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| hereby apply for benefits and certify that the above information is complete, true and correct. | authorize all physicians and other medical professionals, hospitals and other medical
care institutions, and insurers, medical or hospital service and prepaid health plans, employers and group policyholders, contract holders or benefit plan administrators to provide
ASO and any benefit plan administrators, consumer reporting agencies, attorneys and independent claim administrators acting on ASO’s behalf, with information concerning medical
care, advice, treatment or supplies provided to the Patient, and any employment related information regarding the Patient. This information will be used for the purpose of evaluating
and administering claims for benefits. | understand that the duration of the authorization is for the term of coverage of the policy or contract under which a claim for health benefits
has been submitted. | understand that | have a right to receive a copy of this authorization upon request. | agree that a photostatic copy of this authorization is as valid as the original.
Claim cannot be processed without member’s signature.
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ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY FUND OR INSURANCE COMPANY, FILES A STATEMENT OF CLAIM CONTAINING FALSE,
OR MISLEADING INFORMATION, MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE BY LAW.

MAIL CLAIMS TO: MBF SMMP CLAIMS + ASO, INC. « P.O. BOX 9009 *« LYNBROOK, NY 11563-9009




Please refer to the SMMP section of the MBF Benefits Booklet available on MBF’s Web site at nyc.gov/html/olr for a general
list of covered expenses, exclusions, limitations and maximums for both SMMP and Adult Wellness Benefit.

The SMMP provides supplemental coverage for qualifying out-of-pocket medical expenses, which remain after all other health coverage
allowances have been applied.

The Adult Wellness Benefit provides coverage for members and their spouse/domestic partner for periodic routine physicals and
screening examinations to promote prevention, early detection, and early intervention of disease. In keeping with this philosophy, ser-
vices covered under the Adult Wellness Benefit Program will not be subject to a deductible.

Please note: If you have basic coverage for certain services through in-network providers only and/or if you must precer-
tify services, you must comply with the provisions of your basic plan. If you do not, your coverage under the SMMP will be
affected.

HOW CLAIMS SHOULD BE SUBMITTED: Out-of-pocket covered medical expenses should be submitted as they are incurred or within
24-months from the date of service(s).

Please note: The SMMP claim form must be completely filled out and submitted with the necessary documentation.
Failure to complete the claim form properly may result in the pending of the claim. Only actual remaining out-of-pocket
expenses will be considered for payment. Proof of payment, or verification of remaining out-of-pocket expenses if proof of
payment cannot be obtained, is required. Payment will be made to the member, NOT to the provider.

1. Submit medical bills to your health plan(s) (primary, secondary, etc) for payment (or to apply charges toward a deductible or co-
insurance). Computer generated forms from a provider may not be acceptable.

Please note: If you are a participant in the Health Benefits Buy-Out Waiver Program, you are covered for primary health
benefits either under your spouse’s/domestic partner’s plan or through other employment. Medical expenses must first be
submitted to the other plans for payment.

2. If you are covered under both the City’s Health Benefits Program and a spouse’s/domestic partner’s plan (or a plan through other
employment), medical bills must be submitted to both plans before you submit the bill under the SMMP.

3. Compile all itemized bills generated from your health care provider related to claims.

a) Your documents must include the diagnosis codes and CPT procedure codes. These codes must be identified with the proce-
dure and other required information on the claim form in Section C-"Claim Information.” If they are not included, your claim will
be pended until this information is received.

b) Outpatient mental health claims also require all of the information requested in Section C - “Claim Information” on the claim
form. Incomplete statements of rendered services submitted on provider letterhead are not acceptable and will be pended until
the required information is received.

c) IFANITEMIZED STATEMENT FROM THE PROVIDER CONTAINING ALL THE INFORMATION REQUIRED IS ATTACHED,
THEN IT IS NOT NECESSARY TO COMPLETE SECTION C.

4. Compile the Explanation of Benefits (EOB) statements provided by all health plan(s) under which you have coverage in reference
to the above itemized bills.

5. If you have prescription drug coverage through one or more of the health plan(s) under which you are covered, please include a
copy of each drug card.

6. Include proof of payment (i.e., receipts and cancelled checks) for out-of-pocket expenses.

7. Submit claim form and all documentation to:

MBF SMMP CLAIMS
Administrative Services Only (ASO), Inc.
P.O. Box 9009
Lynbrook, NY 11563-9009
Toll free: (877) 844-SMMP (7667)

H:OLR/FORMS/SMMP_CLAIMFRM.INDD 3/2012



	Member -Social Security Number 3: 
	Member -Social Security Number 2: 
	Member -Social Security Number 4: 
	Member -DOB Month: 
	Member -DOB Day: 
	Member -DOB Year: 
	Active 1: Off
	Member -Disability Month: 
	Member -DOB Disability Day: 
	Member -DOB Disability Year: 
	Member - Last Name: 
	Member - First Name: 
	Member - Middle Initial: 
	Member - Address: 
	Member - Work Telephone Area Code: 
	Member - Work Telephone 3: 
	Member - Work Telephone 4: 
	Member - City: 
	Member - state: 
	Member - Zip Code: 
	Member - Home Telephone Area Code: 
	Member - Home Telephone 3: 
	Member - Home Telephone 4: 
	Member - City Health Plan Name: 
	Drug Coverage Yes: Off
	Drug Coverage No: Off
	Other Coverage Yes: Off
	Other Coverage No: Off
	Member Insured ID#: 
	Member Plan Name and Plan Number: 
	Member Plan Employer or Sponsor: 
	Spouse/Domestic Insured ID#: 
	Spouse/Domestic Plan Name and Plan Number: 
	Spouse/Domestic Plan Employer or Sponsor: 
	Spouse/Domestic Additional Insured ID#: 
	Spouse/Domestic Additional Plan Name and Plan Number: 
	Spouse/Domestic Additional Plan Employer or Sponsor: 
	Dependentl Insured ID#: 
	Dependent Plan Name and Plan Number: 
	Dependent Plan Employer or Sponsor: 
	Patient -Social Security Number 3: 
	Patient -Social Security Number 2: 
	Patient-Social Security Number 4: 
	Patient -DOB Month: 
	Patient -DOB Day: 
	Patient -DOB Year: 
	status: Off
	Patient - Last Name: 
	Patient - First Name: 
	Patient - Middle Initial: 
	Relationship to member - Spouse: Off
	Employment Yes: Off
	Employment No: Off
	Auto Accident Yes: Off
	Auto Accident No: Off
	Other Accident Yes: Off
	Other Accident  No: Off
	1 DOS - From: 
	1 DOS -To: 
	1 - Place of service: 
	1-CPT/HCPCS: 
	1-Procedures, Services, or Supplies: 
	1-modifier: 
	1 -Units: 
	1 - Diagnosis Code: 
	1 - Charges: 
	2 DOS - From: 
	2 DOS -To: 
	2 - Place of service: 
	2-CPT/HCPCS: 
	2-Procedures, Services, or Supplies: 
	2-modifier: 
	2 -Units: 
	2 - Diagnosis Code: 
	2 - Charges: 
	3 DOS - From: 
	3 DOS -To: 
	3 - Place of service: 
	3-CPT/HCPCS: 
	3-Procedures, Services, or Supplies: 
	3-modifier: 
	3 -Units: 
	3 - Diagnosis Code: 
	3 - Charges: 
	4 DOS - From: 
	4 DOS -To: 
	4 - Place of service: 
	4-CPT/HCPCS: 
	4-Procedures, Services, or Supplies: 
	4-modifier: 
	4 -Units: 
	4 - Diagnosis Code: 
	4 - Charges: 
	5 DOS - From: 
	5 DOS -To: 
	5 - Place of service: 
	5-CPT/HCPCS: 
	5-Procedures, Services, or Supplies: 
	5-modifier: 
	5 -Units: 
	5 - Diagnosis Code: 
	5 - Charges: 
	Federal Tax ID: 
	License Number: 
	Degree: 
	Provider - Telephone Area Code: 
	Provider - Telephone 3: 
	Provider - Telephone 4: 
	Provider Name: 
	Provider - Address: 
	Provider - City: 
	Provider - State: 
	Provider - Zip Code: 
	Total Charge: 
	Amount Paid: 
	Balance Due: 
	Provider - Signature - Month: 
	Provider - Signature - Date: 
	Provider - Signature - Year: 
	Member - Signature - Month: 
	Member - Signature - Date: 
	Member - Signature - Year: 
	Print: 
	Patient - Signature - Month: 
	Patient - Signature - Date: 
	Patient - Signature - Year: 
	Relationship to member child: Off


