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12. 1 AUTHORIZE THE RELEASE OF INFORMATION AS DESCRIBED ON THE REVERSE SIDE OF THIS CLAIM FORM.

described below.
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31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE 33. PHYSICIANS, SUPPLIER’S BILLING NAME, ADDRESS, ZIP CODE

INCLUDING DEGREES OR CREDENTIALS RENDERED (If other than home or office) & PHONE NUMBER

“| CERTIFY THAT THE CARE, SERVICES AND SUPPLIES ENTERED

ON THIS FORM HAVE BEEN RENDERED TO THE PATIENT, AND

THAT | AM ENTITLED TO REIMBURSEMENT OF THE CHARGES

INDICATED.”
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PATIENT’S SIGNATURE

The patient must sign the claim form, authorizing the release of information to Empire
BlueCross BlueShield or its designee as described below. If the patient is a minor, the signa-
ture must be that of the patient’s parent or legal guardian.

*
| authorize any health care provider, payor of health claims, or government agency to
furnish to Empire or its designee all records pertaining to medical history, services rendered,
and payments made regarding me or my dependents for review and evaluation of any claim
or services.

-l authorize Empire or its designee to disclose such information to another payor or self-insurer.
If my coverage is under a group contract held by an employer, association, trust fund, union,
or similar entity, this authorization also permits disclosure to them for purposes of utilization
review or financial audit.

This authorization shall become effective immediately, and shall remain in effect until the
latest of six years after the termination of coverage, or the last determination or payment
by Empire on a claim or service under the coverage. This authorization shall be binding upon
me, my dependents, my heirs, executors or administrators.

INSURANCE FRAUD STATEMENT

The New York State Department of Insurance requires we notify you that “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 also be subject to a civil penalty not to
exceed $5,000 and the stated value of the claim for each such violation.”




