. BlueCross BlueShield
v of Texas

Provider Information |

Provider Refund

Form

Please submit refunds to:
Blue Cross and Blue Shield of Texas
P.O. Box 805107, Chicago, IL 60680-4140

Name:

Address:

Contact Name:

Phone Number:

National Provider Identifier (NPI) Number(s):

Refund Information |

1 IGroup Number:

Subscriber 1.D. Number

Service Date:

Claim Number:

Refund Amount:

Patient Name:

Explanation:

INTERNAL USE ONLY Account: Reason: System:
2 IGroup Number: Subscriber 1.D. Number
Service Date: Claim Number:
Refund Amount: Patient Name:
Explanation:
INTERNAL USE ONLY Account: Reason: System:
3 IGroup Number: Subscriber I.D. Number
Service Date: Claim Number:
Refund Amount: Patient Name:
Explanation:
INTERNAL USE ONLY Account: Reason: System:
4 IGroup Number: Subscriber 1.D. Number
Service Date: Claim Number:
Refund Amount: Patient Name:
Explanation:
INTERNAL USE ONLY Account: Reason: System:
5 IGroup Number: Subscriber I.D. Number
Service Date: Claim Number:
Refund Amount: Patient Name:
Explanation:
INTERNAL USE ONLY Account: Reason: System:

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross Blue Shield Association

8709.350-902
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