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Please Mail Completed Form T o  The Address On   
The Member’s ID Card or fax to 859-455-8650. 

HEALTH INSURANCE CLAIM FORM 

Please Note:  It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or  
fines. In addition, an insurer may deny insurance benefits if false information materially related to claim was provided by the applicant.   

 PICA PICA 

1.  MEDICARE  

(Medicare #) 

MEDICAID  

(Medicaid #)  

CHAMPUS  

(Sponsor’s SSN) 

CHAMPVA  

(VA File #)  

GRP HLTH PLAN 

(SSN or ID)

FECA BLK LUNG  

(SSN)  

OTHER  

(ID)  

1a. INSURED'S ID NUMBER (FOR PROGRAM IN  ITEM 1)   

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)  3. PATIENT'S BIRTH  DATE  GENDER  

M F  

4. INSURED'S NAME (Last Name, First Name, Middle Initial)  

5. PATIENT'S ADDRESS (Number, Street)  

CITY  STATE 

ZIP CODE  TELEPHONE NO. (Include Area Code) 

6. PATIENT RELATIONSHIP TO INSURED 

Self Spouse Child Other 

7. INSURED'S ADDRESS (Number, Street)  

CITY  STATE 

ZIP CODE  TELEPHONE NO. (Include Area Code) 

8. PATIENT STATUS 

Single Married Other

Employed Full-Time

Student

Part-Time

Student 

9. OTHER INSURED'S NAME (Last Name, First  Name, Middle Initial) 

a. OTHER INSURED'S POLICY OR GROU P NUMBER  

b. OTHER INSURED’S DATE OF BIRTH  GENDER  

M F

c.  EMPLOYER'S NAME OR SCHOOL NAME 

d.  INSURANCE PLAN NAME OR PROGRAM NAME  

10. IS PATIENT CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous) 

 Yes No 

b. AUTO ACCIDENT?   

 Yes No

PLACE (State) 

c.  OTHER  ACCIDENT?

 Yes No

10d.  
RESERVED FOR  LOCAL USE  

11. INSURED’S POLICY GROUP OR FECA NUMBER  

800100 
a. INSURED’S BIRTH DATE  GENDER 

M  F 

b. EMPLOYER'S NAME OR SCHOOL NAME  

Johnson & Johnson Family of Companies  
c.  INSURANCE PLAN NAME OR PROGRAM NAME 

d.  IS  THERE  ANOTHER  HEALTH  BENEFIT  PLAN?  

 Yes  No  If yes,  return to and complete  item 9 a-d. 

 12. PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  I authorize the release of any medical or other information necessary to 
process this claim.  I also request payment of benefits either to myself or to the party who accepts assignment below. 

SIGNED DATE

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE   I authorize 
payment of medical benefits to the undersigned physician or supplier for 
services described below. 

SIGNED

14. DATE OF  CURRENT ILLNESS (first symptom) or  
INJURY (accident) or  
PREGNANCY (LMP)  

15. IF PATIENT HAS HAD SAME OR   SIMILAR 
ILLNESS, GIVE FIRST DATE  

16. DATE PATIENT UNABLE TO  WORK IN CURRENT OCCUPATION 

From

   MM     DD YY 

To

MM  DD YY 

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 17a. 

17b. NPI

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 

From

 MM     DD YY 

To 

MM  DD YY 

19. RESERVED FOR LOCAL USE  20. OUTSIDE LAB?  

 Yes No 

$ CHARGES 

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATED ITEMS 1,2,3,OR 4 TO  
ITEM 24E BY LINE)      

1.  . 

2. . 

3.  .

4. . 

22. MEDICAID  RESUBMISSION
CODE  ORIGINAL REF. NUMBER 

23. PRIOR AUTHORIZATION NUMBER

24. A.  DATE(S) OF SERVICES 
 From 

 MM      DD      YY 
 To

MM   DD   YY  

B.  
PLACE OF
SERVICE  

C. 

EMG  

D. PROCEDURES, SERVICES, OR SUPPLIES 
(Explain Unusual Circumstances) 

 CPT/HCPCS MODIFIER  

E.  
DIAGNOSIS
POINTER  

F.  

$ CHARGES  

G.  
DAYS OR 

UNITS  

H. 
EPSDT  

Family Plan  

I.  
ID 

QUAL  

J.  
RENDERING  
PROVIDER ID. #  

1 
NPI  

2  
NPI  

3 
NPI

4  
NPI  

5 
NPI  

6 
NPI  

25. FEDERAL TAX I.D. NUMBER  SSN EIN 26. PATIENT ACCOUNT NO.  27. ACCEPT ASSIGNMENT? 

 Yes No 

28. TOTAL CHARGE  

$ 

29. AMOUNT PAID  

$

30. BALANCE DUE 

$ 

31. SIGNATURE OF PHYS ICIAN OR SUPPLIER  
INCLUDING DEGREES   

SIGNED DATE

32. SERVICE FACILITY LOCATION INFORMATION 33. PHYSICIAN'S, SUPPLIER'S BILLING NAME, ADDRESS, ZIP CODE AND 
PHONE NUMBER  

PIN #  GRP #

(APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05)  
FORM CMS-1500 (08/05) 

PLEASE PRIN T OR TYPE 

fax:8594558650


 

 

 

 

 
  
 

  
  
  

 

 

 

Medical Benefits – Claim Instructions 

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any materially 
false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to 
criminal and civil penalties.  
Attention Alabama Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.  Attention Arkansas, District of Columbia, Rhode Island and West 
Virginia Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty 
of a crime and may be subject to fines and confinement in prison. Attention California Residents:   For your protection California law requires notice of the following to appear on this 
form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.  Attention 
Colorado Residents:  It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the 
company. Penalties may include imprisonment, fines, denial  of insurance and civil damages.  Any insurance company or agent of an insurance company who knowingly provides false, 
incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award 
payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies. Attention Florida Residents:   Any person who knowingly 
and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third 
degree. Attention Kansas Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person submits an enrollment form for insurance 
or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto may have violated state law.  Attention 
Kentucky Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information or 
conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime. Attention Louisiana Residents:  Any person who 
knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application is guilty of  a crime and may be subject to fines and 
confinement in prison. Attention Maine and Tennessee Residents:   It is a crime  to knowingly provide false, incomplete, or  misleading information to an insurance company for the purpose of 
defrauding the company. Penalties may include imprisonment, fines, or denial of insurance benefits. Attention Maryland Residents:  Any person who knowingly or willfully presents a false or 
fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison. Attention Missouri Residents:  It  is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the 
company. Penalties include imprisonment, fines, denial of insurance and civil damages, as determined by a court of law.  Any person who knowingly and with intent to injure, defraud or deceive 
an insurance company may be guilty of fraud as determined by a court of law. Attention New Jersey Residents:  Any person who includes any false or misleading information on an application 
for an insurance policy or knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. Attention North Carolina Residents:  Any 
person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any materially false 
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which may be a crime and subjects such person to 
criminal and civil penalties. Attention Ohio Residents:  Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement is guilty of insurance fraud. Attention Oklahoma Residents:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any 
insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.  Attention Oregon Residents:  Any person who 
with intent to injure, defraud, or deceive any insurance company or other person submits an enrollment form for insurance or statement of claim containing any materially false information or 
conceals for the purpose of misleading, information concerning any fact material thereto may have violated state law. Attention Pennsylvania Residents:  Any person who knowingly and with 
intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals, for the purpose of 
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects  such person to criminal and civil penalties. Attention Puerto Rico 
Residents:  Any person who knowingly and with the intention to defraud includes false information in an application for insurance or file, assist or abet in the filing of  a fraudulent claim to obtain 
payment of a loss or other benefit, or files more than one claim for the same loss or  damage, commits a felony and if found guilty shall be punished for each violation with a fine of no less than five 
thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or  both.  If aggravating circumstances exist, the fixed jail term may be 
increased to a maximum of five (5) years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. Attention Texas Residents:  Any person who 
knowingly and with intent to injure, defraud or deceive any insurance company or other person files an application for insurance or statement of claim containing any intentional misrepresentation 
of material fact or conceals, for the purpose of misleading, information concerning any fact material thereto may commit a fraudulent insurance act, which may be a crime and may subject such 
person to criminal and civil penalties. Attention Vermont Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an 
application for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which may be a crime and may subject such person to criminal and civil penalties. Attention Virginia Residents:  Any person who, with intent to defraud or knowing that 
he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may have violated the state law.  Attention Washington Residents:  It  
is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines, and denial 
of insurance benefits. Attention New York Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, 
which is a crime, and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each violation.  

Patient Signature:   Date: 

NOTE: INCOMPLETE CLAIM FORMS WILL BE RETURNED TO YOU FOR MISSING INFORMATION.  THIS WILL DELAY THE PROCESSING OF THE CLAIM.  FOR 
FASTER, EASIER SUBMISSION OF CLAIMS, THE PROVIDER MAY CONTACT THE AETNA CLAIM PROCESSING CENTER FOR INFORMATION REGARDING  
ELECTRONIC CLAIM SUBMISSIONS. 

TO THE EMPLOYEE 

1. Complete items one (1) through eight (8) and items ten (10) through eleven (11) in full. 
2.	  Complete items nine (9) a-d only if other medical coverage exists.
3.	  Be certain to sign the authorization to release information in block twelve (12). 
4.	  If you wish to have your benefits for this claim paid directly to your physician or supplier,  sign block thirteen (13).
5.	  If you have submitted a request for benefits to another plan, including Medicare, attach a co py of the bills you submitted to the other plan and the explanation of

benefits you received from the other plan. 
6. 
 

Attach itemized bills or ask your health care provider to complete the applicable section on  the reverse side.  The bills must include:
- patient's name  
- date(s) of service(s)  

- condition being treated  
- relationship to employee
  

- type of service(s) rendered  

If this information is missing, write it  on the bill and sign your name.
  

 

 

 

 

  
7. If prescription drugs are covered  under your plan,  submit receipts or a Prescription  Drug Record form.  Receipt must contain:

- drug name  
- dose per/day 
- charge  

- purchase date  
- nature of illness or injury 
- strength  

- prescription  number 
- quantity  
- physician's name  

- pharmacy name/address 

This information can be copied from  the prescription bottle or box. 
8. Retain copies of your bills for your record.
9. Refer to the back of your ID card for claim mailing address or fax to  859-455-8650.

TO THE PHYSICIAN OR SUPPLIER 
1.	  Complete items fourteen (14) through thirty three (33) in full. 
2.	  If the employee indicates that benefits should be paid directly to the physician or suppl ier, then these benefits will be sent directly to you with an information copy o

the transactions to the employee. 
f 

GC-14217 (1-24) 

fax:8594558650


 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude 

or treat people differently based on their race, color, national origin, sex, age, or disability.    

We provide  free aids/services to people with disabilities and to people who need language assistance.  

If you need a qualified interpreter, written information in other formats, translation or other services, call 

the number on your ID card.  

If you believe we have failed to provide these services or otherwise discriminated based on a protected 

class noted above, you can also file a grievance with the Civil Rights Coordinator by contacting:   

Civil Rights Coordinator, 

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA  93779), 

1-800-648-7817, TTY: 711, 

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 

Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 

at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH 

Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD). 

Aetna is the brand name used for products and services provided by one or more of the Aetna group of 

subsidiary companies.  

GC-14217 (1-24) 

tel:711
tel:18006487817
fax:8594253379
fax:8602627705
tel:18003681019
tel:8005377697
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
mailto:CRCoordinator@aetna.com


  

 

 

 

 

TTY: 711

English  
To access language services at no cost to you, call the number on your ID 

card. 

Spanish  
Para acceder a los servicios lingüísticos sin costo alguno, llame al número que 
figura en su tarjeta de identificación. 

Chinese Traditional 
如欲使用免費語言服務，請撥打您健康保險卡上所列的電話號碼  

Arabic  
الرقم  الموجود على ب طاقة  للحصول على الخدمات اللغوية دون أي تكلفة، الرجاء الاتصال على

 اشترا كك. 

French 
Pour accéder gratuitement aux services linguistiques, veuillez composer le 
numéro indiqué sur votre carte d'assurance santé.    

French Creole 
(Haitian)  

Pou ou jwenn sèvis gratis nan lang ou, rele nimewo telefòn ki sou kat 
idantifikasyon asirans sante ou. 

German 
Um auf den für Sie kostenlosen Sprachservice auf Deutsch zuzugreifen, rufen 
Sie die Nummer auf Ihrer ID-Karte an.  

Italian 
Per accedere ai servizi linguistici senza alcun costo per lei, chiami il numero 
sulla tessera identificativa.  

Japanese 
無料の言語サービスは、IDカードにある番号にお電話ください。  

Korean 
무료 다국어 서비스를 이용하려면 보험 I D 카드에  수록된 번호로 

전화해 주십시오.  

Persian Farsi
برای دسترسی به خدمات زبان به طور رايگان، با شماره قيد شده روی کارت شناسايی خ ود تماس 

 بگيريد. 

Polish  
Aby uzyskać dostęp do bezpłatnych usług językowych, należy zadzwonić pod  
numer podany na karcie identyfikacyjnej.  

Portuguese  
Para aceder aos serviços linguísticos gratuitamente,  ligue para o número 
indicado no seu cartão de identificação. 

Russian  
Для того чтобы бесплатно получить помощь переводчика, позвоните по  
телефону, приведенному на вашей идентификационной карте. 

Tagalog  
Upang ma-access ang mga serbisyo sa  wika nang walang bayad, tawagan ang 
numero sa iyong ID card. 

Vietnamese  
Để sử dụng các dịch vụ ngôn ngữ miễn phí, vui lòng gọi số điện thoại ghi trên 
thẻ ID của quý vị. 

GC-14217 (1-24)  

tel:711
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