
REIMBURSEMENT FOR TRAVEL FORM

PO Box 660603 • Dallas, TX 75266-0603

Each item on this form needs to be completed.
Please print or type (black ink only).

1

Insured/Subscriber Name (Last, First, Middle Initial)

Mailing Address

City and State ZIP Code

2

Group Number Insured/Subscriber Identification Number (from ID card)

Patient’s Full Name (Last, First, Middle)

Patient’s Relationship to Insured

c Self   c Spouse   c Child   c Other (explain) _______________________________________

3

Is patient covered under any other health benefits plan?    c  Yes   c  No

Insurance Co.  _____________________________________________________________________

Address  __________________________________________________________________________

Employer  _________________________________________________________________________

Insured Name  ____________________________________________________________________

Policy # ___________________________________________________________________________

                                                                                   Month	       Day	      Year

Effective Date of Coverage			          ___________ /___________ /______________ 

Date of Birth of Insured 			          ___________ /___________ /______________

Relationship to Patient   _________________________________________________________

If the other coverage is primary, attach the other insurance company’s Explanation of Benefits.

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

4

I certify and acknowledge that: 

c I am responsible for the accuracy of this form. The information I have stated in and submitted with this form is complete and accurate. 

c The member named above is eligible for coverage of benefits under the plan.

c �Reimbursement will be paid only in connection with covered services performed by an in-network provider or, if allowed by your plan, an out-of-network 
provider.

c �The claim is for reimbursement of travel that was needed to access services that were not available from an in-network provider within the mileage 
requirements of the plan as well as any other terms and conditions of the plan.

c �The member in fact received the services for which the travel was required.

c �If any of the above statements are later determined to be not true, the member shall be required to return any benefit paid in connection with this claim. 

c �Reimbursement on this claim is subject to applicable law.  Reimbursement is subject to the service, travel, and reimbursement being in accordance with  
all applicable laws or regulations.

Signature of Insured Date Daytime Telephone Number



7
Total amount for ALL covered services and supplies received. $

Itemized bill(s) for covered expenses must be attached.

6

SUBMIT THIS COMPLETED FORM WITH ITEMIZED BILLS AND RECEIPTS TO:
Blue Cross and Blue Shield of Illinois
PO Box 660603
Dallas, TX 75266-0603

You can also submit a claim online by sending a secure message through Blue Access 
for Members if Secure Messaging is available to your group:

SUBMITTING A CLAIM

• Log in to Blue Access for Member with username and password

• Click on ‘Messages’ on the top right-hand corner of the screen

• �Select ‘New Messages’ on the left-hand side of Message Center and a new message will appear 

• In the ‘To’ field drop down select Claims Submission Attachment 

• In the ‘Plan’ field select the plan for which you’re submitting a claim

• In the ‘Subject’ field type New Claim Submission

• �In the ‘Message’ field put any other information you want to include about your claim

• �Click ‘Add Attachment’ to attach this claim form and electronic copies of your receipts 

• Click ‘Send’ once everything has been completed

For ALL Travel and Lodging QUESTIONS, call the Customer Service number  
on the back of your insurance ID card. 

HOW TO SUBMIT YOUR CLAIM:
•  �Make copies of this form as needed.  

Keep one for an original copy.

•  �A copy of this form must be completed and  

included with each request for reimbursement.

•  �Credit card receipts are not acceptable in absence  

of original receipts.

•  �Do not highlight or circle covered items or cross  

off non-covered items on receipts.

•  �Cleaning supplies, personal items and/or  

miscellaneous items ARE NOT covered.

•  Keep a copy of the entire claim for your records.

•  �For a faster return on your claim, please include  

a printout of your appointments from the facility.

 
REMEMBER TO OBTAIN RECEIPTS. PAYMENT  
CANNOT BE PROCESSED WITHOUT ORIGINAL  
RECEIPTS. COMPLETION OF THIS FORM  
DOES NOT GUARANTEE PAYMENT.  
(Please allow 6-8 weeks for your  
reimbursement.)

245749.0724

5

Estimated Total Expense Today’s Date Provider Name and Phone Number Service Date and Description

Date

Travel

Lodging Facility 
 (Name of Facility & Dollar Amount)

Auto Mileage  
or Gas* 

(Number of Miles)

Plane, Train, Bus, Taxi, 
Tolls, Parking, etc. 

(Dollar Amount)
Companion(s) Name

Totals $ $

REIMBURSEMENT FOR TRAVEL FORM

* Ground transportation mileage will be reimbursed at the medical reimbursement rate (rates can be found at www.irs.gov).



 
 
 
 

bcbsil.com 
   
 

Health care coverage is important for everyone. 
We provide free communication aids and services for anyone with a disability or who needs language assistance.  

We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability. 

To receive language or communication assistance free of charge, please call us at 855-710-6984. 

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.  
Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail) 
300 E. Randolph St. TTY/TDD: 855-661-6965 
35th Floor Fax: 855-661-6960 
Chicago, Illinois  60601 Email: CivilRightsCoordinator@hcsc.net 

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at: 
U.S. Dept. of Health & Human Services  Phone: 800-368-1019 
200 Independence Avenue SW TTY/TDD: 800-537-7697 
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 
Washington, DC  20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html 
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