For claim adjudication, analysis, and administration, | agree that New Jersey State auditors, NJ State Health Benefits Program and BCBSNJ may see, or get a copy of, ALL RECORDS which pertain to
claims | submit or incur for myself or my covered dependents under the New Jersey State Health Benefits Traditional Plan.

This information is for the sole use of New Jersey State to administer and analyze its health program,

or BCBSNJ, which will process the claim. Unless a law requires it, information will not be given in an -
identifiable form to any other persons unless | agree to its release in writing. Signature of Patient (unless a minor) Date

IV. AUTHORIZATIC

W 15. | the undersigned, authorize and request Blue Cross and Blue Shield of New Jersey Inc., to make payment for benefits which may be due herein to:
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: NAME OF PROVIDER PROVIDER'S TAX OR SOCIAL SECURITY NUMBER ~ MEMBER'S SIGNATURE DATE
B BlueCross
AV BlueShield

®

An Association of [ndependent
Blue Cross and Blue Shield Plans

0737 (1-96)
SEE BACK OF THIS FORM FOR IMPORTANT INFORMATION






