
Travel Reimbursement Claim Form

Patient’s Name:

Patient’s Date of Birth:

Employee’s Name:

BCBSMT Health Plan ID Number:

Travel Date:

Referring Physician must complete this portion

Diagnosis: 

	
Was treatment due to an accident or medical emergency?  Yes         No  
Can this treatment be performed locally?  Yes         No  
If not, please explain: 	

Can this surgical treatment be performed locally:  Yes         No  
If not, please explain: 	

Physician’s Name (print):

Physician’s Signature:

Physician’s Address:

Physician’s NPI #:

Attach all travel receipts and submit to:
Blue Cross and Blue Shield of Montana  
PO Box 4309
Helena MT 59604

Blue Cross and Blue Shield of Montana, a Division of Health Care Service Corporation,  
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association	  359499.1022
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