
It is strongly preferred that providers �le electronically or use standardized HCFA or UB forms to submit claims. If you need to 
submit a claim, please complete the top section of the form with all information. Proper billing should include provider's name, 
tax identi�cation number, NPI number, itemized charges, service descriptions and applicable CPT codes and ICD 10 diagnosis 
codes. Please attach the billing from the provider. If all required information is not included on the billing additional 
information may be requested.

If complete information is not provided, it may delay the payment of your claim. Please mail the completed form and original 
materials to:

Revised 4/10/23

Health Bene�t Services
630.378.2900  •  800.807.0400  •  630.378.2504 fax

hbscustomerservice@cbservices.org  •  cbservices.org
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