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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.1 (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
P.O. 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)
“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 applicable.

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, healthcare 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 DD Y Y Y Y (continued)
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Section 4: Foreign Claims Questionnaire.

If you received healthcare 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 plans. Enrollment in Health Net depends on
contract renewal.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available
to you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-800-275-4737 (TTY: 711).

Espafiol ATENCION: Contamos con servicios de asistencia lingiiistica que se encuentran disponibles para
usted de manera gratuita. También se encuentran disponibles de manera gratuita ayudas y servicios
auxiliares adecuados para proporcionar informacion en formatos accesibles. Llame al 1-800-275-4737
(TTY: 711).

fARrR SRR BRATAER 027 15 S VM BIAR S,  [5)I t ] G 2 B s =24 1) 4 Bh 13t it 5 AR
%%, DMERMETEEERNER . E8H 1-800-275-4737 (TTY: 711) .

BRG] Ss it BjﬁibEIfJa:—*‘ﬁ?, 2RSS - B el i%}if,ﬁ@%ﬁ?b: SRR > T
K%%Fﬁ?“%’ﬂ X, ﬁ%;ﬂ’% 1-800-275-4737 (TTY : 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din
nang libre ang mga naaangkop na karagdagang tulong at serbisyo para makapagbigay ng impormasyon
sa mga accessible na format. Tumawag sa 1-800-275-4737 (TTY: 711).

Tiéng Viét LUU Y: Ching t6i c6 cung cap dich vu ho trg ngdn nglt mién phi. Cac dich vu va
trg gitp bo trg phu hop dé cung cap thong tin & cac dinh dang cé thé truy cap cling dugc
cung cap mién phi. Goi 1-800-275-4737 (TTY: 711).
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[wjtptl NFGUNPNFG@3NEL. e Ywpnn Be ogndtl wuybwp (Gguwywl dswnwjniendulbnhg:
Uldbwn hwuwlbih GU bwle hwdwwwwunwuhpiwl odwlnwly Uhonglbin W dwnwjnueiniultp’
dwwnsblh albwswihGnnyd wnenGynieynillGn inpwdwnpGint hwdwp: Quugqwhwpte 1-800-275-4737
(TTY 711):

Pycckmit BHUMAHWME! Bam goctynHbl 6ecnnaTtHble yCayr A3bIkOBOM NOAAEPHKKM. Bbl TaKKe MorKeTe
HecnnaTHO NONYYMTb COOTBETCTBYHOLLME BCMOMOraTe/lbHble CPeACTBA M YCNYTW, HanpaBaeHHble Ha
npeaoctasneHne MHGopMaummn B AOCTYNHbIX GopmaTax. [1o3BoHUTe no Homepy 1-800-275-4737
(TTY: 711).

HE3 STHT AT Aee 3013 B¢ GUseU I6 | Udgaudl egie! fed AredTd! YEi& Ada SBel
gA< AJTed AUS 3 A 2 HE3 fog BU®gU I8 1 1-800-275-4737 (TTY: 711) 3 & I |

HARE T2 EBXEY—ERXRZTEHTRHELTVEYT, EHRET7IVEVEY T a2
LR CIRET AR BHEMXIER LU —ER L ER TY ., 1-800-275-4737 (TTY: 711)
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Francais REMARQUE : des services d’assistance linguistique gratuits sont a votre disposition. Des
services et aides pour obtenir des informations dans des formats accessibles sont également
disponibles gratuitement. Appelez le 1-800-275-4737 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d'aide linguistique sans frais sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir des informations en formats accessibles sont
également proposés sans frais. Composez le 1-800-275-4737 (TTY : 711).

lloko PALIIWEN: Adda dagiti libre a serbisio a tulong iti pagsasao. Dagiti maitutop a katulongan
ken serbisio a mangipaay iti impormasion kadagiti nalaka a maawatan a pormat ket libre met a
magun-odan. Tawagan ti 1-800-275-4737 (TTY: 711).

Gagana Samoa FAAALIGA: O lo’o avanoa fua ia te oe auaunaga fesoasoani i le gagana. E avanoa fo‘i fua
fesoasoani ma meafaigaluega talafeagai e tu’uina atu ai fa'amatalaga i auala faigofie ona malamalama
ai. Vala’au 1-800-275-4737 (TTY: 711).

‘Olelo Hawai‘i HO’AKAKA: Loa‘a id ‘oe ke kdkua manuahi no ka unuhi ‘6lelo. Loa‘a pd kekahi mau
pono kokua klipono a me na lawelawe e ha‘awi ai i ka ‘ike i na ‘ano ‘ano hiki ke ki‘i ‘ia, me ka uku ‘ole.
Kelepona i 1-800-275-4737 (TTY: 711).

Portugués ATENCAO: estdo disponiveis servicos de assisténcia gratuitos no seu idioma. Também est3o
disponiveis apoios auxiliares e servicos adequados que oferecem informagdes em formatos acessiveis e
sem custos. Ligue para 1-800-275-4737 (TTY: 711).
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