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1. EACH TIME YOU REQUEST BENEFITS SIGN SECTION A AND COMPLETE SECTION B (ITEMS 1

THROUGH 14) ON THE REVERSE SIDE OF THIS FORM.

USE ASEPARATE BENEFIT REQUEST FORM FOR EACH MEMBER OF THE FAMILY.

2. ASK YOUR DOCTOR, HOSPITAL OR SUPPLIER TO COMPLETE (SECTION C THE PHYSICIAN OR
SUPPLIER INFORMATION ITEMS 15 - 25) OR ATTACH ITEMIZED BILLS.

ITEMIZED BILLS SHOULD INCLUDE:

DOCTOR'S NAME & ADDRESS

PATIENT'S NAME

DATE OF SERVICE

CONDITION BEING TREATED/DIAGNOSIS

CHARGE FOR SERVICE

TYPE OF SERVICE

SEND THIS REQUEST FOR BENEFITS TO:
AMERIHEALTH PROCESSING SERVICES
PO BOX 41574
PHILADELPHIA, PA 19010-1574

DOCTOR, HOSPITAL OR SUPPLIER

IF YOU HAVE ANY QUESTIONS, CALL:
1-800-422-2457

1. COMPLETE ITEMS 15 THROUGH 25 ON THE BENEFITS REQUEST FORM USING CURRENT CPT

PROCEDURE AND ICD-CM DIAGNOSIS CODES.

2-DIGIT PLACE OF SERVICE CODES
(THE CURRENT 2-DIGIT PLACE OF SERVICE CODE MUST BE USED ON ALL CLAIMS SUBMISSIONS)

OFFICE

HOME

INPATIENT HOSPITAL
OUTPATIENT HOSPITAL
EMERGENCY ROOM (HOSPITAL)
AMBULATORY SURGICAL CENTER (ASC)
BIRTHING CENTER

MILITARY TREATMENT FACILITY
SKILLED NURSING FACILITY (SNF)
NURSING FACILITY

CUSTODIAL CARE FACILITY
HOSPICE

AMBULANCE (LAND)

AMBULANCE (AIR OR WATER)

51
52
53
54
55
56
61
62
65
71
72
81
99

INPATIENT PSYCHIATRIC FACILITY

PSYCHIATRIC FACILITY PARTIAL HOSPITALIZATION
COMMUNITY MENTAL HEALTH CENTER
INTERMEDIATE CARE FACILITY/MENTALLY RETARDED
RESIDENTIAL SUBSTANCE ABUSE TREATMENT FACILITY
PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY
COMPREHENSIVE INPATIENT REHAB FACILITY
COMPREHENSIVE OUTPATIENT REHAB FACILITY

END STAGE RENAL DISEASE TREATMENT CENTER
STATE OR LOCAL PUBLIC HEALTH CENTER

RURAL HEALTH CLINIC

INDEPENDENT LABORATORY

OTHER UNLISTED FACILITY



