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HOW TO COMPLETE THE BAHAMAHEALTH CLAIM FORM

Most services require pre-certification or verification of benefits,
Therefore please call telephone number 396-1303.

Complete all areas on the claim form for timely reimbursement. Failure to do so may delay the processing of
this claim.
Provider Claims:

Items 1-13 should be completed on the BahamaHealth patient.
Items 14-33 should be completed by the physician or provider of service.

***Claims must be submitted within six months of the date of service***
**Amendments should be initialed, Liquid paper will not be accepted***

Original receipts must be submitted. Copies will be accepted only if BahamaHealth is the secondary payer.
A copy of a worksheet from the primary payer must accompany this form if BahamaHealth is the secondary

payer.

With respect to accidents, please attach to the claim form, a written account of circumstances surrounding
the accident.

Receipts for co-payments should not be submitted for reimbursement.

Please submit claims to: BAHAMAHEALTH
Claims Department
2" Floor, Family Guardian Financial Centre
Corner of Church and East Bay Streets
P.O. Box SS-19079
Nassau Bahamas

Claims may be emailed to bhclaimsubmission@familyguardian.com
Originals must be submitted thereafter.
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