-I- PROVIDENCE

Member Reimbursement Form for Medical Claims
Health Plans

ONE FORM PER PATIENT PER PROVIDER
Please print clearly, complete all applicable sections and sign. Retain a copy for personal records. Proof of Payment is required. Please submit all documents
to: Providence Health Plans Attn: Claims Processing P.O. Box 3125 Portland, OR 97208-3125

1. Patient’s Name: 2. Patient’s Member I.D.#: | 3. Insured's Group #:
(Last) (First) (Middle)
4. Patient’s Address: 5. Patient's Phone Number: | 6. Patient's Date of Birth:

7. Custodial Parent Information: For reimbursement requests from a Legal Custodial Parent not on the plan, please provide Name,
contact phone # and address payment is to be mailed to:

The following information must be obtained from your provider or included on your itemized statement or bill from your provider.
If the itemized statement includes the information required in fields 8-9, you do not need to complete those sections on the form.
Do not send originals as they will not be returned to you. For durable medical equipment or supplies, doctor's order/prescription required.

8. Dates of Place of Service Diagnosis Codes Procedure Codes | Amount Charged Amount Paid
Service (Office, ER, Urgent, Hospital, Clinic, | (ICD-10 codes required for
Pharmacy, Ambulance, Home) dates on or after 10/1/15)
9. Provider’s Name: 10. Other Insurance information: 11. Condition was related to:
Is the patient covered by another plan? A. Patient’s Employment? L&I
Provider’s Tax L.D. #: 0 Yes [ No [1Yes [INo
. ident?
Name of other insurance company: B. Auto Accident?
, JYes [INo
Provider’s Billing Address:
If the other insurance made a payment, please C. Date of Incident:
include Explanation of Benefits

12. Foreign Claims
For services out of the country, please explain where services were rendered (e.g. Office, Urgent Care, ER, Pharmacy) and explain
nature of injury or illness:

13. Please attach one of the following proofs of payment:

[ Copy of receipt, provider invoice or statement that indicates the amount paid to the provider and method of payment

If a receipt or invoice showing proof of payment is not available, you may provide one of the following:
[] The front and back of the cleared check written to the provider
[0 A copy of the credit card statement that includes the charges and the provider's name.

14. Signature is required:

I attest that the above information is true and accurate, and the services were received and paid for in the amount
requested as indicated above.

Signature: Date:

We encourage claim submission within 60 days of the date of service. Claims must be received by Providence Health Plans within
365 days of the date of service; claims not received within this time frame are not eligible for benefit payment. Submission of this
form does not guarantee reimbursement. For any questions, please contact Customer Service at 1-800-878-4445 (TTY: 711) or
visit us online at www.ProvidenceHealthPlan.com.




Non-discrimination Statement

Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws
and do not discriminate on the basis of race, color, national origin, age, disability, or sex. Providence
Health Plan and Providence Health Assurance do not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex.

Providence Health Plan and Providence Health Assurance:
e Provide free aids and services to people with disabilities to communicate effectively with us,
such as:
0 Qualified sign language interpreters
0 Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provide free language services to people whose primary language is not English, such as:
o0 Qualified interpreters
o Information written in other languages

If you are a Medicare member who needs these services, call 503-574-8000 or 1-800-603-2340. All
other members can call 503-574-7500 or 1-800-878-4445. Hearing impaired members may call our TTY
line at 711.

If you believe that Providence Health Plan or Providence Health Assurance 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 with our Non-discrimination Coordinator by mail:

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158

If you need help filing a grievance, and you are a Medicare member call 503-574-8000 or 1-800-603-
2340. All other members can call 503-574-7500 or 1-800-878-4445. (TTY line at 711) for assistance. 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.qgov/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, 1-800-537-7697 (TTY)

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




Language Access Information

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-878-4445 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica. Llame al
1-800-878-4445 (TTY: 711).

CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu ho tro ngdn ngit mién phi danh cho ban. Goi s6 1-800-
878-4445 (TTY: 711).

AR MBRSERERTX, BuLUREEFESEMRE., FHE 1-800-878-4445 (TTY: 711).

BHUMAHME: Ecnu Bbl rOBOPUTE Ha PYCCKOM A3bIKe, TO BaM A0CTYyMHbl 6ecnnaTHble ycayru nepesoaa.
3soHuTe 1-800-878-4445 (tenetann: 711).

FO: St HE MEDIANI= B3R, A XA MEIAE 22 0/ E0H4A &= UASLIC 1-800-878-
4445 (TTY: 711) Ho 2 MGl =& Al

YBATA! AIKLLO0 BM pO3MOBASAETE YKPATHCbKOK MOBOO, BU MOKETE 3BePHYTUCA A0 BE3KOLTOBHOI CyXKbun
MOBHOI NiaTPUMKM. TenedoHyite 3a Homepom 1-800-878-4445 (tenetain: 711).

AERIE: HAEZEINDSE. BHOEEXEZ CFRAWZITET, 1-800-878-4445
(TTY: 711) ¥ T, BEBEFEICTITERLFZS D!

1-800-878-4445 & 3 Juai) . laally @l il 55 4 gall) sacbsall ciladd o Aalll 3 Ghaati i€ 13 1aka gale
(TTY: 711) (oSl 5 aual) caila o8 )

ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati
la 1-800-878-4445 (TTY: 711).

Ut 1G0SMERSUNW Mgl NS SWiNAmMman nwESAmu
AFNGEISIINUUIESY GI gitUe) 1-800-878-4445 (TTY: 711)1

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-878-4445 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfliigung. Rufnummer: 1-800-878-4445 (TTY: 711).
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ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-878-4445 (ATS : 711).

Ben: Hnumanim eanansnsaliisnisdaamaananiméng e 1-800-878-4445 (TTY: 711)





