
 

 
 

 

   

               

              

     

  

  

   

     

 
 

 
            

    

       

   

    

  

  

   

   

 

  

  

   

   

 

  

 

    

            

    

       

 

       

  

  

        

                                   

                                                                          

       

  
           

 

  

 

     

 

            

             

    

 

  

   

  

P.O. Box 327 Medical Access Transportation 
Seattle, WA 98111 

(previously Air/Surface Transportation) 

Claim Form 

What is Medical Access Transportation? 

With Medical Access Transportation, you can be reimbursed when you travel for a serious medical condition that 

can’t be treated close to home. Round-trip travel is covered to the nearest in-network provider (in Alaska or 

Seattle) who can treat your condition. 

Covered Not covered 

Airplane Hotel 

Ferry* Meals 

Train* Companion travel (except to accompany a child under age 18) 

*Up to IRS limits

How to get reimbursed 
You must submit a letter of medical necessity from your doctor for your travel in order to be reimbursed. 

1. After you return from approved medical travel, complete this claim form.

2. Copy your itemized travel documents that show proof of travel and payment. Please include:

 Airline boarding pass and detailed itinerary (with name, date, and cost/payment method)

 Train/Ferry ticket (with name, date, and cost/payment method)

Documents must include: 

 Name of the passenger

 Dates and total cost of travel

 Origination and final destination points

Reimbursement may be delayed if: 

 All the above information is not included

 Travel documents are highlighted or modified

3. Send completed claim form, itemized travel receipts, and

letter of medical necessity to:

Premera Blue Cross Blue Shield of Alaska 

P.O. Box 327 

Seattle, WA 98111 

For quickest reimbursement, be sure to 

submit: 

Completed, signed claim form 

Copies of itemized travel receipts 

Letter of medical necessity signed by 

your doctor 

1. PATIENT / MEMBER INFORMATION (see Premera ID card)

Identification # (with prefix) Group number Patient name (first, middle, last) Date of birth (MM/DD/YYYY) 

Address City State Zip 

Home phone number Work or alternate phone 

number 

Subscriber name (first, middle, last) Relationship to patient 

 Self 

 Other:_____________ 

Does the patient have coverage from another health plan? 

No, skip to section 2. Yes. Please attach the Explanation of Benefits (EOB) statement from the primary plan 

with this claim and complete information below. 

Name of other health plan ID/policy number Phone number 

2. SIGNATURE
Patient signature (or legal guardian if patient cannot legally consent to services) Date (MM/DD/YYYY) 

030104 (01-20-2018) 



 



 




