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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?

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.
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ATTENTION: If you need help in your language, call 1-800-275-4737 (TTY: 711).
Aids and services for people with disabilities, like documents in braille and
large print, are also available. Call 1-800-275-4737 (TTY: 711). These services
are free.
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odwlnwl Jdhongutin WL dwnwjnteyntultp, onhbwl ppwjpwl
gnwwnGuwynyd W hunonp lnwnwswihny thwuwnwpnrtn: 2Qwugwhwnte
1-800-275-4737 (TTY 711): Wu dwnwjniejntllbnu wuygbwn Gu:
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ENRIBOSCHE o 553058 1-800-275-4737 (TTY * 711) ° BLELARIF AHhE -
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THOV MUAB SIAB RAU: Yog tias koj xav tau kev pab ua koj hom lus, ces hu rau
1-800-275-4737 (TTY: 711). Tsis tas i ntawd, peb tseem muaj cov neeg pab
thiab cov kev pab cuam rau cov neeg uas muaj cov kev xiam oob ghab, xws li
cov ntaub ntawv ua ntawv su rau neeg dig muag thiab ntawv luam loj. Hu rau
1-800-275-4737 (TTY: 711). Cov kev pab cuam no pab dawb xwb.

FE  EEOANILTHRELIZ S 1-800-275-4737 (TTY : 711) F
THBEHELTZEW, BEEZEHFELOAIZE. RFOXRHTY >
MR EDMBIEEEOCY —EXE TRAICENFET, 1-800-275-4737
(TTY : 711) IZBEBHEL S, LDV —EXRIERTY,

=2|. Tlote| FAl H0{2 =5& 22 q0F ethtH
1—800—275—4737(TTY TmHe 2 Asksl) FAMAL 8X H 2 =X

I gAle=z El #M S Y= %@ = Y MHIQE
NS E LICH1-800-275-4737(TTY: 7E1 S 2 o426 =AM A2 0|2
MblA= F2 L EF

o

20ouBalals: mnmwﬁagmwamuéoam“acﬁwwﬂmaegvﬁ% )
L1919 1-800-275-4737 (TTY: 711). venaani Flnoauzoe fiosaauey
gnay (Bu: enesauugneeuyy wayr GotiulngSnaow. Wit
1-800-275-4737 (TTY: 711). Uammmuws

LIOUH EIX: Oix se nongc zugc meih nyei wac jouh mienh bong zouc, cingv
mboqv 1-800-275-4737 (TTY: 711). Hac haih weic waic fangx mienh zoux sic
taengx gaqv, hnangv mangh wenh souh nzangc caux domh nzangc yenx benx
nyei souh nzangc. Mboqv 1-800-275-4737 (TTY: 711). Naiv deix bong taengx
meih se mv siou zinh.
GAMs (U SIDHARIAINS WM IURIHA fJugifunisiiue
1-800-275-4737 (TTY: 711) tig W8AUN AU BIUHSTIMI HEHhiA s
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BHUMAHWE: ecnn Bam TpebyeTca NOMOLLb Ha POAHOM A3bIKe, MO3BOHUTE
no Homepy 1-800-275-4737 (TTY: 711). Takxe AOCTYMNHbl CONYTCTBYOLLAA
NOMOLLb M YCAYTW ANA NHOAEN C OFPAHNYEHHbIMM BO3SMOXKHOCTAMMK,

TaKMe KaK MaTepmasbl, HanevyaTaHHble KPYMHbIM WPUPTOM 1 LIPUPTOM
bpanna. No3BoHUTe No Homepy 1-800-275-4737 (TTY: 711). ITn ycayrm
npeaocTaBaAtoTca becnaaTHo.

ATENCION: Si necesita ayuda en su idioma llame al 1-800-275-4737

(TTY: 711). Tambien estan disponibles ayudas y servicios para personas
con discapacidades, como documentos en Braille y letra grande. Llame al
1-800-275-4737 (TTY: 711). Estos servicios son gratuitos.

ATENSYON: Kung kailangan ninyo ng tulong sa inyong wika, tumawag sa
1-800-275-4737 (TTY: 711). Available din ang mga tulong at serbisyo para sa
mga taong may kapansanan, gaya ng mga dokumento sa braille at malaking
print. Tumawag sa 1-800-275-4737 (TTY: 711). Libre ang mga serbisyong ito.

TUsanau: vnaaasiasaIsaNuadatiduauasaal Tdsaing
1-800-275-4737 (TTY: 711) uanannil fefimnuiandauasansdrniy
NWN1T LU tanasAtdudnesiusasdiasiangsnliddidantsauralve)
1Usa 115 1-800-275-4737 (TTY: 711) vANsUa T LT A TdI e

YBATA! AKW,0 BM NoTpebyeTe NiATPMMKM CBOEID MOBOO, TenedpoHyMTe 3a
HoMmepom 1-800-275-4737 (TTY: 711). TakOXK AOCTYMNHI 3aC0bM Ta NOCAyrM
ONA N0AEN 3 0OMEKEHNUMM MOKANBOCTAMM, AK-0OT AOKYMEHTU LUPUPTOM
Bpanna ta sBennkum wpudtom. TenedpoHymTe 3a Homepom 1-800-275-4737
(TTY: 711). Ui nocnyrn 6e3KoWTOBHI.

CHUY: Néu quy vi can trg giup bang ngdn ngl clia quy vi, hdy goi s6
1-800-275-4737 (TTY: 711). Cac ho trg va dich vu danh cho nguai khuyét tat,
chang han nhu tai liéu bang ch néi va ban in c& chi 16n cliing duoc cung
cap. Goi s6 1-800-275-4737 (TTY: 711). Cac dich vu nay mién phi.
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