Hy

HealthNet: Member Reimbursement

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:

Clalm 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

Health Net, Inc.

Commercial Claims

PO Box 9040

Farmington, MO 63640-9040

Mail all documents to:

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

Section 2: Other insurance — Complete if it applies.

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

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

LI Yes (Complete information below.) [1No

Name of other insurance company:

Policy #:

Subscriber/Member ID #:

Name of doctor and/or facility:

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

Does this member have Medicare coverage? [1Yes []No

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:

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.

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.
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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 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).
2 711).

Arabic
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Armenian

Utddun (Equljut swnwynipynitiikp: Inip Jupnn tp pumbwdnp pupgduithy uinwbwyg:
Quunwpnpbpp jupnn ki jupnuy dkp 1kqyny: Oquntpjut hwdwp quiuquhwpbp Zwdwpnpyutnh
uyuuwpdub YEunpnt dkp ID pupwnh Jpu tpdws hipwpunuwhwdwpny jud quiquihwpbp
Individual & Family Plan (IFP) Off Exchange" 1-800-839-2172 htnwjunuwhwdwpny (TTY" 711):

Y h$nplhwyh hudwp quiquhwptp IFP On Exchange’

1-888-926-4988 htinwijunuwhwdwpny (TTY" 711) ud ®npp phqukuh hwdwp

1-888-926-5133 htinwlunuwhwdwpny (TTY" 711): Health Net-h ludpwjhtt spugptph hwdwnp
quiiquhwphp 1-800-522-0088 htnwjunuwhwdwpny (TTY 711):

Chinese
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Hindi
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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 ghov 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).



Japanese
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Khmer
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URTERE AN YR SRABIHAN (IFP) MUIIIISS 1-800-839-2172 (TTY: 711)4
CUTNUE NI California AyBiUTIgIEdEiSIMSHAYIR On Exchange IUATHIfEY IFP MBIty
1-888-926-4988 (TTY: 711) UBU]SHITIRYHHEMUII:INUS 1-888-926-5133 (TTY: 711)4
EUNUMENMABMBI: Health Net fyBiuTIgiadgigimsifug 1-800-522-0088 (TTY: 711)

Korean
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Hs}e] F4A1 Q.. Health Net& 53 155 & €] 7 1-800-522-0088(TTY: 711)H 2. = 7 5}3}
FAA .

Navajo

Doo baah ilinigdd saad bee haka ada’iiyeed. Ata’ halne’igii da ta’ nd hadidoot’jjt. Naaltsoos da t'aa
shi shizaad k’ehji shich{’ yidooltah ninizingo t’aa na akodoolniit. Akdt’éego shiké a’doowot ninizingo
Customer Contact Center hoolyéhijj’ hodiilnih ninaaltsoos nanitingo bee néého’dolzinigii hodoonihjj’
bikaa’ éi doodago kojj’ hélne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711).
California marketplace bahigii koji’ hdlne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) éi doodago
Small Business bahigii koji’ hdlne’ -888-926-5133 (TTY: 711). Group Plans through Health Net bahigii éi
koji’ hélne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
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Panjabi (Punjabi)
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Russian

BecraTHaA OMOINE ePeBOITHKOB. BEI MoXKeTe IOTYIHTE IOMOITE Iepe®ITHKA. BaM MOTYT IpoTHTaTh
TOKYMeHTH! Ha BamreM pogroM #3bike. Ecan Baum HyKHa HOMOING, 3BOHHTEIO Teledony IleHTpa moMomH
KIHSHTaM. YKAa3aHHOMY Ha BalleH KapTe yIacTHHKA IUTaHa. BEI Takke MpKeTe MO3BOHHTE B 0TS IIOMOIIH
VIACTHHKAM He IPeICTAaBIeHHBIX Ha (heIepaTbHOM PRIHKE [UIAHOB I71A YaTHBIX THII H ceMeil

(IFP) Off Exchange 1-800-839-2172 (TTY: 711). YuactHHKH I11aHOB 0T California marketplace: 3BoHHTe
B OTJeT TIOMOIITH YIacTHHKAM TpeqcTaBIeHABIX Ha (enepansHOM priEkarTanos [FP(On Exchange) mo
renedony 1-888-926-4988 (TTY: 711) uaa B 0TAeT IITaHOB A4 Magoro Om3ueca (Small Business) mo
resechony 1-888-926-5133 (TTY: 711). VuacTHHKH KOUTEKTHBHBIX IITaHOB, IPEIOCTABIAEMEBIX Uepe3
Health Net: ssonnre no renecpony 1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. obtener el servicio de lectura de documentos y
recibir algunos en su idioma. Para obtener ayuda. comuniquese con el Centro de Comunicacion con el Cliente
al mimero que figura en su tarjeta de identificacién o llame  plan individual y familiar que no pertenece al
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de
California. llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al
1-888-926-4988 (TTY: 711): para los planes de pequeiias empresas, llame al 1-888-926-5133 (TTY: 711).
Para planes grupales a través de Health Net. llame al 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya
(Individual & Family Plan. IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace. tumawag sa
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711).

Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai
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Vietnamese

Céc Dich Vu Ngon Ngit Mién Phi. Quy vi c6 thé c6 mét phién dich vién. Quy vi ¢6 thé yéu cau duoc doc cho
nghe tai liéu bang ngdn ngir ciia quy vi. Dé dugc gitp d&, vui 1 ong goi Trung Tam Lién Lac Khach Hang theo
s6 dién thoai ghi trén thé ID ciia quy vi hodc goi Chwong Trinh Bao Hiém Ca Nhan & Gia Dinh (IFP) Phi Tap
Trung: 1-800-839-2172 (TTY: 711). Di véi thi trudng California, vui long goi IFP Tap Trung
1-888-926-4988 (TTY: 711) hodc Doanh Nghiép Nho 1-888-926-5133 (TTY: 711). Bdi véi cac Chuong Trinh
Bao Hi€m Nhom qua Health Net, vui long goi 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:

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).

« 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 (T'TY: 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.
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