taxpayer identifying number to be used for 109g
reporting purposes, You are required under authority of
law to furnish your taxpayer identifying number,

45. Patienl Account Number 46.
Total charge
Amount paid
Balance due

$
$
$

47. Physician's or supplier's signature 48. National Provider ldentifier 49. Date

' Place of Service Codes:
1 - (lH) - Inpatient Hospital
2 - (0H) - Outpatient Hospital
3 - (0) - ffice Visit
4 - (H) - Patient Home
5 - - Day Care Facility (PSY)
6 - - Night Care Facility (PSY)
7 - (NH) - Nursing Home

8 - (SNF) - Skil led Nursing Facitity
9 - - Ambulance
0 - (01) - Other Location
A - (lL) - Independent Laboratory
B - - Other Medical Surgical Facitity
C - (RTC) - Residential Treatment Center
D - (STF) - Specialized Treatment Facitity

tType of Service Codes:
1 - Medical Care
2 - Surgery
3 - Consultation
4 - Diagnostic X-Ray
5 - Diagnostic Laboratory
6 - Radiation Therapy
7 - Aneslhesia

8 - Assistance at Surgery
9 - Other Medical Service
0 - Blood or Packed Red Cells
A - Used DME
M - Alternate Payment for Maintenance Dialysis
Y - Second Opinion on Elective Surgery
Z - Third Opinion on Elective Surgery** Please Use Current Procedural Terminology Codes For Surgery ttPlease Use lCD.9.CM For Discharge Diagnosis


