Colorado School of Mines Student Health Plan  Providers mail with bills to:
. . ipr s Student Health Claims Dept. 2N, ?
Accident Claim Verification Form Attn: Claims Manager AIltheIIL *

P.0. Box 5747
- - Denver, C0 80217
Claim control no. for Anthem Blue Cross and Blue Shield use only Reference Colorado School of Mines Student Health Plan program when calling toll free: 1-844-412-0752
To be completed by student or athlete
Student last name First name M. |Birthdate (MMDDYY)
Street address City State | ZIP code
Phone no. Email address
1. Give full description of injury from which you are now suffering. 4. Do you have other insurance? [JYes [INo Ifyes, complete the following.
Tell when, where, and how it happened. Other insurance coverage is through: [JParent [J Self [ Spouse
Type of coverage: Cindividual [ Through employer
Type of plan: CIHMO Cother:
Group/policy no.:
Policyholder name:
Employer name (if applicable):
2. Give exact date and time when injury occurred. Insurance company name;
Date: (MMDDYY)  Time: Clam. Clpm. Insurance company address:
3. When did you first consult a physician for this condition? 5. Are you an international student?
Date: (MMDDYY) Clves CINo
Sign your full name Date (MMDDYY)
X
On-Campus accidents — To be completed by college official
College name Group/palicy no. Time classes/activity began on date of injury:
Time: Clam. Clpm.
Did accident occur (check yes orna) Yes No Yes No Yes No
a. While claimant was supervised? [ [J d. On school premises? 0o g. While traveling to or from a regularly
b. During sponsored activity? 0o e. During intercollegiate practice? OO scheduled activity in a supervised group? (1 [
¢. During programmed hours? 0o f. During intercollegiate competition? [ [

| hereby certify that the statements made above are correct to the best of my knowledge and belief and that the above named claimant was insured hereunder at the time
of the accident;

College official signature Printed name Title Date (MMDDYY)
X
Intercollegiate athletic accidents — To be completed by athletic official
Intercollegiate sport name Pasition played Did injury occur during non-traditional sparts session? [ practice
CIves CINo (] Competition
. - . . o o . Date (MMDDYY)
| hereby certify that the above injury was sustained while participating in official activities under adequate organizational supervision on: ——
Athletic official signature Printed name Title Date (MMDDYY)
X

Athletic and on campus accidents - To be completed by college official

Name of class or P.E.:

Authorization to pay benefits to provider

| authorize payment of medical payments to physician or supplier for services described for the attached statements:

Student/athlete signature Date (MMDDYY)
X

Anthem Blue Cross and Blue Shield is the trade name of Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. Independent licensees of the Blue Cross and Blue Shield Association.

Anthem is a registered trademark of Anthem Insurance Companies, Inc.
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To the student

o Use this form each time you visit a physician or hospital as a result of an accidental injury incurred while attending regularly scheduled
classes or while participating/attending a college-sponsored event or competition.

o ONLY use this form after the college has properly authorized and completed their portion.
o Give this form to the physician or hospital so they may properly submit the claim to Anthem Blue Cross and Blue Shield.

o Copay Reimbursement — may be considered only if (1) a HCFA 1500 billing or UB-04 billing is submitted with a copy of the primary insurance
Explanation of Benefits (EOB), and (2) a receipt indicating the amount of the copay. Balance due bills or statements are not acceptable
documents for processing of payments.

To the provider

o This plan covers the student for accidental injury while attending regularly scheduled classes or while participating/attending
a college-sponsored event or competition.

o Please check to see that the appropriate college representatives have completed their portion before submitting the claim.
o To insure prompt payment, please attach all (UB-04 and/or HCFA 1500) billings to this form and submit to:

Student Health Claims Dept.
Attn: Claims Manager

P.0. Box 5747

Denver, CO 80217

Reference Colorado School of Mines Student Health Plan program when calling toll free: 1-844-412-0752
Balance due hills or statements are not acceptable documents for processing of payments.

o Electronic Billing is not an option with this program. This program does not accept ‘Electronic Billing.” All bills must be submitted via USPS with
a copy of the Claim Form attached.

o For additional information, please contact Anthem Blue Cross and Blue Shield at 1-844-412-0752.
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