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Hair Removal Services Reimbursement Form
INSTRUCTIONS
Members should reference Medical Policy 7.01.123; Gender Affirmation Services/Gender Dysphoria and Payment Policy 
PP CO 012.01 Hair Removal Services for Gender Dysphoria for required document and eligible services.

To process your claim(s), we need you to include all the information requested on this form.

 ■ A new claim form must be completed for each provider.
 ■ Please make a copy for your personal files because we cannot return the documents that you send.
 ■ Eligible reimbursement will be mailed to the subscriber’s address.
 ■ Final eligibility and payment will be based on contract /plan benefits.
 ■ Claims must be submitted within the timeframe defined in contract /plan benefits.

This form is to be used to submit a claim for services rendered under your CareFirst health plan.

To avoid having your claim returned:

 ■ Complete all applicable fields.
 ■ Contact your provider to obtain the needed information and attach a copy of the itemized receipt(s) from your hair removal 

provider which must include:
 ■ Hair removal business name and address
 ■ Date(s) of service.
 ■ Amount(s) paid for each service performed.
 ■ Time Spent

 ■ Include a letter of medical necessity from a treating provider or qualified health care professional including all requested 
information outlined in the medical policy and payment policy. It should be obtained prior to commencement of services 
and dated within 12 months of the last date of service for the hair removal treatments.  It should clearly state the diagnosis 
of gender dysphoria and detail the need for the services.

 ■ If any of the above items are missing, contact the appropriate provider to obtain the information.

To submit your claim online:

 ■ Log in to My Account and select the Claims tab.
 ■ Next, choose Submit a Claim Online.
 ■ Enter the requested information about your claim and upload the required documents.

To print and mail your claim form:

 ■ Complete and sign the form.
 ■ Attach the required documentation.
 ■ Mail everything to: Mail Administrator, PO Box 14116, Lexington, KY 40512-4116

SECTION 1—COPY THE INFORMATION FROM YOUR CAREFIRST BLUECROSS BLUESHIELD MEMBER ID CARD
Identification Number Group Number (GRP) Patient’s Relationship to Subscriber

        Self      Spouse      Dependent

Subscriber’s Last Name Subscriber’s First Name Subscriber’s Birthdate

Subscriber’s Street Address City State ZIP Code

Patient’s Last Name Used Patient’s First Name Used Patient’s Birthdate

Patient’s Last Name (on card) Patient’s First Name (on card)

Patient’s Street Address City State ZIP Code

Provider’s Name Provider’s Address

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., Group Hospitalization and Medical Services, Inc.,  
CareFirst BlueChoice, Inc., and The Dental Network, Inc. are independent licensees of the Blue Cross and Blue Shield Association. BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks 
of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.       
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SECTION 1—COPY THE INFORMATION FROM YOUR CAREFIRST BLUECROSS BLUESHIELD MEMBER ID CARD
Applicable Diagnosis (check applicable box):

    F64.0 Transsexualism

    F64.1 Dual role transvestism

    F64.2 Gender identity disorder of childhood

   F64.8 Other gender identity disorders

    F64.9 Gender identity disorder, unspecified

   Z87.890 Personal history of sex reassignment

Must match letter of medical necessity.

Select Type of Hair Removal Service Performed: 

    Electrolysis (CPT 17380)

  Time Spent (in minutes): __________

  Total Units (1 unit = each 30 minutes): __________

   Laser Treatment (CPT 17999)

  Time Spent (in minutes): __________

  Total Units (1 unit = each 15 minutes): __________

Body Area(s) Treated: ____________________________________________________

SECTION 2—OTHER COVERAGE INFORMATION
If you have other insurance primary to your CareFirst insurance, please submit a claim with them first. Please include a copy of the Explanation of 
Health Care Benefits that you received from your primary insurance when submitting this claim.

Does the patient have other insurance coverage? 
     Yes       No

Identification Number Group Number

Name of Insurance Company Address City State ZIP Code

Does the patient have Medicare coverage?
      Yes       No

Medicare Number

SECTION 3—SIGNATURE
I hereby certify that the statements provided by me are correct and acknowledge that I will refund duplicate payments made to me 
from other sources because of coordination of benefits to CareFirst. I authorize the provider of services, named above, to release 
the information requested on this form to CareFirst.

Note: A person who files a claim with the intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
Signature Date Signed
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Notice of Nondiscrimination and  
Availability of Language Assistance Services
(UPDATED 8/5/19)

CareFirst BlueCross BlueShield, CareFirst BlueChoice, Inc., CareFirst Diversified Benefits and all of their 
corporate affiliates (CareFirst) comply with applicable federal civil rights laws and do not discriminate on the 
basis of race, color, national origin, age, disability or sex. CareFirst does not exclude people or treat them 
differently because of race, color, national origin, age, disability or sex.

CareFirst:

 ■ Provides free aid and services to people with disabilities to communicate effectively with us, such as:
 ■ Qualified sign language interpreters
 ■ 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:
 ■ Qualified interpreters
 ■ Information written in other languages

If you need these services, please call 855-258-6518.

If you believe CareFirst 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 our CareFirst Civil Rights 
Coordinator by mail, fax or email. If you need help filing a grievance, our CareFirst Civil Rights Coordinator is 
available to help you. 

To file a grievance regarding a violation of federal civil rights, please contact the Civil Rights Coordinator 
as indicated below. Please do not send payments, claims issues, or other documentation to this office.

Civil Rights Coordinator, Corporate Office of Civil Rights
Mailing Address P.O. Box 8894  
  Baltimore, Maryland 21224

Email Address civilrightscoordinator@carefirst.com

Telephone Number 410-528-7820 
Fax Number 410-505-2011

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the Office for Civil Rights Complaint portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or 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 
800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

CareFirst BlueCross BlueShield is the shared business name of CareFirst of Maryland, Inc. and Group Hospitalization and Medical Services, Inc. CareFirst of Maryland, Inc., 
Group Hospitalization and Medical Services, Inc., CareFirst BlueChoice, Inc., The Dental Network and First Care, Inc. are independent licensees of the Blue Cross and 
Blue Shield Association. In the District of Columbia and Maryland, CareFirst MedPlus is the business name of First Care, Inc. In Virginia, CareFirst MedPlus is the business 
name of First Care, Inc. of Maryland (used in VA by: First Care, Inc.). The Blue Cross® and Blue Shield® and the Cross and Shield Symbols are registered service marks of the 
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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