Member Reimbursement (EZ_E) 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?

COYes [ONo

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

COYes [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.

FRMO55867ECO0 (12/21)
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&3 health net

Nondiscrimination Notice

Health Net Life Insurance Company (Health Net) complies with applicable federal civil rights
laws and does not discriminate, exclude people or treat them differently on the basis of
race, color, national origin, ancestry, religion, marital status, gender, gender identity,

sexual orientation, 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:
Medicare Supplement Plans: 1-800-926-4178 (TTY: 711)

If you believe that Health Net has failed to provide these services or discriminated in another way based
on one of the characteristics listed above, you can file a grievance by calling Health Net’s Customer
Contact Center at the number above and telling them you need help filing a grievance. Health Net’s
Customer Contact Center is available to help you file a grievance. You can also file a grievance by mail,
fax or email at:

Health Net Life Insurance Company Appeals & Grievances
PO Box 10348, Van Nuys, CA 91410-0348

Fax: 1-877-831-6019
Email: Member.Discrimination.Complaints@healthnet.com (Covered Persons) or
Non-Member.Discrimination.Complaints@healthnet.com (Applicants)

You may submit a complaint by calling the California Department of Insurance at 1-800-927-4357
or online at https://www.insurance.ca.gov/01-consumers/101-help/index.cfm.

If you believe you have been discriminated against because of race, color, national origin, age, disability,
or sex, you can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights (OCR), electronically through the OCR Complaint Portal, 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 Life Insurance Company is a subsidiary of Health Net, LLC. Health Net is a registered service

mark of Health Net, LLC. All rights reserved.
FLYO55003EK00 (3/22)
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English

No Cost Language Services. You can get an interpreter. You can get documents read to you
and some sent to you in your language. Health Net Life Insurance Company members:
Please call Member Services at 1-800-926-4178. If you're interested in learning more
about becoming a Health Net Life member or getting information about our Medicare
Supplement plans, please call Medicare Inside Sales at 1-800-944-7287.

Arabic
s e Lgie) 8 o8 Glatie (Jo Jpaall dliSay (558 an yie o Jsandl dliSay dplaall 4 alll Gleadl)
Glaady Juaiy) sy :Health Net 2 4alill sball de cpalil) 4 35 sliae | clialy ll Lgia (gany Jlu )
b bl ae 1 jume s o e 2 el 48 jaay Wige i€ 13),1-800-926-4178 il e slac Y
Clagaall 3510k Juai¥) ) cMedicare gl yd Al hladll e e slaa Je Jeaal) 5l Health Net
.1-800-944-7287 &80 Je Medicare gl 4dalall

Armenian

Utddwp (Equljut swnuymipinitibpn: Ywpnn Ep puttwynp pupquuiths
unnwbw]: Ywpnn tp Qbp Ekqyny hwunwpnptpp puptpgt) tuy b dh pwithup
Qb 1kqUny uniwiiwg: Health Net Life Insurance Company-h hwdwpltpp vanpnid
tup Utnuttubph nyuwuwplnid quuquhwpky 1-800-926-4178 hwudwipny: Gpk
gutljuunid kp hwybkpu] inbnklnipjnit utnwtiw Health Net Life-h witigud
nunbwnt jud dkp Medicare-h Lpugnighs dpuqpbph dwuht mbinbynipini
unnwbwnt yepwpbpjuy, pugpymd £ quiquhwpk) Medicare-h ‘Ukpphtt Judwnp
1-800-944-7287 hulwipni:

Chinese

GBS A o B DU EE RS o B n] DEHE SO ERRE R (8 8E - rT LIUEER 73
RUAERERE S B3P F 37 24a 8 - Health Net Life Insurance Company § § : GHE(FE
B REER - FEaG 1-800-926-4178 o AR SEIEARAK S Health Net Life & BHYHE % 5F
TR B R R AR Medicare [T TGS EH » 3AEFE Medicare AT - &q
1-800-944-7287 ©

Hindi

afeAT STeTa @ HTNT {ATY| 3T UF GHTYTRIT RIAd X Fohd | HTIHI gadrasT
HYAT AT A UGl FoIIU ST Fehd ¢ 3R H{S 39T AT H A S G gl
Health Net Life Insurance CompanyEF Hagd: {UAT dagd {qdr & of¢
1-800-926-4178 T &hiel | TGT 3T Health Net Life T &g Selet AT FHARY
Medicare Supplement TISTAT3 & SR H SATTHRT WA A H ufd @i X@d &
ar HUAT Medicare SAATES HIH I 1-800-944-7287 X ahiel B |
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Hmong

Tsis Tau Them Tus Nqi Pab Txhais Ntaub Ntawv. Koj tuaj yeem tau txais ib tug kws txhais
lus. Yeej muaj neeg nyeem cov ntaub ntawv no rau koj mloog thiab yuav muab txhais ua
koj hom lus xa tuaj rau koj. Cov tswv cuab ntawm Lub Tuam Txhab Pab Kas Phais Txoj Sia
Health Net Life: Thov hu rau tus xovtooj Pabcuam Tswvcuab rau ntawm 1-800-926-4178.
Yog koj xav paub ntau ntxiv txog kev tau los ua ib tug tswvcuab ntawm Health Net Life
lossis yog koj xav tau cov ntaub ntawv hais txog peb cov kev npaj Saib Xyuas Mob

Nkeeg ntawm Medicare, thov hu rau Medicare Inside Sales rau ntawm tus xov tooj
1-800-944-7287.

Japanese

St — R TY, @IRE ZHHWEET £, BAE T E AR L

Fr2 0, OIS & 5 T BAGEA BRI 2 & b ATEECY, Health Net Life

Insurance Company®d A ' /X—@DJ5 1 A /3—H—1E X (1-800-926-4178) (ZFER

< 72 &\, Health Net Life~D ZHIAIZBAT 25500 2 7 ¢ &7 7 #ili @ PRFR (Medicare

Supplement) 77 L DI RE ZHEDTTX, AT ATT « A YA FE—/ X
(1-800-944-7287) |ZFBEA 723V,

Khmer

MMANSARRGTY HSAMGEGUHSAURUNRNSY HSAMGBAINSORANIGSHSA
SUBMNRANISIESHSA MMANSHIY (UG Health Net Life Insurance Company:
AIUGIATNG IR SInEUM ISR MUIIS 1-800-926-417849 TAISHSAMSEAN
GRARMGIEE)a ARMIFMNWMESEH Health Net Life UGRNSARNSHAANN Medicare
USBIY IUATIHN ABGIATNG ST Medicare Inside Sales MYAIIS 1-800-944-72874

Korean

F5 do] A AMHl 2 At TYAF AR 2 o DY Elo A

HI AAZE A7 5 Av 2 Y HG AH2E T o4 5 )5 YT Health Net

Life Insurance Company 7+ ZF: 7+ &} A 8] 2~ QB 21 8} 1-800-926-4178 1 O &2
3} 8} A A] &, Health Net Life2] 7FQ A7} =) A U Medicare % 20| ts] ¢ 22
ARE A= T4 o] 1o 2l H-9-1-800-944-7287H 2 o] -8-3}] Medicare Inside Sales =

Adgst A 2.
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Navajo

Doo Baah Alinig66 Saad Bee dka’anida’awo’igii. Na ata’ halne’igii ta’ nidinitteehgo bee
nd’ahoot’i’. Naaltsoos bee dahane’igii t’44 ni nizaad k’ehgo nich’1’ yidéoltah d66 naaltsoos
t’44 ni nizaad k’ehgo hadadilyaago nich’{’ 4doolniil. Dii Health Net Life Béeso Ach’agh
Naa’nil Bit Haz’anigii bit ba hada’dit’¢higii: T’aa shoodi Naaltsoos Bit Ba Hada’dit’¢higii
Bee Aka’anida’awo’ kohji’ bich’{> 1-800-926-4178 hodiilnih. Health Net Life bit sha
ha’didoolniit d66 Medicare Supplement bit hada’dit’¢higii bee baa hane’igii ta’ shit
hodoonih ninizingo, t’4a shQodi Medicare Biyi’ Bit Nida’iiniihigii biniiy¢é bich’1’ kohji’
1-800-944-7287 hodiilnih.

Persian (Farsi)

Ol Lad o) 4 i) 48 € a3 0 21 55 e 2580 Al aa e G il 5 e L ) OSG1) led
L Wil :Health Net Life Insurance Company sbiac) .3 5 Jb sl (i) s el 1 (omny 5 23 5 i
DA Cugiac 3y ) g b Ale Dl aS alle K1 4y 80l 1-800-926-4178 o kel 40 Leac ) cladd

L il caplas iy 0 Medicare (1SS s 4sli 3 3 5e 50 Skl 4 Health Net Life
285 (elai 1-800-944-7287 » s 43 Medicare Inside Sales

Panjabi (Punjabi)

& AT BIeH AISHH| IH I T3 U3 59 A J1 IH wyEl 3T g
393G A I TR S W BE UFT Fla’é J1 Health Net Life Insurance Company
Ne9: Ffgur I9a Neg AISE &'1-800-926-4178 3 & J| Aed IH Health Net Life
=9 T=6 99 99 7E6 S8 7 Medicare Supplement US'GH g9 Aeadl YIUI IS
<fg BTl 9He J, 3' AU I9d 1-800-944-7287 3 Medicare RSHTES ASH &
IS FJ|

Russian

BecnnaTHble ycnyru nepeBogia. Bel Mo>keTe BOCIIONBb30BaThCA YCIyraMi IIepeBOYMKA.
Bam MoryT mpouecTb JOKYMEHTBI Ha PYCCKOM SI3BIKE J BBIC/IATD II€PEeBObI HEKOTOPBIX U3
Hux. YuactHuky Health Net Life Insurance Company: 3sorute B OTAen o6cnyXBaHNA
yuacTHUKOB (Member Services) mo Homepy 1-800-926-4178. Eciu Bel xoTHTE HOMY4INnTH
IIOTIOJTHUTE/IbHYI0 MHPOPMALIMIO O TOM, KakK cTaTb yyacTHrkoM Health Net Life nnn
MHGOPMAINIO O HOIOTHNUTENbHBIX ITaHax Medicare, IO3BOHMTE B OTZE/I BHYTPEHHUX
npopax nporpamMmmbl Medicare (Medicare Inside Sales) mo Homepy 1-800-944-7287.
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Spanish

Servicios de Idiomas Sin Costo. Usted puede solicitar un intérprete. Puede solicitar que se
le lean los documentos y que algunos de ellos se le envien en su idioma. Para los afiliados
a Health Net Life Insurance Company: Llame al Departamento de Servicios al Afiliado al
1-800-926-4178. Si le interesa conocer mas sobre cdmo convertirse en afiliado/a a

Health Net Life u obtener informacion sobre nuestros planes Suplementarios de Medicare,
llame a Ventas Internas de Medicare al 1-800-944-7287.

Tagalog

Mga Libreng Serbisyo sa Wika. Maaari kayong kumuha ng tagasaling-wika (interpreter).
Maaaring basahin sa inyo ang mga dokumento at ipadala sa inyo ang ilan nang nakasalin sa
inyong wika. Mga miyembro ng Kumpanya ng Health Net Life Insurance: Pakitawagan ang
Mga Serbisyo sa Miyembro sa 1-800-926-4178. Kung interesado kayong malaman ang higit
pa tungkol sa pagiging miyembro ng Health Net Life o makakuha ng impormasyon tungkol
sa aming mga plano ng Suplemento ng Medicare, pakitawagan ang Medicare Inside Sales sa
1-800-944-7287.

Thai

Tifiauansenuaiz aaudiunsaldaiu’le aaugruisalviaruanasvinte waaln
anasavdvaadunimiuasnalé &unfin Health Net Life Insrance Company: T390
LHUAUIANTRUNTN AT 1-800-926-4178 wnnaauaulafazzauidunsadasiiusgunsin
229 Health Net Life ¥3agiasn1sdayatiaifiu Medicare Supplement TNsWILAUAUE
Medicare 16171 1-800-944-7287

Vietnamese

Dich vu ngdn ngii mién phi. Quy vi c6 thé yéu ciu phién dich vién. Quy vi c6 thé yéu cau
doc cdc tai liéu va glii mot s6 tai liéu cho quy vi bang ngon ngii cua quy vi. Hoi vién ctia
Health Net Life Insurance Company: Vui long goi t6i Ban Phuc vu Hoéi vién theo s6
1-800-926-4178. Néu quy vi mudn tim hiéu thém thong tin vé cach trd thanh hoi vién cta
Health Net Life hodc nhan thong tin vé cac chuong trinh Medicare bd tic, xin goi cho Ban
Kinh doanh N6i bd Medicare theo s6 1-800-944-7287.
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