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Member Reimbursement )
Claim Form health net

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.l (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:
Health Net Medicare Claims
PO Box 9040

Farmington, MO 63640-9040

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?

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.
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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:

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, audio,
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 Member Services at: 1-800-275-4737 (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 Member Services 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.
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Multi-Language Insert Form Approved

Multi-Language Interpreter Services OMB##: 0938-1421

Spanish: Contamos con servicios de interpretacion gratuitos para responder cualquier pregunta que pueda
tener sobre nuestro plan de salud o medicamentos. Para obtener un intérprete, lldmenos al 1-800-275-4737
(TTY: 711). Alguien que habla espafiol puede ayudarle. Este es un servicio gratuito.

Chinese Mandarin T HREERENERS, WELEER NIRRT YR H /T
flja)dt. NEENE, 153 FTHEIE 1-800-275-4737 (TTY: 711) o DIBEIEIEHI A R AT KRR
AR, LIRS EEE.

Chinese Cantonese: I 12fit %2 & O =ZARTS T@’S@Eﬂ%ﬁﬁ/\&ﬁ%\ﬁ%j et SIIIRE - BE
/S O:2RTS @ 5520 EE1-800-275-4737 (TTY : T) » it EBEWASRTLIEE » thARER -

Tagalog: Mayroon kaming libreng serbisyo ng tagasalin para sagutin ang anumang mga tanong na mayroon ka
tungkol sa aming health o drug plan. Para kumuha ng tagasalin, tawagin lang kami sa 1-800-275-4737 (TTY: 711).
May nagsasalita ng Tagalog na puwedeng tumulong sa iyo. Ito ay libreng serbisyo.

French: Nous disposons de services d'interprétation gratuits pour répondre a toutes les questions que vous
pouvez avoir sur notre régime de santé ou de médicaments. Pour entrer en contact avec un interprete, il suffit
de nous appeler au 1-800-275-4737 (TTY : 711). Une personne qui parle frangais peut vous aider. Ce service
est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich vién mién phi dé trd 16i moi cau hdi quy vi cé thé cé vé
chuong trinh thudc hodc chuong trinh strc khde cla ching toi. Dé yéu cau thdng dich vién, chi can goi
cho chung téi theo s 1-800-275-4737 (TTY: 711). Nhan vién noi tiéng Viét s& hd tro quy vi. Dich vu nay
duoc mién phi.

German: Unser kostenloser Dolmetscherdienst beantwortet mogliche Fragen zu lhrem Gesundheits- oder
Medikamentenplan. Wenn Sie einen Dolmetscher bendtigen, rufen Sie uns gerne unter der folgenden
Rufnummer an: 1-800-275-4737 (TTY: 711). Sie erhalten Hilfe in deutscher Sprache. Dieser Service ist fur Sie
kostenlos.

Korean SAte| AL = oloE it MM 20 = U= 2= 2 E 0 2EHsH| f[Et
28 £9 Aﬂj|/\7} USLICH S9AZF et 85, 1-800-275-4737(TTY: 711)EH 2 =2 THALO|
59loH ${;'A|+. S0 E FAlsts YAV 222 E2 = USHIE 89 MHlA=

FTEZ MSgUEL

Russian: ECnn y Bac BO3HMKAM Kakue-nMbO BOMPOCHl O HaleMm MnaHe MeAMUMHCKOrO CTPaxOBaHWA
WY MNaHe C MOKPbITUEM NeKapCTBEHHbIX MPenapaTos, ANA BaC NpeaycMOTPeHbl becnnaTtHble yCayru
nepeBoAYMKa. YTobbl BOCMONb30BaTbCA YCyramy NepeBOAUMKa, MPOCTO MO3BOHUTE HaM MO HOMepPY
1-800-275-4737 (TTY: 711). Bam MNOMOXET COTPYAHWK, BNAdeOWUA PYCCKMM A3BbIKOM. JTa yCyra
npefaocTaBnsaeTca becnnatHo.
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L dalall o) sall of dasall ddas Jsa il 0 o5 8 Al 5f e Aladl dplae 4 ) 8 daa 5 cledd i 53 :Arabic
daeluy o) C8a (711 TTY) 1-800-275-4737 28 e Ly Juai¥) (5 u clile L (5558 pa jin o J puaall
Auilae deaal) o3 5 A jall Caaatly (il

Hindi: BN UTH 3799 Bl T §71 T Pl oiepy FHAd: 31Tk AT H 307 dTed Haledl &b STaTe & o e Jord

H gUTISAT 1Y &. USRI U1 & feiT, 9 1-800-275-4737 (TTY: 711) TR EH PicT Px. fecl ST dTell pblg
R 3TUhT Heg BTN I8 Hal o H ©.

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere
in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, é sufficiente contattare il
numero 1-800-275-4737 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicacdo. Para obter um intérprete, contacte-nos atraveés do nimero
1-800-275-4737 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servigo € gratuito.

French Creole: Nou gen sevis entepret gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
medikaman nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-275-4737 (TTY: 711). Yon moun ki pale
Kreyol-Franse ka ede w. Sa a se yon sevis gratis.

Polish: Dysponujemy bezptatnymi ustugami ttumaczeniowymi w celu odpowiedzi na dowolne pytania
dotyczgce naszych planéw zdrowotnych i lekowych. Aby uzyska¢ pomoc ttumacza, zadzwon pod numer
1-800-275-4737 (TTY: 711). Osoba mdwiaca po polsku moze Ci pomac. Ta ustuga jest bezptatna.

Japanese: EBHDBERY—EXZFRAL T, BRCEERICEATSZEHRICEEZALET, &
RECHFLEDBEIL, 1-800-275-4737 (TTY: ™) FTHEBEEL SV, BRESGZFEINBFE
WWV=LZET, TOHY—EXRIXEHTT,
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