
X21417R05 (03/23) 
 

Third-Party Payer Form 
 

 

Instructions: As described in the Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) Third-Party Payer 
Guidelines, third parties who propose to make payment for any premium and/or cost-sharing amounts must fully complete and 
submit this form via one of the following methods: 
Email: Incoming.Service.Center@bluecrossmn.com 

Mail: Blue Cross and Blue Shield of Minnesota and Blue Plus 
 PO Box 982811 
 EL Paso, TX 79998 

Member or Applicant's Name:  
  
Member or Applicant's Date of Birth:     
   
Member ID (if applicable):  
  
Reference Number (for internal use only):  
1. Provide the following information about the third party: 

Name: ___________________________________________________________________ 

Address: _________________________________________________________________ 

Phone Number: ___________________ 

2. What is the third party’s relationship with the applicant/subscriber/member? 

  Family member/relative paying for the policy. State the person’s name and  
 relationship: _______________________________________________. Proceed to step 8. 

  Self-employed individual paying for their own coverage.  

  Health care facility or clinic, provider of health services or supplies, a for-profit commercial entity, a religious 
 institution, a nonprofit organization, or a foundation. 

  Individual Coverage Health Reimbursement Arrangement (ICHRA) 

  Qualified Small Employer Health Reimbursement Arrangement (QSEHRA) 

   Other (describe): ______________________________________________________________________________________________________________________________ 

3. Is the assistance provided on the basis of the enrollee’s financial need?    Yes  No 

4. Is the assistance provided on the basis of the enrollee’s health status or medical condition?     Yes  No 

5. Will the financial assistance be provided for the entire policy year?    Yes  No 
 

 
 
Blue Cross® and Blue Shield® of Minnesota and Blue Plus® are nonprofit independent licensees of the Blue Cross and Blue Shield Association. 
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6. Does the third-party payer have any "direct" or "indirect" financial interests? To determine whether a "direct" or "indirect" 
financial interest may exist, refer to the Third-Party Payer Guidelines: 
bluecrossmn.com/members/shop-plans/third-party-payments-premiums-andor-cost-sharing or contact customer service at 
the number below to obtain a paper copy    Yes  No 
    If Yes, explain in detail the nature and extent of the financial interest (attach a separate page if needed):  

 

 

 

 

7. What would the third-party be paying for in relation to the coverage?  

Check all that apply: 

 Premium 

 Cost sharing (for example: deductible, copayment, coinsurance) 

 Prescription drug costs 

 Other (describe):  

 

 

 

 

8. I understand Blue Cross relies upon the accuracy of the information I have provided in order to determine eligibility as a 
third-party payer. Even if approved as eligible, if such information is determined not to be true, approval will be withdrawn. 
Any cost sharing paid by ineligible third parties will not be counted toward an enrollee’s deductible or out-of-pocket maximum. 
Blue Cross may make retroactive adjustments to the account for any payments made by ineligible third parties. Blue Cross 
maintains sole discretion with respect to its acceptance of third-party payments. Blue Cross may make changes to its 
administration of same at any time and as otherwise needed to support compliance with law and/or applicable regulatory 
guidance. Any person or entity that violates these restrictions and/or makes any ineligible third-party payment will be held 
responsible for and will be required to reimburse Blue Cross for all costs associated with the relevant plan or policy related 
to the violation or ineligible payment. By my signature below, I represent and attest that I am duly authorized to bind the 
third-party payer that is the subject of this form. 

 
If you have questions about this form, please contact customer service at 1-800-382-2000. 

Signature: _______________________________________________________________________ 

Date: __________________ 

Print Name: ______________________________________________________________________ 

Relationship to Proposed Third-Party Payer: ____________________________________________ 
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