
 

 
 

Claim Form Completion Instructions for Professional Services 
 

These instructions outline information required for reimbursement, and so the following boxes must contain your information; you may 
complete other boxes not noted if you have the information. Contact Trustmark Health Benefits at 1-866-442-8257 with questions or for 

assistance in form completion. 

 Proof of payment is required for services to be eligible for reimbursement 
 Keep a copy of the completed claim form, itemized statement(s), and receipt(s) for your records. 

 
Box 1a: Enter Health Plan Member Identification Number. 

Box 2: Print patient name (Last name, First name, Middle initial). 

Box 3: Enter patient date of birth (Month, Date, Year). 

Box 3: Choose patient sex (M=male, F=female). 

Box 4: Print Health Plan Member (OSU/OSUWMC Employee Name) (Last name, First name, Middle initial). 

Box 21: On lines A – L; enter diagnosis code(s) as indicated by the rendering provider/physician, enter one (1) code per line. 

Box 24A.  Starting with row 1, enter date of provider/physician service (if multiple dates apply, list individually, with the respective 
service on rows 2 – 6). 

Box 24B.   Enter the following number to describe the place you received services: 
• 11 - if services were received in the provider/physician office 
• 12 - if services were provided in your home 
• 22 - if services were received in an outpatient area of a hospital 

Box 24D.  Enter the service code describing the services received (identified by the provider/physician usually listed on your receipt or 
itemized statement), contact your provider/physician if no service code(s) provided. 

Box 24F.  Enter the amount you were charged for the service. 
 

Box 25. Enter the provider/physician federal tax identification number listed on your itemized statement – contact your 
provider/physician if no tax identification is listed. 

Box 28. Enter the total amount charged. 

Box 31. Print provider/physician name and date. 

Box 32.   Enter Pay to EE (*this means the employee will receive the reimbursement). 

Box 33. Print provider/physician billing address and telephone number. 

Submit completed claim form, itemized statement(s), and receipt(s) via mail to 
Trustmark Health Benefits 

ATTN: OSU Health Plan Member Claims 
PO Box 2310 

MT Clemens, MI 48046 
 

Completed claim form, itemized statement(s), and receipt(s) can also be submitted electronically via email to:  
OSUMemberSubmissions@trustmarkbenefits.com 



Trustmark Health Benefits  
PO Box 2310 
Mt. Clemens, MI 48046 

myTrustmarkBenefits.com 
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