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HealthNet: Member Reimbursement Clalm Form

This form may be used for Health Net of Arizona, Inc. and Health Net Life Insurance Company (Health Net) 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:

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

« Proof of payment for reimbursement requests over $200.1

Mail all documents to: Health Net of Arizona, Inc.
Commercial Claims
PO Box 9040
Farmington, MO 63640-9040

Section 1: Member il’lfOT‘ mation — Please complete a separate form for each person who received services.

Last name: First name: MI:
Member ID #: Date of birth (Mo./Day/Yr.):
/ /
Phone #: Email address:
Address: City: State: ZIP:

Section 2: Other insurance — Complete if it applies.

Is the member also covered by other medical insurance at this time? [ Yes (Complete information below.) [1No

Name of other insurance company: Policy #:

Subscriber/Member ID #: Does this member have Medicare coverage? [1Yes []No

Section 3: Services received - If services were received outside the U.S., please complete Section 4 also.
Name of doctor and/or facility: Phone number of doctor and/or facility:

Address of doctor and/or facility:

Medical description or nature of illness or injury: Amount requested to be reimbursed:

Medical information authorization and release?

I 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. I 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. I hereby certify that the above statements are correct.

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

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

1Proof of Payment” includes: a copy of the credit card charge slip or online statement, canceled checks, a bank account statement, cash withdrawal slips, or a cruise ship statement.
Note: Invoices are not acceptable proof of payment.
2You may revoke an authorization at any time in writing, except to the extent that we have already taken action on the information disclosed or if we are permitted by law
to use the information to contest a claim or coverage under the plan, as referenced in the Notice of Privacy Practices.
(continued)



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?

[dYes [No

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

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

Dates of admission:

Address:

Country:

Phone number:

Name of treating physician:

Phone number:

Did you receive diagnostic tests? If “Yes,” what type?
[JYes [ONo
Were surgical procedures performed? If “Yes,” what type?
[JYes [ONo

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

Note: Only covered benefits or those deemed medically necessary will be considered for reimbursement.

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 1-800-289-2818 (TTY: 711).

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.jst 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.

For your protection, Arizona law requires the following statement to appear on this form.
Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to

fines and confinement in state prison.

Health Net of Arizona, Inc. underwrites benefits for HMO plans, and Health Net Life Insurance Company underwrites benefits for
indemnity plans and life insurance coverage. Health Net of Arizona, Inc. and Health Net Life Insurance Company are subsidiaries of
Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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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. For help, call us at the number listed on your ID card. Individual & Family Plan
members please call 1-888-926-5057 (TTY: 711); Small Business members please call

1-888-926-5122 (TTY: 711). Employer group members please call 1-800-289-2818 (TTY: 711).

Arabic
o W duail dacluall o Jganll lse 5 i G5 Lo smandl iSary (558 pa e o Jsand) cliSay dplas L1l Cleaa
=2 (TTY: 711) 1-888-926-5057 ai I e Juai¥l Alilall 5 31 Y1 et climel (o a4y sll Ay e 3 g sall 8 )
Juai¥l Jeal) ilaal de gane sbiacl o (a0 (TTY: 711) 1-888-926-5122 48,1 e Juai¥l 5 jsall Jue Yl sliach (4
(TTY: 711) 1-800-289-2818 ai )l 1o

Chinese

REES IR o AERAOEE - 5 B NG - 5 - BEELg &R LAY
KB EESRAB LT MH4S - (E A\ BIR ETEAT S B 3520 1-888-026-5057 (TTY: 711) /NEI{ 32y B 555
B 1-888-926-5122 (TTY: 711) - @ FEFEAYE B55520EE 1-800-289-2818 (TTY: 711) -

French

Aucun service linguistique avec colit. Vous pouvez obtenir un interprete. Les documents peuvent étre lus
pour vous. Pour obtenir de 1’aide, appelez-nous au numéro figurant sur votre carte d’identité. Membres des
programmes pour particuliers et familles, veuillez composer le 1-888-926-5057 (TTY: 711). Membres des
programmes pour petites entreprises, veuillez composer le 1-888-926-5122 (TTY: 711). Membres du groupe
d’employeurs, veuillez composer le 1-800-289-2818 (TTY: 711).

German

Kostenloser Sprachendienst. Dolmetscher sind verfiigbar. Dokumente konnen Ihnen vorgelesen werden.
Wenn Sie Hilfe benétigen, rufen Sie uns unter der Nummer auf Ihrer ID-Karte an. Mitglieder von Einzel-
und Familienpolicen rufen bitte unter 1-888-926-5057 (TTY: 711) an; Kleinunternehmen-Mitglieder
rufen bitte unter 1-888-926-5122 (TTY: 711) an. Arbeitgeber-Gruppenmitglieder rufen bitte unter
1-800-289-2818 (TTY: 711) an.

Japanese

RO SFEY—E A, @RE ZFHWEEIT T, CEEBuA LT, BN EREAE,
IDH— RICEHENTVWEHESE TEBEFEIZEV, HABLIOFEMT ST DA L R—DF %
1-888-926-5057 (TTY: 711) F£T. /NEBIEZE X L R—DF7131-888-926-5122 (TTY: 711) £ TRE
FLFEW, BHELRBEU-FEEBED A o X—DF 1L, 1-800-289-2818 (TTY: 711) F TIEE
<&,

Korean

T8 Ao Au)za B MH|AE S F AU FA4 FE AR AE o F QlEU T
TS deAd, vy Do EE HEE Ags)] FAHAL. A 2 7S A E AR
1-888-926-5057 (TTY: 711)H .2 M3}l FA| AL, A7 G 7FY AR 1-888-926-5122 (TTY: 711 O =
Azte] FHAN L. LEF IF 7P RS 1-800-289-2818 (TTY: 711)H 0. = A3}lel T4 <.



Navajo

Saad Bee Aké E'eyeed T'a4 Jiik’e. Ata’ halne’igii hlg. T’44 hé hazaad k’ehji naaltsoos hach’j’

woltah déd ta’ da hach’|’ él'jjh.Shika a’doowot ninizingo naaltsoos bee néiho’ddlzinigii bikda’'gi béésh
bee hane'i bikaad’ aajj’ hodiilnih. T'aa ho do6o ha’atchini bit hak’é’ésti’igii kojj’ hojilnih

1-888-926-5057 (TTY: 711); Small business deitniniji atah nil{jgo éi kojj’ h6Ine’

1-888-926-5122 (TTY: 711). Employer groupgji atah nil{igo éi kojj’ hodiilnih 1-800-289-2818 (TTY: 711).

Persian (Farsi)
o lads L Tk o) gl 5 (sal il 4y (slime) 3y 580 Gulad oad a8 Ll il & J\S 5048 (5l o jlad 43 Le L el DUl
s bed b Sa S (A8 3k asl 5 slaae ! a8 (il (TTY: 711) 1-888-926-5057
ki (TTY: 711) 1-800-289-2818 » jbesi L il La i S o5 K bt 2 180 (ulas (TTY: 711) 1-888-926-5122
RYRES

Russian

BecniatHast momolup nepeBoguMKoB. Bbl MoXeTe mosryYnTh NOMOILb YCTHOTO TiepeBojiunka. Bam MoryT
NPOYNTATh JOKYMEHTBI. 32 MOMOILBIO 00palaiTech K HaM Mo TeedoHy , NPUBEJICHHOMY Ha BallleH
WACHTU(DHKAIMOHHON KaPTOUKE YUACTHUKA MUIaHA. Y YaCTHUKM TIIAHOB JIJTS CEMEil ¥ YaCTHBIX JIMIL: 3BOHUTE MO
tenedony 1-888-926-5057 (TTY: 711). YyacTHUKY IITAaHOB [I71s1 MAJIBIX MPEANPUSITUIL: 3BOHUTE 110 TeJIe(OHY

1-888-926-5122 (TTY: 711). Y4acTHUKM TPYNNOBBIX IJIAHOB, MIPEAOCTABISIEMbIX PAOOTOATENEM: 3BOHUTE 110
tenecdony 1-800-289-2818 (TTY: 711).

Serbo-Croatian

Besplatne jezi¢ke usluge. MoZemo vam obezbediti tumaca. MoZemo vam procitati vaSe dokumente. Ukoliko
vam je potrebna pomoc¢, nazovite broj napisan na vasoj zdravstvenoj kartici. Molimo ¢lanove individualnog i
porodi¢nog plana da nazovu 1-888-926-5057 (TTY: 711); molimo ¢lanove malog preduzeéa da nazovu
1-888-926-5122 (TTY: 711). Molimo ¢lanove grupe osigurane preko poslodavca da nazovu

1-800-289-2818 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos. Para obtener ayuda, lldmenos al nimero que aparece en su tarjeta de identificacion. Los afiliados
de planes individuales y familiares deben llamar al 1-888-926-5057 (TTY: 711); los afiliados de pequefias
empresas deben llamar al 1-888-926-5122 (TTY: 711). Los afiliados del grupo del empleador deben llamar al
1-800-289-2818 (TTY: 711).

Syriac (Assyrian)
i ML (amain Lanal mamd (¢ Rk révncn o a4 oid . ofauimn i L i i AL o
(TTY: 711) 1-888-926-5122 5. L amnsio « daal rthms L ¢ hidat whoix_n héish ;(TTY: 711) 1-888-926-5057
ATTY:711) 1-800-289-2818 rissen )< ansin « anal rhms « ¢ ealan rrilashn i rénich

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sa inyong ID card.
Para sa mga miyembro ng Plano para sa Indibiduwal at Pamilya mangyaring tawagan ang

1-888-926-5057 (TTY: 711); Para sa mga miyembro na Maliit na Negosyo, mangyaring tawagan ang
1-888-926-5122 (TTY: 711). Para sa mga miyembro ng grupo ng empleyado, mangyaring tawagan ang
1-800-289-2818 (TTY: 711).



Thai

ladfddusnmasunims qmmmml‘*ﬁmuvléfQmmuﬁﬂﬁdmmﬂmﬂﬁwq:ivlﬁ fSwTLANNTREL INTLTenu
mnULamﬁlw”li“uuﬂ'mﬂs:ﬁiw‘f’maaqm sNENUHUYAAALAZATELATI NIINILNT 1-888-926-5057 (TTY: 711); &u1En
g3firwnaiin nganlng 1-888-926-5122 (TTY: 711) sndnngamunudng nyanlng 1-800-289-2818 (TTY: 711)

Vietnamese

Ciéc Dich Vu Ngon Ngir Mién Phi. Quy vi c6 the cé6 mdt phién dich vién. Quy vi ¢6 th€ yéu cau dwoce doc cho
nghe tai liéu. D& nhéan trer gitip, hdy goi cho ching tdi theo s& dwoe liét ké trén thé ID cha quy vi. Cdc thanh
vién ctia Chwong Trinh C4 Nhan & Gia Pinh vui long goi s6” 1-888-926-5057 (TTY: 711); Cac thanh vién
thudc Doanh Nghiép Nho vui 1ong goi s6” 1-888-926-5122 (TTY: 711). Céc thanh vién thudc chwong trinh
theo nhém ctda chi s dung lao dong vui long goi s6” 1-800-289-2818 (TTY: 711).
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