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10.

Instructions for completion of the “Summary of Itemized Bills”

List the specific diagnosis for each date of service.

Invoices or individual bills must be included for each service submitted. Iremized bills for prescriptions should include drug
name, National Drug Code (NDC#), quantity and days supply. (Cash register receipts, balances on accounts or cancelled
checks are not acceptable.)

List only those services for which you are requesting reimbursement.
If services are due to an accident, be sure to indicare the accident date and nature of accident beside each service involved.

Prompt filing of claims - Notice of your claim must be given to Blue Cross and Blue Shield of Kansas within one (1) year and
ninety (90) days of the date from which your services were received.

Special Instructions for Medicare patients - When the patient is covered under Medicare hospital insurance (Part A), the
“Notice of Health Insurance Utilization” form (or copy of the form) pertaining to charges you are now claiming, must be
enclosed with this claim form. When the patient is covered under Medicare medical insurance (Part B), the “Explanation of
Medicare Benefits” form (or copy of the form), pertaining to charges you are now claiming, must be enclosed with this form.

Send this completed form, together with itemized bills and supporting materials to:
Blue Cross and Blue Shield of Kansas
1133 SW. Topcka Boulevard - Topeka, Kansas 66629-0001
(Additional claim forms can be obrained by contacting the Blue Cross and Blue Shield of Kansas office in your area.)
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Summary of Itemized Bills
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