
Medicare Advantage
Great Plains

P.O. Box 981813, El Paso, TX 79998-1813 

Medical Claim Form
Member instructions: Complete and sign section one and give to your provider to complete section two. 
Submission of this claim form does not guarantee payment of services. Claims may be delayed for missing 
information. Submit completed form, along with applicable receipts or itemized statements and proof of 
payment to Great Plains Medicare Advantage at the address above. 

PATIENT INFORMATION
Patient’s Name: Telephone:

Patient’s Address: City: State: Zip Code:

Patient’s DOB: Gender:     
  M       F

Patient Relationship to Subscriber:
  Self       Spouse       Child       Other

SUBSCRIBER INFORMATION
Subscriber’s ID Number:

Subscriber’s Name: Telephone:

Subscriber’s Address: City: State: Zip Code:

Are services for a work related injury?       Yes       No

Patient’s or Authorized Person’s Signature:
I authorize the release of any medical or other information necessary to process this claim.

Signed: ______________________________________________    Date Signed: ________________

SECTION 1
Patient and Insured Information

Continued on back:H1787_132-348-197MedicalClaimForm-PY2024-SD_C     H7511_132-348-197MedicalClaimForm-PY2024-NE_C     H8967_132-348-197MedicalClaimFormr-PY2024-ND_C
H8385_132-348-197MedicalClaimForm-PY2024-ND-SD-IA_C     H3186_132-348-197MedicalClaimForm-PY2024-MN_C     132-348-197  6/23

(888) 278-6485 TTY: (888) 279-1549  (844) 637-4760 TTY:(888) 279-1549
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