BOSTON MEDICAL CENTER " ' 7.

MEMBER REIMBURSEMENT MEDICAL CLAIM FORM HEALTHNet PI_AN

(Please complete one form per family member, per provider)

INSTRUCTIONS

1. You will need your health care provider to assist and supply information in order to complete this form. It is recommended
that you bring this form with you to your consultation visit. Please also refer to the Help Sheet for additional information.

2. Please submit the completed Reimbursement Medical Claim Form along with the additional documents and receipts to the
BMC HealthNet Plan as soon as possible. The following documents are required.
a. Member Reimbursement Medical Claim Form (Completed and Signed)
b. Proof of services rendered (Itemized bill or invoice)
c. Proof of payment for the services being requesting for reimbursement (Receipt, bank statement, invoice with
payment details. For childbirth classes, include a certificate of course completion.)
The reimbursement review process takes approximately 4 to 6 weeks to complete.
Reimbursement will be sent by mail to the Plan subscriber at the address BMC HealthNet Plan has on record.
Keep a copy of all receipts and documents for your own records.

Timely Filing Limit: Submit the form with receipts within 6 months from the date of service for QHP and ConnectorCare
members. There is no filing limit for MassHealth members.
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SUBSCRIBER INFORMATION

Subscriber Last Name First Name ‘ Middle Initial

PATIENT INFORMATION

Patient’s BMC HealthNet Plan ID#
e N N N D D e N

Patient’s Last Name First Name Middle Initial

Date of Birth (MM/DD/YYYY) Telephone Number Email Address

CLAIM INFORMATION

(This section must be completed. Your health care provider can assist in completing this section.)

Health Care Provider’s Name and Address Setting where treatment was received:

] Outside the U.S. (describe in box below)

[ Hospital/Urgent Care Outside the Service Area
[] Hospital/Urgent Care Inside the Service Area
1 Doctor’s Office

] Laboratory/High Imaging

(] Other: (Describe)

Provider’s Telephone Number If the service was provided outside the country, include:
Name of Country:

What language is the bill written?

What currency was used for the payment?

National Provider Identification Number License#t and State of License

Continued on next page



MEMBER REIMBURSEMENT MEDICAL CLAIM FORM, Continued

If possible, include the itemized bill along with this completed form.

Diagnosis Code Diagnosis Date(s) of Service Procedure Code Procedure Amount Paid
Description for each service Description
S
$
S
S
$
S
Total Amount Paid | $

Patient Signature is required

| attest that the above information is true and accurate and that the services were received and paid for in the amount
requested as indicated above. | acknowledge that if any information on this form is misleading or fraudulent my
coverage may be cancelled and | may be subject to criminal and/or civil penalties for false health care claims.

| understand that reimbursement payment will be made to the Plan subscriber and will contain information about the
service (e.g., provider name, date, description of service). | also understand that BMC HealthNet Plan may request any
additional information it deems necessary to verify that services were received and payment was made.

Printed Name Signature Date

Please fold and mail this form (Including copies of required documents) to:
BMC HealthNet Plan
Member Services Dept.
529 Main Street, Suite 500
Charlestown, MA 02129

Your member handbook contains a full description of your covered services, coverage exclusions, any certain benefit
limitations or conditions and what cost-sharing you must pay for covered services.

If you have any questions on the reimbursement process or would like to check the status, contact Member Services at
MassHealth: 1 (888) 566-0010
QHP/ConnectorCare: 1 (855) 833-8120

Member Services is available Monday through Friday, 8:00 a.m. to 6:00 p.m.

Boston Medical Center HealthNet Plan complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex.

ATENCION: Si habla Espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingiistica. Llame al 1-888-566-0010 (TTY: 711).
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-888-566-0010 (TTY: 711).




MEMBER REIMBURSEMENT MEDICAL CLAIM FORM HELP SHEET

FIELD NAME DESCRIPTION

Subscriber Information

Patient’s BMC HealthNet Plan ID#

Patient’s Name

Patient Date of Birth

Provider’s Name, Address, telephone number,
Licensett, and State of License

In what setting did the patient receive treatment?

If the services were rendered outside of the U.S.

Diagnosis: What was the patient seen for?

Date(s) of Service

Procedures, services, or supplies provided

Total Amount Paid

Proof of Service(s)

Proof of Payment

Subscriber is the person:

e Who enrolls in BMC HealthNet Plan and signs the membership
application form on behalf of him/herself and any dependents.

e Inwhose name the premium is paid.

The ID number with two digit suffix found on the front of the BMC
HealthNet Plan ID card, underneath the member’s name.

Last and first name, middle initial of the patient who received the services.

Date of birth with 2 digit month, 2 digit day, and 4 digit year. For childbirth
class reimbursement: include the date of birth of the newborn or the
mother’s due date.

A provider includes, but is not limited to, hospitals, physicians,
optometrists, psychiatrists, licensed clinical social workers, durable
medical equipment suppliers and pharmacies.

Such as office, emergency room, outpatient hospital for x-rays, laboratory,
inpatient hospital, clinic, medical supply store, etc.

If applicable, indicate in what country the services were provided, the
language (if not English) the bill and proof of payment were written, and
in what currency the bill was paid.

Provide a diagnosis code and detailed description of illness or injury.
(Example: Flu, broken leg, asthma, etc.)

The date(s) the services were provided to the patient.

Provide a procedure code and detailed description.
(Example: X-ray, Office visit, Leg cast, etc.)

The total amount for which you are requesting reimbursement.

A document that demonstrates the service was actually rendered, listing
date(s) of service, service(s) provided, and dollar amount paid.

A document that demonstrates the payment made by the member for the
services provided by the health care provider or facility.

Examples include:

e Front and back of the cashed check written to the provider

e Acredit card statement or receipt

e A statement from the provider on the provider’s letterhead with
authorized signature indicating payment was made

e Receipt for purchased items or services with the provider’s name and
address pre-printed on the receipt, with items listed and total amount paid.



BOSTON MEDICAL CENTER \.‘ “p

HEALTHNez PLAN <
Multi-language Interpreter Services
Important! This information is about your BMC HealthNet Plan benefits. It needs to be translated right away. BMC

HealthNet Plan can translate it for you. If you speak English, language assistance services, free of charge, are
available to you. Call 1-888-566-0010 (TTY: 711).

A pal Sy Jalt 3 Lgllaa 5 ey 5 ol Aalali BMC HealthNet Plan dad U jas Gl Cls glaall ska 1ala
Woad s el caimads 1335 I0JERe ks #aah Waate 38 106 s o A izl (A Lhea 3 BMC HealthNet Plan
(ARA) 1-888-566-0010 (TTY: 711)

EEET | BRI BMC HealthNet Plan fIREFIETEF, - EET7EIERE - BMC HealthNet Plan 515 75E1:E - 405
EERERET FEL B BRE S RIRFEFEIE + 1-888-566-0010 (TTY: 711) - (CHT)

Important | Ces informations concement votre régime d’assurance BMC HealthNet. Elles doivent donc étre traduites
immeédiatement. BMC HealthNet Flan peut les traduire pour vous. Si vous parlez francais, des services d'aide
linguistigue vous sont proposeés gratuitement. Appelez e 1-888-566-0010 (TTY: 711). (FR)

ZNHavTIKO! O TTapouoeg TTANPOYOPIES aPopoUY TIC TIAPOXEC OUg OXeTIKA e 10 BMC HealthNet Plan. Mp€ el va
peTagpaoTolv apécws. To BMC HealthNet Plan ptropeivarapetagpaoey inecas. Av HIAATE EAANVIKG, o1 81G0eor oag
Bpiokovral uTinpecieg YAWOGIKAE UTTOOTHPIENG, O oTTolE TTOpEYovTal Duwpedy. Kaiéote 1-888-566-0010 (TTY: 711). (GR)

Heeetyel 4 M@l Rl BMC HealthNet Plan otl cllet [l 8. Aoll_drct % usjalle sclloll 32 8. BMC
HealthNet Plan il 12 uefcle 531 9k 8. A il YAl clletdl la, dl ewst ustaL Acizd), (detl e,
cHIRL ML Gueokl B, 1-888-566-0010 (TTY: 711) U2 Sld 53\, (GUJ)

Enpoétan! Enfomasyon sa yo konséne avantaj BMC HealthNet Plan ou. Nou bezwen tradui yo touswit. BMC
HealthNet Plan kapab tradui yo pou ou. Siw pale Kreyol Ayisyen, gen sevis ed pou lang Ki disponib gratis pou ou.
Rele 1-888-566-0010 (TTY: 711). (HC)

AgcaquT! AE SARRT HTTH BMC HealthNet Plan & @mst & aX & §. g3 R egare A H
Jaegehcr §. BMC HealthNet Plan 39eh foT Qi SHT 3fjdie #X Tehal §. Jie 3T FEr 89T terd &,
ar 3 v @Res ST WEriar #are 3uerey . 1-888-566-0010 (TTY: 711) 1 el &Y. (HIN)

Importante! Questa informazione riguarda i benefici del suo BMC HealthNet Plan. E necessario tradurla subito.
BMC HealthNet Plan pu0 tradura per lei. In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il humero 1-888-566-0010 (TTY: 711). (IT)

UHE ¢ FSEISHS USRS 0O IS CUU #NXSUUSH U BMC HealthNet Plan iUsiUis s fL, iFNIUMSURhUS) S9BMC
HealthNet Plan MSUSSUjRIUCH UISSTISY 11 iliTaSmgsSunty Manizd, i SRugsmMman ishwssSsay

U BINUUISEONUUT MY G SO0 1-888-566-0010 (TTY: 711) % (KHM)

ZQAISH = M2 = 252 BMC HealthNet Plan 420l LHSt 2122, = Al 51 0F 2 LILH BMC HealthNet Plan
0l PBHE Chalal e ol |M:.L,|u. B2 AFEXIZIHE 210 I8 MHIAS S22 M2 S2LICH 1-888-566-
0010 (TTY: 711) 2 &

sgsi')@u auunmonu wnu.?mvoeagmma'm ccc.m:rm 0 cdw ] ccsocho (BMC Health Net Plan)
213vucvajloccu?umum w9 O cau 3 ccsocho U lonmld. TUogI0: 11909 WINVCONWIZI 990,
NMLOINIFOBCTSOMWIT, ?nuucs,)m covbwenlomi, tns 1-888-566-0010 (TTY: 711). (LAO)

Important! This material can be requested in an accessible format by
calling 1-888-566-0010.



Wazne! Te informacje dotyczaca korzysci zapewnianych przez BMC HealthNet Plan. Konieczne jest ich
natychmiastowe przettumaczenie. BMC HealthNet Plan moze przettumaczy¢ je dla Ciebie. Jezeli méwisz po polsku,
mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-888-566-0010 (TTY: 711). (POL)

Importante! Esta informacéo € sobre os beneficios de seu Plano BMC HealthNet. Ela precisa ser traduzida
imediatamente. O Plano BMC HealthNet pode traduzi-la para vocé. Se fala portugués, encontram-se disponiveis
servigos linguisticos, gratis. Ligue para 1-888-566-0010 (TTY: 711). (PTB)

BaxxHo! OT1a nHpopmauna kacaetcq sawmx norot no nnadHy BMC HealthNet Plan. Ee Heobxogumo nepesectu
He3amMeAnuTenbHO. Takylo yecnyry Bam moxeT npegoctasutb nnaH BMC HealthNet Plan. Ecnun Bbl roBopuTe Ha
PYCCKOM fi3blke, TO Bam A0CTyNHbl GecnnaTHble yenyrn nepeesoja. 3soHuTe 1-888-566-0010 (TTY: 711). (RUS)

ilmportante! Esta informacién es sobre los beneficios de su BMC HealthNet Plan. Necesita traducirse
inmediatamente. BMC HealthNet Plan también traducirlo por usted. Si habla Espafiol, tiene a su disposicién servicios
gratuitos de asistencia linglistica. Llame al 1-888-566-0012 (TTY: 711). (SP)

Lwu y! Bay la thong tin'vé phuc loi BMC HealthNet Plan ctia ban. Cén phai dich ngay. BMC HealthNet Plan co
thé dich no6 cho ban. Néu ban néi Tiéng Viét, co cac dich vu ho trog ngdn nglr mién phi danh cho ban. Goi s6
1-888-566-0010 (TTY: 711). (VIET)

Notice About Nondiscrimination and Accessibility Requirements and Nondiscrimination
Statement: Discrimination is Against the Law

Boston Medical Center HealthNet Plan complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex. Boston Medical Center HealthNet Plan does not exclude
people or treat them differently because of race, color national origin, age, disability, or sex. Boston Medical Center
HealthNet Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Wiritten information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, contact Boston Medical Center HealthNet Plan.

If you believe that Boston Medical Center HealthNet Plan 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:

Civil Rights Coordinator

529 Main Street, Suite 500

Charlestown, MA 02129

Phone: 1-888-566-0010 (TTY/TDD 711)
Fax: 1-617-897-0805

Hours: Monday-Friday 8:00 a.m. - 6:00 p.m

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Boston Medical Center
HealthNet Plan 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.isf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room S09F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are also available at http://www.hhs.gov/ocr/office/file/index_html.
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