
 
 
  

45 20th Street  
Wheeling, West Virginia  26003  Local 304 / 234-7000 

 
ELECTRONIC CLAIM ATTACHMENT 

COVER SHEET 
 

Date: ____________________       Number of Pages (including cover sheet) _________ 
 

Attention:  CDC AREA 
 

Fax number: (304) 234-7086 
 

MAILING ADDRESS:  MSBCBS, P.O. BOX 7026, WHEELING, WV  26003-0766 
 

From (Provider Name): ______________________________________________________ 
 
Fax number: ________________________   Phone Number:  _______________________ 
 
Office Contact (Sender) Name:  ____________________________________ 
 
 
Please check one of the following:                                
 
        This is a first time submitted electronic claim with the PWK indicator reported                     
on the claim.   Patient account number____________________________ 
 
       This information is for a claim already received by Mountain State Blue Cross Blue 
Shield.  Mountain State claim number_____________________________ 
 
 
Patient Name:  _________________________________________ 
 
Subscriber ID Number:  _______________________________________  
 
Service Date:  _____________________      Total Charges:  __________________ 
 
Provider Legacy and/or NPI Number:  ______________________________________ 
 
Attachment Control Number:  ______________________________________  
  

 
 
Note:  The information contained in this facsimile message is intended for the use of the individual or entity named above.  If the reader of 
this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copy of this communication is 
strictly prohibited.  If you have received this communication in error, please notify us by telephone and return the original message to us at 
the address above via the U.S. Postal Service.  Thank you. 
  


