DO NOT WRITE INTHIS SPACE
o OFFICE USE ONLY

FITNESS BENEFIT FORM

PLEASE PRINT ALL INFORMATION CLEARLY

Identification Number {including alpha prefix) SUBSCRIBER’S LAST NAME FIRST NAME MIDDLE INITIAL

Address—MNumber and Swreet City State Zip Code

Employer’s Name

MEMBER [NFORMATION

Member’s Last Name First Name Middle initial Date of Birth: Zo\Umv\«mm_,
Mailing Address (if different from subscriber’s)

Address Number and Street City State Zip Code

Gender Claimant is {check one:)

i. U Male 1. O Subscriber {coverage holder) 3.0 Child {(age 19 or younger) 5.0 Student {(age {9 or older)

2.0 Female 2.0 Spouse {of coverage holder) 4.0 Handicapped Dependent {age |9 or older) 6. L} Stepchild
7.0 Other (specify)

VYHEN TO SUBMIT THIS FORM:

+ After your employer has added the benefit. (Check with your employer, if necessary, to verify the date when coverage was added.)
» After you have been a member of a health club and Blue Cross Blue Shield of Massachusetts for at least 4 months in a calendar year.

« Once per calendar year, filed by March 31 of the following year.

HEALTH CLUB INFORMATION REQUIRED

(Attach 8'/2" x 11" photocopies of dated, paid health club receipts and your heaith club agreement/contract.)

Name and Address of Health Club

TOTAL NUMBER OF RECEIPT COPIES ATTACHED: TOTAL AMOUNT SUBMITTED: §

CERTIFICATION AND AUTHORIZATION (This form must be signed and dated below.)

t authorize the release of any information to Blue Cross and Blue Shield of Massachusetts, Inc., about my heaith club membership. | certify that
the information provided in support of this submission is complete and correct and that | have not praviously submitted for these services.

Subscriber’s/Member’s Signature: Date:

Please tear off, fold, and mail this form (including copies of paid receipts) to:
Blue Cross Blue Shield of Massachusetts

Local Claims Department

PO Box 9131

North Quincy, MA 02171-9131
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What do | need to do?
First, check to be sure that your
coverage includes the Fitness
Benefit. Second, you’ll need to have
been a member of your health club
and Blue Cross Blue Shield of
Massachusetts for at least 4 months
(in a calendar year).

Simply send to Blue Cross

Blue Shield:

z The Fitness Benefit Form,
answering all questions
{please note that the $150
is per individual or family
membership, per calendar year).

= A copy of your health club agreement
or contract that includes the name and address
of the health club and the membership or class dates.

# §'f" % 11" photocopies of dated, paid receipts, or your
bank or credit card statements, or paycheck stub if
vour club fees are automatically deducted from those
accounts. Receipts or statements should include the
name of the family member enrolled in the club and
the individual charges for 4 months of health club
membership or class fees.

= Then mall the form and copies of your health club
contract and paid receipts or statements to the address
at the bottom of the attached claim form. If you have
any questions, please call the Member Service number
on your 1D card.

We encourage you ro keepr copies of all the paperwork you
send ws. Any services denied for payment will be noted on

your Claim Summary. We do not returs any receipis or
7 comtract copies, even if they are dented for payment.




