
MEDICAL EXPENSE 
Claim Form and Instructions�������6�W�X�G�H�Q�W���%�O�D�Q�N�H�W 

GeoBlue Student �%�O�D�Q�N�H�W��Claim Rev. 0��/1�� 

1. PATIENT INFORMATION

Member ID  �3�O�H�D�V�H���H�Q�W�H�U���W�K�H���������G�L�J�L�W���*�U�R�X�S���,�'���1�X�P�E�H�U���D�V���V�K�R�Z�Q���R�Q���\�R�X�U���F�D�U�G

Patient’s Name (Given Name, Family Name) Patient’s date of birth (MM/DD/YYYY) Patient’s Gender 

  Male   Female 

Name of Insured Member (Given Name, Family Name) Insured’s date of birth (MM/DD/YYYY) Patient’s Relationship to Insured 

 Self    Spouse    Child 

Name of Plan Program Sponsor Insured’s current mailing address 

Member Email Member Phone Number 

2. OTHER HEALTH INSURANCE

Is the patient covered under other health insurance?   YES  NO  If YES, please complete this section 

Name and address of other insurance company Name of the Policy Holder 

Policy Holder’s Date of Birth (MM/DD/YYYY) Policy or identification number of other coverage Effective Date 
(MM/DD/YYYY) 

Termination Date 
(M   

Description/Details of Injury 
(attach additional notes if necessary) 

IF SICKNESS/ILLNESS  

4. CHARGES – use a separate line to list each type of service or provider and attach itemized bills for all services

Name, City & Country of provider making charge Diagnosis Description of service 
(Office Visit, X-ray, Prescription, etc.) 

Dates of Service 
(MM/DD/YYYY) 

Charges 
(Please indicate 

currency) 

5. CLAIM PAYMENT REIMBURSEMENT

Have these doctor/hospital bills been paid by 
you? 

  YES  NO If YES, payment will be made to Primary Insured via Check (payable in US$ and 
mailed to the address indicated above) 

If NO, do you authorize payment to the provider 
of service for medical services claimed?   YES    NO 

If payment is to be paid to an international provider, please ensure bank inT5 (e )0.5 ((16 308.76 9.24 re
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6. SIGNATURE

I certify the above is complete and correct and that I am claiming benefits only for charges incurred by the patient named above.  Authorization is hereby given 
to any provider of service, that participated in any way in the patient’s care, to release to GeoBlue and its business associates in any country any medical or 
other personal information that they deem necessary to provide service or adjudicate this claim, recognizing that applicable law concerning personal information 
may differ among countries. Please see the back of this form for important information. 

Signature of Insured member or patient Date 






