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PO 2667 
Dalton, GA 30722 

HEALTH PLANS 

the Member Portal 

®Medical Claim Form 

Why is this form used? 
Alliant Health Plans members may use the Medical Claim Form to file a claim for any medical services received from Out of Network 
providers. In Network providers are required to file claims on behalf of members. 
(Note: This form is not to be used for Pharmacy claims. Pharmacy claims should be submitted using the “Prescription Drug Claim 
Form” which is available at AlliantPlans.com.) 

Did you know? 
Alliant has a robust network of over 18,000 providers. You receive more comprehensive benefits and may experience a lower cost 
share if you choose an In Network provider. This can be especially cost effective when receiving ongoing services. Please visit the 
Alliant Health Plans website to verify a provider’s network participation or contact Customer Service at (800) 811-4793. 

Things to Remember: 
Accurately complete this form. Be sure information is clear and includes the following: 
o Member ID
o Provider Tax ID
o Provider NPI #
o Provider Phone #

Send a detailed claim of the services you received from your provider and, if applicable, receipt of payment. 
Detailed claim should include the include the following: 
o Patient Name
o Date of Service
o Type of Service/Procedure Codes
o Diagnosis Codes
Complete a separate form for each patient and/or each provider.
Be sure to maintain a copy of the Medical Claim Form, claim details and receipts for your records.
Send the claim as soon as possible.  You have 180 days from the date of service to submit a properly completed claim form
with any necessary reports and records.
Submit your claim to one of the following:

Mail: Alliant Health Plans 
Box 

Email: customerservice@AlliantPlans.com 
Fax: (866) 634-8917 

201 W. Waugh St., Dalton, GA 30720 | Main: 706.629.8848 | Toll Free: 800.664.8480 | Fax: 706.529.5529 | A lliantPlans.com 

What happens next?
An Explanation of Benefits (EOB) will be produced when the claim has been processed. The EOB will explain how your claim was 
processed and inform you of charges applied to your deductible (the amount you pay for covered services before your plan 
begins to pay) and any other charges you may owe your provider. Copies of EOBs can be found on the Member Portal. 

https://lliantPlans.com
mailto:customerservice@AlliantPlans.com
https://AlliantPlans.com


   

 

 

MEDICAL CLAIM FORM 
Direct Member Reimbursement Request 
This form is to be used for Out of Network medical claims only.  Complete all fields and submit an itemized bill with the 
form for prompt and accurate processing.  See page 1 for a list of all required information and form instructions. 

SUBSCRIBER INFORMATION 
Subscriber Name: 

Subscriber ID Number: Date of Birth: MM/DD/YYYY 

Subscriber Address: 

Subscriber Phone Number: Subscriber Email: 

PATIENT INFORMATION If different than subscriber

Patient Name: 

Date of Birth: MM/DD/YYYY Patient Phone Number: 

Patient Address: 

OTHER INSURANCE INFORMATION If this does not apply, check “No” and skip section

Is the patient covered by another insurance plan?  ___ Yes  ___ No 

Name of Other Insurance Carrier: 

Policyholder’s Date of Birth: MM/DD/YYYY ID Number: 

PROVIDER INFORMATION 
Provider Name: Provider Tax ID Number: Provider NPI Number: 

Provider Address: 

Provider Phone Number: 
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CLAIMS INFORMATION 
Date of Service: MM/DD/YYYY Type of Service/Procedure Codes: Diagnosis Codes: 

ACCIDENT INFORMATION If this does not apply, check “No” and skip section

Was this an accident?  ___ Yes  ___ No 

Type of accident?  ___ Work  ___ Auto  ___ Other Date of Accident: MM/DD/YYYY 

Please explain how the accident occurred: 

ASSIGNMENT OF BENEFITS If not checked, please include proof of payment

 

 
 

 

 Please check box if you want Alliant Health Plans to pay benefits directly to the provider. 

By signing below, I am stating that the information above is correct and complete.  Any misrepresentation, false or misleading 
information will result in denial of claim and may result in criminal investigation. 

As an individual with the capacity to provide consent, my typed full name below constitutes my signature and is intended to 
be binding. 

Subscriber Signature _________________________________ Date ______________________ 

Important: Claims cannot be processed until this form is properly completed and received.  See page 1 for more instructions.  
If you require assistance, contact Customer Service at (866) 403-2785. 

Return this form, itemized statement and any proof of payment to Alliant Health Plans.  

Mail: Alliant Health Plans 
PO Box 2667 
Dalton, GA 30722 

Email: CustomerService@AlliantPlans.com 
Fax: (866) 634-8917 

AHP - MEDICAL CLAIM FORM October 2021
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Notice of Non-Discrimination 

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis ol 
race, color, national origin, age, disability, or sex. Alliant Health Plans does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex. 

Alliant Health Plans: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats, other formats) 

• Provides free language services to people whose primary language is not English, such as : 
o Qualified interpreters 
o Information written in other languages 

If you need these services, contact Customer Service at (866) 403-2785. 

If you believe that Alliant Health Plans has failed to provide these services or discriminated in another way on the basis of race, 
color, national origin, age, disability, or sex, you can file a grievance with: Sabrina LeBeau, Compliance Officer, PO Box 1128, Dalton, 
GA 30722, Ph: (706) 237-8802 or (888) 533-6507 ext 125, Fax: (706) 229-6289, Email: Compliance@AlliantPlans.com. You can file a 
grievance in person or by mail, fax, or email. If you need help filing a grievance, Sabrina LeBeau is available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronicall1 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsfor by mail or phone 
at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 
20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

Language Assistance 
English 
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-866-403-278~ 

(TTY: 711). 

Espanol (Spanish) 
ATENCION: si habla espaiiol, ti ene a su disposici6n servicios gratuitos de asistencia linguistica. Llame al 1-866-403-2785 

(TTY: 711). 

Ti~ng Vi~t (Vietnamese) 
CHU Y: Neu bQn n6i Tieng Vi~t, c6 cac dich v~ h6 trQ' ngon ngD' mi~n phi danh cho bQn. Goi so 1-866-403-2785 (TTY: 711I 

~.;:-OJ (Korean) 

9 £1: ~~Di~ Af§ofAI-E ?:1-9-, <2:i Di :i:1~ Ai1::11~~ ¥.ii£ 01§af%! 9 ~BLlq. 1-866-403-2785 (TTY: 

711)'t!S2.£ ~£1-oj 9~AI h .2.. 

tHlljlX (Chinese) 

;i~ : ~:lli:f~ileffl~~ tp >Z: · flfoJJ;Z~~:lff~/ffi§'!U;/JlllH~ 0 ~3\",11: 1-866-403-2785 ( TTY: 711 ) 
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"JlH.Lctl (Gujarati) 

ij<.la1.l: 'b'l cti{ JJ'l!'i!Lctl <MC-I.Ml~, Ml ~:~Cil ~ll:,ll ~<?l2l ~cu~ ctl-lli!l l-ll~ (3'1.l.C-1.c..l:l. ~ - $lal. 8~ 1-

866-403-2785 (TTY 711 ). 

Fran~ais (French) 
ATTENTION: Si vous parlez fran~a is, des services d'aide linguistique vous sont proposes gratuitement. Appelez le 1-866-
403-2785 (ATS : 711). 

t."'1(1:' (Amharic) 

cnin;Hlli'i: ~"'l. 'i''J4-t sn~ :,.,cnici:' hl!) HCr'P' 1'C~;r .e-c'.e-H: m~ r\J'"71i'Pt -tH,'.J:e'.-t'f'.\: Cll.f: "'l,h-tr\m- ~'i'C 
£,.f:(D.r'r 1-866-403-2785 (aoncnit rHn,:fm-: 711). 

~(Hindi) 

Uir.l -e; <lft ,mq ~ ~ 6 ill 3ffl ~~ti'~~~ ~tr 6 I 1-866-403-2785 (TTY 7 11 ) tR' ~ 

<RI 

Kreyol Ayisyen (French Creole) 
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib grati s pou ou. Rele 1-866-403-2785 (TTY: 711). 

PyccK11iii (Russian) 
BHL,'!MAHL,'!E: Ec1H1 Bbl rosop11re Ha pyccKOM R3b1Ke, TO BaM AOCrynHbl 6ecnJ1aTHble yCJ1yrn nepeBOAa, 3BOHHTe 1-866-

403-2785 (relleraiin : 711). 

"-!,y.11 (Arabic) 
~ I c .. :.:i\., ,:'.J) 866-403-2785-1 ('.J! J.,..,,31 .ul;...J~ cill .)1)3 ;_,,j.lll ,:,,WI c::.,L,.i,;., ui., ,wl p:il uh.Ii ulS 1:iJ :"1,y-1. 

.(711 TTY) :µ.1..! 

Portugues (Portuguese) 
ATEN<;:AO: Se fala portugues, encontram-se disponiveis servi~os linguisticos, gratis . Ligue para 1-866-403-2785 (TTY: 
711) . 

"'"Jli (Farsi) 

Li .~Li '-5-" ~I.J w (>lj,! u~\.) W _J~ u-il/j w~ '~ (.s-" ~ ~.)\j (.JL.)j "-/ pl :~ji 
-~~ U"W 1-866-403-2785 (TTY: 711) 

Deutsch (German) 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfugung. 
Rufnummer: 1-866-403-2785 (TTY: 711). 

8:$:ft (Japanese) 

;i;i:~lj[: B*~fi~~\li~:.tii~.g-, ~;f~(l)~~fi;t}l~.::'llJJfjL,f:f::lt*"to 1-866-403-2785 

(TTY:71 1) *"'0, ;B~~\51::-C .::'J!~ < f:: ~ L 'o 
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