Member Reimbursement ‘ﬂ Health Net’
Claim Form

This form may be used for Health Net Medicare products.

Important: Complete a separate Member Reimbursement Claim Form for each member

asking for reimbursement for covered services and for each doctor and/or facility.

To avoid processing delays, please include the following information with this form:

« Copy of itemized bill showing all services received. Must include name, address, phone number, and
tax ID number of doctor and/or facility and all diagnosis and procedure codes.

« Proof of payment.! (Keep a copy of all receipts and documents for your records.)

« If a member’s representative completes this form, please fill out an Appointment of Representative
(AOR) Form and attach it to the submission.

Mail all medical claims to: or Mail all behavioral health claims to:
Health Net Medicare Claims (Arizona Only)

PO Box 3060 MHN Claims Department
Farmington, MO 63640-3822 PO Box 14621

Lexington, KY 40512-4621

Any missing information may cause a delay in processing your request.

Section 1: Member information -
Please complete a separate form for each person who received services:

Last name: First name: Middle initial:

Member ID #: Birth date:

M M D D Y Y Y Y
Home phone number: Email address:

Address:

City: State: ZIP code:

(continued)

1“Proof of Payment” includes, but is not limited to: a copy of the credit card charge slip, a cruise
ship statement, canceled checks, a bank account statement, cash withdraw slips, or anything else
that shows dates that match the medical service date. A valid receipt or doctor’s statement is also
acceptable if it shows the amount the member paid.
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Section 2: Other insurance - Complete if it applies.

Is the member also covered by other medical insurance at this time?
O Yes (Complete information below.) [ No

Name of insurance company: Policy #:
Subscriber/Member ID #: Does this member have Medicare coverage?
OYes [ONo

Section 3: Services received -
If services were received outside the U.S., please also complete Section 4.

Name of doctor and/or facility: Phone number of doctor and/or facility:

Address of doctor and/or facility:

City: State: ZIP code:

Date of service:

Amount requested to be reimbursed:

M M D D Y Y Y Y
Medical description or nature of illness or injury:

Medical information authorization and release

| hereby authorize any physician, health care practitioner, hospital, clinic, or other medically related
facility (as listed above) to furnish to Health Net, its agents, designees, or representatives any and
all information pertaining to medical treatment for purposes of reviewing, investigating or evaluating
applications or claims. | also authorize Health Net, its agents, designees, or representatives to
disclose to a hospital or health care service plan, insurer or self-insurer any such medical information
obtained if such disclosure is necessary to allow the processing of any claim. If my coverage is under
a Group Benefit Agreement held by my employer, an association, trust fund, union, or similar entity,
this authorization also permits disclosure to them to the extent necessary for utilization review or
financial audit purposes. This authorization shall become effective immediately and shall remain in
effect as long as Health Net is asked to process claims under my coverage. A photostatic copy of this
authorization shall be considered as effective and valid as the original. | hereby certify that the above
statements are correct.

Name of person completing form (please print): Signature:

Relationship - description of authority to act on behalf of the
Date: member, if applicable:

M M D D Y Y Y Y .
(continued)
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Section 4: Foreign claims questionnaire

If you received health care services while traveling outside of the United States, or on
a cruise in foreign or domestic waters, you’ll need to complete this section. Be sure
to answer every question so your claim can be processed quickly. Please provide all
available documents for services received.

What dates were you traveling out of the country?

What was the nature of your emergency resulting in medical treatment?

How long were you ill before you received medical attention?

Were you admitted into the hospital? If treated as an outpatient, how many times did you see
OYes [ONo the doctor?

Name of the hospital, clinic or doctor’s office where you received treatment: Date(s) of admission:

Address:

City: ZIP code:
Country: Phone number:

Name of treating physician: Phone number:

Did you receive diagnostic tests? If “Yes,” what type?

OYes [ONo

Were surgical procedures performed? If “Yes,” what type?

OYes [ONo

Was your primary doctor in the U.S. notified? If “Yes,” when?

[OYes [ONo

Note: Only covered benefits or those deemed medically necessary will be considered for reimbursement.
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Any person who knowingly presents a false or fraudulent claim for the payment of a loss may be guilty of a
crime, and may be subject to criminal and civil penalties.

Health Net is contracted with Medicare for HMO, HMO SNP and PPO plans, and with some state Medicaid
programs. Enrollment in Health Net depends on contract renewal.

FRMO024621ECO0 (9/18)
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(™ Health Net:

Section 1557 Non-Discrimination Language
Notice of Non-Discrimination

Health Net complies with applicable federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Health Net does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

Health Net:

« Provides free aids and services to people with disabilities to communicate effectively with us, such as
qualified sign language interpreters and written information in other formats (large print, accessible
electronic formats, other formats).

« Provides free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact Health Net’'s Customer Contact Center at California: 1-800-431-9007
(Jade, Sapphire, Amber, and HMO SNP), 1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO
and PPO) (TTY: 711).

From October 1to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m. From April 1to September
30, you can call us Monday through Friday from 8 a.m. to 8 p.m. A messaging system is used after hours,
weekends, and on federal holidays.

If you believe that Health Net 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 by calling the
number above and telling them you need help filing a grievance; Health Net’s Customer Contact Center
is available to help you.

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, DC 20201,
1-800-368-1019 (TDD: 1-800-537-7697).

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

Health Net is contracted with Medicare for HMO, HMO SNP and PPO plans, and with some state Medicaid
programs. Enrollment in Health Net depends on contract renewal.
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Section 1557 Non-Discrimination Language
Multi-Language Interpreter Services

ARABIC

ARMENIAN

CHINESE

CUSHITE

FRENCH

GERMAN

HINDI

HMONG

JAPANESE

KOREAN

AL Al syl Aalic dlaall 4y gall) sac Lisall cileads (ld ¢y jal) Caani CuS 1) sgis
California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP),
1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and PPO)

(7171 )80 2 L5d Yno g M)

NRCUNCNRE3NPL Gpk jununid kp hugbpkl, wyw dkq widwp
Jupnn &b npudwunpdl) (Equljut wowljgnipjut swnwnipjnibubp:
Quiuiquhwpkp: California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP),
1-800-275-4737 (all other HMO) (TTY: 711).

AR CMREHRPX > B LR EEGESEYRE - FHE
California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP), 1-800-275-4737
(all other HMO); Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711) o

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, niargama. Bilbilaa Oregon: 1-888-445-8913 (HMO and PPO)
(TTY: 711).

ATTENTION : Si vous parlez francais, des services d’aide linguistique vous
sont proposes gratuitement. Appelez le Oregon: 1-888-445-8913 (HMO and PPO)
(TTY: 71).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfigung. Rufnummer Oregon: 1-888-445-8913
(HMO and PPO) (TTY: 711).

&I & Ffg T BT Jd §, STl AT Jgradr g9y, [Fieew Suasy g1
California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP), 1-800-275-4737
(all other HMO) (TTY: 711). 9T Fid F|

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab
dawb rau koj. Hu rau California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO
SNP), 1-800-275-4737 (all other HMO) (TTY: 717).

FEEIE BREBEZFEINDGEGS. BHOEEIEY—EXZITFIAL
f=1=1+ £ 9, California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP),
1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and PPO) (TTY:711)
[CHEFEL LY,

= e E MEOtAl=E 82, 8 XI& MEIAE 222 0|Eota! =
USLICH california: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP),
1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711)
HOZ MGl = AIL.
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MON-KHMER
CAMBODIAN

PERSIAN

PUNJABI

ROMANIAN

RUSSIAN

SPANISH

TAGALOG

THAI

UKRAINIAN

VIETNAMESE

GEMUFIGN: iﬁﬁ%ﬁﬁ%ﬁ.ﬂtﬁmhﬂi’gi imﬁﬁgmmﬁﬂimﬁjﬁﬁﬁﬁ‘{g AHMIBINTHAY Ay

gihﬁgt@itWQCalifornia: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP),
1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711)

California: 1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP), s jlas L Lkl
1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and PPO)
A8 Gl (TTY:7M)

fimrs fe6: A 3AT Uarst S8e J, 3 393 38 I AT AT
ISI® He3 QuUsBET I&| fagur add california: 1-800-431-9007 (Jade,
Sapphire, Amber, and HMO SNP), 1-800-275-4737 (all other HMO) (TTY: 711)

3 I JJ|

ATENTIE: Daca vorbiti limba romand, va stau la dispozitie servicii de asistentd
lingvistica, gratuit. Sunati la Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711).

BHMMAHUE: Ecnu Bbl TOBOpUTE HA PYCCKOM $3bIKE, TO BaM JOCTYITHBI
OecrutaTHbIC yCIIyTH TiepeBoa. 3BoHuTe California: 1-800-431-9007 (Jade, Sapphire,
Amber, and HMO SNP), 1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913
(HMO and PPO) (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia linguistica. Llame al California: 1-800-431-9007 (Jade, Sapphire, Amber,
and HMO SNP), 1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and
PPO) (TTY: 717).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa California:
1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP), 1-800-275-4737 (all other
HMO) (TTY: 711).

Sou: awanene Inenaamnsaldusmsmemaeninnlaws Tns california:
1-800-431-9007 (Jade, Sapphire, Amber, and HMO SNP), 1-800-275-4737 (all other
HMO); Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711).

YBATA! AKLO BM PO3MOBASIETE YKPAIHCbKOKD MOBOID, BU MOXKETe 3BEpHYTUCA A0
GEe3KOLWTOBHOI CNyXKO6M MOBHOI NiATPUMKK. TenedoHymTe 3a HOMepOMm
Oregon: 1-888-445-8913 (HMO and PPO) (TTY: 711).

CHU Y: Néu quy vi néi tiéng Viét, chung t6i sén c6 dich vu hé tre ngén nglr mién
phi danh cho quy vi. Xin goi California: 1-800-431-9007 (Jade, Sapphire, Amber,
and HMO SNP), 1-800-275-4737 (all other HMO); Oregon: 1-888-445-8913 (HMO and
PPO) (TTY:711).
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