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HealthNet: Member Reimbursement

This form may be used for Health Net Health Plan of Oregon, Inc. (Health Net) products.

Important: Complete a separate Member Reimbursement Claim Form
covered services and for each doctor and/or facility.

To avoid processing delays, please include the following information with this form:

Clalm Form

for each member asking for reimbursement for

o Copy of bill showing all services received. Must include name, address, 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 Health Plan of Oregon, Inc.
Commercial Claims
PO Box 9040

Farmington, MO 63640-9040

Section 1: Member information — 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: Z1P:

Section 2: Other insurance — Complete if it applies.

Is the member also covered by other medical insurance at this time?

[ Yes (Complete information below.) [ No

Name of other insurance company:

Policy #:

Subscriber/Member ID #:

Section 3: Services received - If services were received outs

Name of doctor and/or facility:

Does this member have Medicare coverage? []Yes []No
ide the U.S., please complete Section 4 also.

Phone number of doctor and/or facility:

Adderess 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:

1“Proof 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?

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

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:

o 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).

o 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 1-888-802-7001 (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, Oregon and Washington laws require the following statements to appear on this form.

Oregon: 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 denial of insurance coverage, fines, civil damages, and confinement in state prison.

Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Health Net Health Plan of Oregon, Inc. is a subsidiary of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc.

All rights reserved.
FRM017986ECO0 (1/18)



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. Employer group members please
call 1-888-802-7001 (TTY: 711).

Arabic
Sle by Jeail aaeluall e Jgeanll ol 3 5 e 3y Lo Jganll cliSars 5558 an e o Jseanl) i€y dalae dall) ciless
(TTY: 711). 1-888-802-7001 i}l e Juai¥) Jandl lanal e gana sliac (o oa i sel) 8y Sl 35 sall o3 )

Chinese
REES IR - LWOEHOEE - OB A N ARSI - F e > ERELg &R LMY
A EE s L FR R4 - EIIE@E’JEE%@Z?E 1-888-802-7001 (TTY: 711) -

Cushite (Oromo)

Waa Lacag la’aan Adeegyada Luuqada. Waxaad heli kartaa turjubaan. Waxaad heli kartaa in waraaqaha laguu
aqriyo. Wixii caawin ah, naga soo wac lambarka ku qoran kaarka Aqoonsigaaga. Xubnaha kooxda badrooniga
fadlan soo wac 1-888-802-7001 (TTY: 711).

French

Services linguistiques sans frais. Vous pouvez obtenir un interpréte. Les documents peuvent vous
étre lus. Pour obtenir de 1’aide, appelez-nous au numéro indiqué sur votre carte d’identité. Membres
du groupe employeur veuillez composer le 1-888-802-7001 (TTY: 711).

German

Kostenloser Sprachendienst. Dolmetscher sind verfiigbar. Dokumente kénnen Ihnen vorgelesen
werden. Wenn Sie Hilfe benétigen, rufen Sie uns unter der Nummer auf Threr ID-Karte an.
Arbeitgeber-Gruppenmitglieder rufen bitte unter 1-888-802-7001 (TTY: 711) an.

Japanese

RO FFEY— WERE TR E T, XEEBHALET, BUBLERGAT
ID— RiZ ﬂ%ﬁzéﬂfﬁé%vifkﬁ RS TEE W, JEHEZE U HIRRBRD A //\**@ji
1-888-802-7001 (TTY: 711) £ THEIEL 723,

Korean

T8 0101 A 22, T AR|2E S 5 YFYTE A EE A5 wo A F dFyt
s deAlH, Pﬁ Do +5¥ MEE dslel] FHA L. 1&F T5 7FY AR
1-888-802-7001 (TTY: 711)H . &2 A 3}a] FAIA] Q.

Khmer

WTUNManih mﬁﬁﬁﬁiﬁ“l HAMGEGIUM SHﬁUﬁf[,Um M| Hﬁi—ﬂﬁﬁﬂﬁiﬁi—ﬂ Sﬂﬁﬁﬂiajijﬁ“l
ﬁjﬁﬂUﬁS[ﬁ ﬁjﬁmﬁgﬁiwﬁZmHiﬁj Giﬁjmuﬂjﬁ‘lSIS’ﬁﬂJ’ﬁ“IﬁﬁIH‘IFU8SiUfUHﬁ“]
ﬁjmﬁﬁLﬁHSifiﬂﬁﬁ ﬁjﬁmﬁgﬁimiWB IUHNS fLi‘HS’]ﬁSﬁiﬂiﬂJ"B 1- 888 802-7001 (TTY: 711)1
Romanian

Servicii lingvistice gratuite. Puteti obtine un interpret. Puteti avea documente citite pentru dvs. Pentru asistenta

telefonati-ne la numarul indicat pe cardul de membru. Membrii grupului angajatorilor sa telefoneze la
1-888-802-7001 (TTY: 711).



Persian (Farsi)
G (513 058 8 L (51 i) 4 S ) 5353 20 55 (o 280 (AL pa e S 2l 55 e OIS s 4 ol less
DJMQM\A})LSAJ;GL'AL\ %)ﬁw&aﬁ%\é@@b@&)&\)dﬁd\ L:)MQLAL.\“L\LQ)J:\
3,80 L (TTY: 711) 1-888-802-7001

Russian

becmiaTHast HOMOIIB IIEPEBOIYMKOB. BBl MOXKeTe OMYYHTh IIOMOIIB YCTHOTO ITepeBoqYHKa. Bam
MOTYT IIPOYHTATh JOKYMEHTHI. 3a IIOMOIIBIO O0paniaiiTech K HaM 110 Tese(oHy, IPUBSICHHOMY Ha
Bael HACHTU(QHUKAIMOHHON KapTOUKe YJIacTHHKA IUIaHa. Eciy BBl y9acTHHK KOJUICKTUBHOTO IUIaHA,
MPeIOCTaBIIeMOT0 paboTonareneM, 3BoHATE 1Mo Tenedony 1-888-802-7001 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener el servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, llamenos al nimero que aparece en su tarjeta
de identificacion. Los afiliados del grupo del empleador deben llamar al 1-888-802-7001 (TTY: 711).

Thai
A A o o o @ v Ve o o ' A A9 o
lifiduinadunisn quanusnldswld quanansaldmenaslinsld dwivanutiomia Insmimeaaminoiaeily

VHuuﬁmﬂi:ﬁwT'mamm FNgEnnguwILINg ngmﬂm 1-888-802-7001 (TTY: 711)

Ukrainian

Besmarai mociyru nepexiany. Bu MojkeTe CKOpHCTYBATHCS MIOCIyTaMu Iepekiagada. Bam MOXyTh
[IpOYMTATH Bamm JoKyMeHTH. 1100 oTprMary 1omoMory, TejaeOoHyiHTe HaM 32 HOMEPOM, SIKHI BKa3aHWI Ha
Bauii ineHTrdikamiiaii kaprii (ID). Y4acHHKIB rpyIOBOr0O CTPAXOBOIO IUIAHY BiJ MpaeaaBiist IPOCUMO
tenedonyBaru 3a Homepom 1-888-802-7001 (TTY: 711).

Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi ¢6 thé c6 mot phién dich vién. Quy vi c6 thé yéu cdu duge doc cho
nghe tai liéu. D& nhan trg gitp, hiy goi cho ching t6i theo sé dugc liét ké trén thé ID cia quy vi. Cac thanh
vién thudc chuong trinh theo nhom cuia chu sir dung lao dong vui long goi s6 1-888-802-7001 (TTY: 711).
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