
  
 

  

  
   

   
  

 

   
 

 

   
                                                

     

 

  

  

 

Member Reimbursement Claim Form
 
This form may be used for Health Net of California, 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:
 
• Copy of itemized 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, Inc. 
Commercial Claims 
PO Box 9040 
Farmington, MO 63640-9040 
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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: 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.) ■ No 

Name of other insurance company: Policy #: 

Subscriber/Member ID #: Does this member have Medicare coverage?     ■ Yes     ■ 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 release2 

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 

*1
98
7*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? 
■ Yes    ■ No 

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? 
■ Yes    ■ No 

If “Yes,” what type? 

Were surgical procedures performed? 
■ Yes    ■ No 

If “Yes,” what type? 

Was your primary doctor in the U.S. notified? 
■ Yes    ■ No 

If “Yes,” when? 

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

For your protection, California 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 California, 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. 

FRM017983EC00 (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 the Customer Contact Center at the number on your ID card or call
Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace,
call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711).

: 711).

Arabic 
مع  صلالتواجىير،مةزالاةعدلمسااعلىلللحصوبلغتكئق ثالوالكأنقرنأيمكننا ويرفوجممترلك فرنونأيمكننا نيةمجاية لغوتماخد
TTY: 711( 1-800-839-2172 .)ة: لائعوالراد فألةطخليرعفالمقرالبالصالتأو  كتاقطبىلعنيبمالمرقالربعلاء معالةدمخزركم
TTY: 711( 1-888-926-4988)م: رقالربعةلائعوالراد ألفة طخليرعفالمرقالبالصالتى رجيا،يورنفيالكيفلواصتلل

(. لخطط المجموعة عبر 1-888-926-5133 )TTY: 711 أو المشروعات الصغيرة 
Health Net يرجى االتصال بالرقم TTY: 711( 1-800-522-0088.) 

Armenian 
Անվճար լեզվական ծառայություններ: Դուք կարող եք բանավոր թարգմանիչ ստանալ: 
Փաստաթղթերը կարող են կարդալ ձեր լեզվով: Օգնության համար զանգահարեք Հաճախորդների 
սպասարկման կենտրոն ձեր ID քարտի վրա նշված հեռախոսահամարով կամ զանգահարեք 
Individual & Family Plan (IFP) Off Exchange`1-800-839-2172 հեռախոսահամարով (TTY` 711): 
Կալիֆորնիայի համար զանգահարեք IFP On Exchange՝ 
1-888-926-4988 հեռախոսահամարով (TTY` 711) կամ Փոքր բիզնեսի համար՝ 
1-888-926-5133 հեռախոսահամարով (TTY` 711): Health Net-ի Խմբային ծրագրերի համար 
զանգահարեք 1-800-522-0088 հեռախոսահամարով (TTY՝ 711): 

Chinese
免費語言服務。您可使用口譯員服務。您可請人將文件唸給您聽並請我們將某些文件翻譯成您的語言

寄給您。如需協助，請撥打您會員卡上的電話號碼與客戶聯絡中心聯絡或者撥打健康保險交易市場外

的 Individual & Family Plan (IFP) 專線：1-800-839-2172（聽障專線：711）。如為加州保險交易市場， 

請撥打健康保險交易市場的 IFP 專線 1-888-926-4988（聽障專線：711），小型企業則請撥打 

1-888-926-5133（聽障專線：711）。如為透過 Health Net 取得的團保計畫，請撥打 

1-800-522-0088（聽障專線：711）。 

Hindi 
बिना शलु्क भाषा स  पढ़वावाए। आप ए्क दभाबषया प्ाप्त ्कर स्कत ह। आप दसतावजों ्को अपनी भाषा म
स्कत  लिए, अपन  म ददए गए नंिर पर ग्ाह्क स ें ह। मदद ्क  आईडी ्काड वा ्कद्र ्को ्कॉि ्कर या वयबतिगत 
और फलमिी पिान (आईएफपी) ऑफ एकसचेंज: 1-800-839-2172 )TTY: 711) पर ्कॉि ्करें। ्क ्डलिफोलनया 
िाजारों ्क लिए, आईएफपी ऑन एकसचेंज 1-888-926-4988 )TTY: 711) या समॉि बिजनस 
1-888-926-5133 )TTY: 711) पर ्कॉि ्कर। हल्थ नट ्क माधयम स ग्ुप पिान ्क लिए 
1-800-522-0088 )TTY: 711) पर ्कॉि ्करें। 

Hmong
Tsis Muaj Tus Nqi Pab Txhais Lus. Koj tuaj yeem tau txais ib tus kws pab txhais lus. Koj tuaj yeem muaj ib 
tus neeg nyeem cov ntaub ntawv rau koj ua koj hom lus hais. Txhawm rau pab, hu xovtooj rau Neeg Qhua Lub 
Chaw Tiv Toj ntawm tus npawb nyob ntawm koj daim npav ID lossis hu rau Tus Neeg thiab Tsev Neeg Qhov 
Kev Npaj (IFP) Ntawm Kev Sib Hloov Pauv: 1-800-839-2172 (TTY: 711). Rau California qhov chaw kiab 
khw, hu rau IFP Ntawm Qhov Sib Hloov Pauv 1-888-926-4988 (TTY: 711) lossis Lag Luam Me 
1-888-926-5133 (TTY: 711). Rau Cov Pab Pawg Chaw Npaj Kho Mob hla Health Net, hu rau 
1-800-522-0088 (TTY: 711). 
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Off Exchange: 1-800-839-2172 (TTY: 711) までお電話ください。カリフォルニア州のマーケット
プレイスについては、IFP On Exchange 1-888-926-4988 (TTY: 711) または Small Business 

1-800-522-0088 (TTY: 711) までお電話ください。 

Khmer 
តថ្លៃ។ សោកអ្នកអាចទទួលបានអ្នកបកប្បផ្ល់មាត។់ សោកអ្នកអាចសាបស់គអានឯក 

រេ័ពទាសៅកានមជ្ឈមណលទំនាក
្ គា ល់ខលៃ ូរេ័ពទាសៅកានជនតាមសលខបែលមានសៅសលបណ័្ណ េមា នរបេសោកអ្នក ឬសៅទ កម្មវ Off Exchange 

ផ្សាររែ្ឋ California េូមសៅទរេ័ពទាសៅកានកម្មវធ

Korean 

1-888-926-5133 (TTY: 711) までお電話ください。Health Netによるグループプランについては、 

សេវាភាសាសោយឥតគ ទា ដា
សារឱ្យសោកអ្នកជាភាសារបេសោកអ្នក។ េ្មាបជ់នួយ េូមសៅទ ទំនងអតិ 

ធ
របេ់គស្មាងជាលក្ខណៈបុគគាល នង្ករុម្គរួសារ (IFP) តាមរយៈសលខ៖ 1-800-839-2172 (TTY: 711)។
េ្មាបទ់  On Exchange របេ់គស្មាង IFP តាមរយៈសលខ 
1-888-926-4988 (TTY: 711) ឬ្ករុមហនអាជវកម្មខ្តតចតាមរយៈសលខ 1-888-926-5133 (TTY: 711)។
េ្មាបគ់ស្មាងជា្ករុមតាមរយៈ Health Net េូមសៅទរេ័ពទាសៅកានសលខ 1-800-522-0088 (TTY: 711)។ 

무료 언어 서비스입니다. 통역 서비스를 받으실 수 있습니다. 문서 낭독 서비스를 받으실 수 있으며 
ID일부 서비스는 귀하가 구사하는 언어로 제공됩니다. 도움이 필요하시면  카드에 수록된 번호로

(IFP) Off Exchange: 고객서비스 센터에 연락하시거나 개인 및 가족 플랜 의 경우 
1-800-839-2172(TTY: 711) 번으로 전화해 주십시오. 캘리포니아 주 마켓플레이스의 경우

 
 

  
 

      
    

Japanese

주십시오. 

Navajo 

無料の言語サービスを提供しております。通訳者もご利用いただけます。日本語で文書をお読みす
ることも可能です。ヘルプが必要な場合は、IDカードに記載されている番号で顧客連絡センターま
でお問い合わせいただくか、Individual & Family Plan (IFP) (個人・家族向けプラン) 

IFP On Exchange 1-888-926-4988(TTY: 711) 1-888-926-5133(TTY: 711) , 소규모 비즈니스의 경우 번으로
Health Net 1-800-522-0088(TTY: 711) 전화해 주십시오. 을 통한 그룹 플랜의 경우 번으로 전화해

Doo b33h 7l7n7g00 saad bee h1k1 ada’iiyeed. Ata’ halne’7g77 da [a’ n1 h1d7d0ot’88[. Naaltsoos da t’11 
sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 n1 1k0dooln77[. !k0t’4ego sh7k1 a’doowo[ n7n7zingo 
Customer Contact Center hooly4h7j8’ hod77lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihj8’ 

Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711)bik11’ 47 doodago koj8’ h0lne’ . 
California marketplace IFP On Exchange 1-888- 926-4988 (TTY: 711) b1h7g77 koj8’ h0lne’ 47 doodago 
Small Business -888-926-5133 (TTY: 711) Group Plans through Health Netb1h7g77 koj8’ h0lne’ b1h7g77 47 . 
koj8’ h0lne’ 1-800-522-0088 (TTY: 711). 

Persian (Farsi) 
يد درخواست کنيد اسناد به زبان شما برايتان خوانده شوند. برای خدمات زبان بدون هزينه. می توانيد يک مترجم شفاهی بگيريد. می توان

 به شماره: IFP( Off Exchangeيان به شماره روی کارت شناسايی يا طرح فردی و خانوادگی (دريافت کمک، با مرکز تماس مشتر
TTY:711( 1-800-839-2172 تماس بگيريد. برای بازار کاليفرنيا، با )IFP On Exchange 4988-926-888-1 شماره 

TTY:711( يا کسب و کار کوچک )TTY:711( 1-888-926-5133 تماس بگيريد. برای طرح های گروهی از طريق )
Health Net با ،TTY:711( 1-800-522-0088 .تماس بگيريد )
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Vietnamese 
Các Dịch Vụ Ngôn Ngữ Miễn Phí. Quý vị có thể có một phiên dịch viên. Quý vị có thể yêu cầu được đọc cho 
nghe tài liệu bằng ngôn ngữ của quý vị. Để được giúp đỡ, vui l òng gọi Trung Tâm Liên Lạc Khách Hàng theo 
số điện thoại ghi trên thẻ ID của quý vị hoặc gọi Chương Trình Bảo Hiểm Cá Nhân & Gia Đình (IFP) Phi Tập 
Trung: 1‑800‑839‑2172 (TTY: 711). Đối với thị trường California, vui lòng gọi IFP Tập Trung 
1‑888‑926‑4988 (TTY: 711) hoặc Doanh Nghiệp Nhỏ 1‑888‑926‑5133 (TTY: 711). Đối với các Chương Trình 
Bảo Hiểm Nhóm qua Health Net, vui lòng gọi 1‑800‑522‑0088 (TTY: 711). 

In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net 
Life Insurance Company and Health Net of California, Inc. (Health Net) comply with applicable federal civil rights laws and do not 
discriminate, exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital status, 
gender, gender identity, sexual orientation, 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: 
IFP On Exchange/Covered California 1-888-926-4988 (TTY: 711)
 
IFP Off Exchange 1-800-839-2172 (TTY: 711)  

Group plans through Health Net 1-800-522-0088 (TTY: 711)
 
If you believe that Health Net has failed to provide these services or discriminated in another way, 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 grievance by mail, fax or online at: 
Health Net of California, Inc./Health Net Life Insurance Company  
Appeals & Grievances  
PO Box 10348 Van Nuys, CA 91410-0348  
Fax: 1-877-831-6019  
Online: healthnet.com (Group) or myhealthnetca.com (IFP) 
If you are not satisfied with Health Net’s decision or it has been more than 30 days since you filed the complaint, you may submit a 
complaint form to the Department of Managed Health Care (DMHC). The form is available at www.dmhc.ca.gov/FileaComplaint. 
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) if there is a concern of discrimination based on race, color, 
national origin, age, disability, or sex. 

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
www.dmhc.ca.gov/FileaComplaint
http://www.myhealthnetca.com
http://www.healthnet.com

	Last name: 
	First name: 
	MI: 
	Phone: 
	Email address: 
	covered other: Off
	Policy: 
	Member ID #: 
	Date of birth Mo: 
	Date of birth Day: 
	Date of birth Yr: 
	Name of doctor: 
	Medicare coverage?: Off
	Phone number of doctor: 
	Name of person preparing form please print: 
	Date: 
	Relationship, if applicable: 
	What dates were you traveling: 
	Nature of your emergency: 
	Were you admitted: Off
	How many times did you see the doctor: 
	How long were you ill: 
	Dates of admission: 
	Name of hospital: 
	Hospital address: 
	Country: 
	Hospital phone number: 
	Name of treating physician: 
	Receive diagnostic test: Off
	Treating physician phone number: 
	If yes, what type 1: 
	If yes, what type 2: 
	If yes, when: 
	Primary doctor notified: Off
	Surgical procedures: Off
	Name of other insurance company: 
	Subscriber/Member ID #: 
	Address of doctor: 
	Address: 
	City: 
	State: 
	ZIP: 
	Medical description: 
	Amount requested: 
	Signature: 


