
Subscriber ID Number 

Patient Information 
(Required)

Patient/Member Name

City State

Claim Number(s) Date(s) of Service

ERISA (6.15)

Street Address 

Telephone Number: 

Provider Name 

Service In Question 

www.bcbst.com 

1 Cameron Hill Circle 

Chattanooga, Tennessee 37402-0001 

Clai m Information/Service In Question 
(Required) - Write "NIA" if not applicable. 

ERISA Disclosure 
Request Form 

Zip 

Note: Attach a copy of your Explana6on of Benefits (EOB), or correspondence re/a6ng to this detennination, if available (Not Required). 

Description of Information Requested 
(Required) - Include an attachment if you need additional space.

Please describe the specific information or documents you are requesting below: 

X 

Signature of Patient/Member 

Member's S ign ature 
(Required) 

If the Patient/Member is a M inor Ch ild or Incapacitated Adult: 

Date 

I at test that I am the custodial paren t or guardian of the minor child or am a cour t-ordered custodian/guardian 
or have the Power of At torney for the member/patien t iden tif ied above. (Note: You must at tach the guardian/ 
custodian cour t orders or the Power of At torney if you are a legal guardian/custodian or have a Power of 
At torney for the member/patien t.} 

X 
Signature of Custodial ParenUGuardian or Power of Attorney Date 

(continued on back) (jj= 

ERISA (6.15) 

http://www.bcbst.com


informationBy signing this document, I accept the appointment as the patient/member's authorized representative to receive the 
  requested. 

BCBST Claims Service Center 
1 Cameron Hill Circle Ste 0019 
Chattanooga, TN 37402-0019

 Adult:

I appoint to act as my authorized representative for claims related to the dates of service 
referenced on this form. In addition, I can choose to revoke this Appointment of Authorized Representative, at any time by 
submitting such revocation in writing to BlueCross BlueShield of Tennessee.

Appointment of Authorized Representative 
(Required only if you choose this option)

I appoint___________________________to act as my authorized representative for claims related to the dates of 
service referenced on this form. In addition, I can choose to revoke this Appointment of Authorized Representative, at 
any time by  submitting such revocation in writing to BlueCross BlueShield of Tennessee. 

Date
X 

Signature of Patient/Member

If the Patient/Member is a Minor Child or Incapacitated 
Adult: 
I attest that I am the custodial parent or guardian of the minor child or am a court-ordered custodian/guardian or have Power 
of Attorney for the member/patient identified on this form. I appoint ___________________________to act as the Authorized 
Representative for the member/patient. 

(Note: You must attach the guardian/custodian court orders or the Power of Attorney document if you are the legal guardian/ 
custodian or have Power of Attorney for the member/patient.)  

X 
Signature of Custodial Parent/Guardian or Power of Attorney Date

X
Date 

  requested. 

My address and phone numb

Signature of Designated Representative 

er are: 

Address:

Telephone Number: ( )

If you have any questions, please contact your Customer Service Department using the phone 
number listed on the front of your identification card. 

Please return completed form to: BCBST Claims Service 
Center 1 Cameron Hill Circle 
Ste 0019 Chattanooga, TN 



BlueCross does not exclude people or treat them
  less favorably because of race, color, national

  origin, age, disability or sex. 
BlueCross: 

BlueCross BlueShield of Tennessee (BlueCross)  
c omplies with applicable Federal civil rights laws  
and does not discriminate on the basis of race,  
color, national origin, age, disability or sex1.  

BlueCross: 

1 Cameron Hill Circle | Chattanooga, TN 37402 | bcbst.comBlueCross BlueShield of 

* Provides people with disabilities reasonable
modifications and free appropriate auxiliary
aids and services to communicate effectively
with us, such as: (1) qualified sign language
interpreters and (2) written information in 
other formats, such as large print, audio and
accessible electronic formats.

« Provides free language assistance services
to people whose primary language is not
English, such as: (1) qualified interpreters and   
(2) information written in other languages.

If you need these reasonable modifications,  
appropriate auxiliary aids and services, or  
language assistance services, contact a  
consumer advisor at the number on the back  of 
your Member ID card or call 1-800-565-9140  
(TTY: 1-800-848-0298 or 711). 
If you believe that BlueCross has failed to  
provide these services or discriminated in  
another way on the basis of race, color,  national 
origin, age, disability or sex, you  
can file a grievance (“Nondiscrimination  
Grievance”). For help with preparing and  
submitting your Nondiscrimination Grievance,  
contact a consumer advisor at the number  
on the back of your Member ID card or call  
1-800-565-9140 (TTY: 1-800-848-0298 or 711).
They can provide you with the appropriate 
formto use in submitting a Nondiscrimination
Grievance. You can file a Nondiscrimination
Grievance in person or by mail, fax or email.
Address your Nondiscrimination Grievance to: 
Nondiscrimination Grievance; c/o Manager,
Operations, Member Benefits Administration; 1
Cameron Hill Circle, Suite 0019, Chattanooga,
TN 37402-0019; (423) 591-9208 (fax);
Nondiscrimination_OfficeGM@bcbst.com
(email).
You can also file a civil rights complaint with  the 
U.S. Department of Health and Human  
Services, Office for Civil Rights, electronically  
through the Office for Civil Rights Complaint  
Portal, available at https://ocrportal.hhs.gov/  
ocr/portal/lobby.jsf, or by mail or phone at: U.S.  
Department of Health and Human Services, 200 
Independence Avenue SW., Room  
509F, HHH Building, Washington, DC 20201,   
1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
You can contact BlueCross’s Nondiscrimination  
Coordinator at 423-535-1010 (TTY: 1-800-  
848-0298 or 711); Nondiscrimination_
CoordinatorGM@bcbst.com (email); or
Corporate Compliance, 1 Cameron Hill Circle,
1.4, Chattanooga, TN 37402.
This notice is available at BlueCross’s website:  
bcbst.com. 
BlueCross BlueShield of Tennessee, Inc.,  
an Independent Licensee of the BlueCross  
BlueShield Association. 
BlueCross BlueShield of Tennessee is a  
Qualified Health Plan Issuer in the Health  
Insurance Marketplace. 

1 Consistent with the scope of sex discrimination  
described at 45 CFR 92.101(a)(2))   

ATTENTION: If you speak English, free  
language assistance services and appropriate  
auxiliary aids and services are available to 
you. Please call the Member Service number 
on the  back of your Member ID card or 
1-800-565-9140 (TTY: 1-800-848-0298).
ATENCIÓN: SI habla español, tiene a su  
disposición servicios gratuitos de asistencia  
con el idioma, así como ayudas y servicios  
auxiliares adecuados. Llame al número de  
Servicio de atención a miembros que figura  en 
el reverso de su tarjeta de Identificación de  
miembro o al 1-800-565-9140 
(TTY: 1-800-848-0298). 
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Tennessee

Multi-language Interpreter Services
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