
Instructions

This claim form is to be used to submit claims for reimbursement when the enrollee has 
paid for services.
If you have any questions regarding this form, contact our Customer Service Department Monday 
through Friday, 5:00 a.m. to 8:00 p.m. Pacific Time. Our toll free numbers are 1-888-858-8551 or 
TTY number 1-888-858-8567 for the hearing impaired. We will be happy to assist you.

1.	 Enrollee Information: Please print your last, first, middle initial (MI) and Sterling Enrollee 
ID number as it appears on your Sterling ID card. Also complete your date of birth and sex. 

2.	 Date of Service From/To: The date services were received or acquired. For example, 
01/01/2007.

3.	 Place of Service: The location the services were received. For example, Doctor’s Office 
(or physicians please use POS 11).

4.	 CPT or HCPCS Procedure Code: Applicable billing code(s) for the services received 
or acquired, if known.

5.	 Description of Services: Description of services received or acquired. This field can also 
be used for a detailed description when the applicable billing code(s) cannot be provided. 
For example, Diabetic Strips or Office Visit.

6.	 Days or Units: Total number of days the services were provided or the total units being 
billed. For example, 3 units.

7.	 Charges: The total amount the provider/supplier charged for the services provided. 
For example, $60.00.

8.	 Diagnosis Code(s) & Description(s): The diagnosis code(s) indicated should relate to the 
services received on this claim.

9.	 Total Charge: Total charge(s) for services provided. For example, $60.00.

10.	 Amount Paid: Indicate any amount paid to the provider or supplier at the time of service. 
Please see your Sterling ID card for applicable co-pay or cost sharing you may be responsible 
for. If you have already paid for the services provided, please attach a copy of your receipt.

													                   – continued
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Enrollee Submitted Medical Claim Form
Instructions – continued

11.	 Balance Due: Any balance still owed to the provider or supplier from the patient or Enrollee 
for the services provided. For example, $0.00.

12.	 Provider Name: The full name of the provider or supplier providing the service(s). 
For example, Dr. John Doe.

13.	 NPI Number: The servicing provider or supplier’s assigned National Provider Identifier 
(10 digit number), if known.

14.	 Tax ID: The servicing provider or supplier’s federal tax ID, if known. 

15.	 Provider Physical Address: Servicing provider or supplier’s physical address. 
This address may be different than where services were received. 

16.	 Provider Telephone Number: Servicing provider or supplier’s telephone number.

17.	 Provider Billing Address: Servicing provider or supplier’s billing address, if different 
from the physical address. 

18.	 Provider Signature: Signature of servicing provider or supplier, acknowledging services 
billed, if applicable.

19.	 Provider Signature: Signature of servicing provider or supplier, acknowledging services 
billed, if applicable.

20.	 Facility Name & Address Where Services Were Received: The full name and address 
of the provider or supplier providing the services.  If same as the Provider Physical Address 
listed in box 15, indicate “SAME”.

21.	 Date Admitted: Indicate date of admittance, if applicable.

22.	 Date Discharged: Indicate date of discharge, if applicable.

23.	 Additional Information – Illness or Injury: Check yes if this claim is for a work related 
illness or injury.  If yes, please indicate the date of illness or injury.

24.	 Additional Information – Secondary Insurance: Check yes if the patient has secondary 
insurance.  If yes, indicate name and policy number of secondary insurance.

25.	 Authorization/Release Information: 
	 a.	 The individual that received services or supplies from the provider or supplier named on 		

	 this claim must sign and date this claim, certifying that the services billed on this claim 		
	 were received on the date indicated for the patient named on the claim.

	 b.	 A dated signature on this line from the patient or authorized person eligible for Sterling 		
	 benefits, covered under their individual plan, will assign payment directly to the provider  
	 from this benefit plan.  If this line is not signed and dated, reimbursement of benefits will 		
	 be paid directly to the Sterling policyholder named on this claim.

26.	 Please mail the completed claim form to: Sterling Life Insurance Company,  
Attn: Medicare Advantage Claims Dept, PO Box 1917, Bellingham, WA 98227-1917.
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2. Date(s) of 
Service 
From/To

3. Place Of 
Service

4. CPT or 
HCPCS 
Procedure 
Code(s)

5. Description of Services 6. Days 
or 
Units

7. Charges

1. Sterling Enrollee Last Name                       First                             MI                             Sterling Enrollee ID #

Date of Birth                                                 Sex  q Male      q Female

Enrollee Submitted Medical Claim Form 
Please print: See pages one & two for instructions on how to complete this form.

8. Diagnosis Code(s) & Description(s)

a. e.

b. f.

c. g.

d. h.

– continued on back

Physician Section:  Please request your physician fill in the following section pertaining 
to your services, at the time the services are rendered.
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Enrollee Submitted Medical Claim Form – continued

9. Total Charge 10. Amount Paid 11. Balance Due

19. Facility Name & Address Where 
Services Were Received

20. Date Admitted (if applicable) 21. Date Discharged (if applicable)

End of Physician Section

Additional Enrollee Information:

22. Is this claim a result of an accident or work related illness or injury?    q Yes    q No

      If Yes, date of illness or injury: _________________________________________

23. Do you have secondary insurance?   q Yes    q No

      Name of secondary insurance company: __________________________________________

      Secondary insurance policy number: _____________________________________________

12. Provider Name 13. NPI                                   14. Tax ID

15. Provider Physical Address 16. Provider Telephone Number

17. Provider Billing Address (if applicable) 18. Provider Signature

24. Authorization/Release of Information: 
a.	 I authorize any insurance company, organization, employer, hospital, physician, pharmacist or other health care 

provider to release any information requested with regard to this claim and the expenses reported.  I certify that the 
information furnished in conjunction with this claim is true and correct. I know it is a crime to fill out this form with 
information that is false or to omit facts I know are important.

Enrollee’s signature							       Date

b.	 I assign benefits directly to the provider of services. (By signing and dating here, you are authorizing Sterling to send 
payment to the provider detailed on the form rather than to you, our enrollee.)

Enrollee’s signature							       Date

**Please mail this completed claim form (and attached receipt if applicable) to: Sterling Life Insurance Company, 
Attn: Medicare Advantage Claims Dept,  PO Box 1917, Bellingham, WA 98227-1917.

page 4


