w UnitedHealthcare
Medical Reimbursement Request Form

You can use this form to ask us to pay you back for covered medical care and supplies. This
includes medical, dental, vision, hearing, and foreign travel care and supplies.
e Check your plan materials to find out what your plan will pay for.
e Print your responses in black ink.
e Fill out a separate form for each member and each provider.
e Include billing statements from your doctor or supplier for each item. It should
include a full description of the service or supplies received.
e Include proof of payment (such as a paid receipt, invoice, or a provider statement)
for each item.
e Forforeign travel, fill out one form for each member for the entire trip.
e There is a separate form for prescription drug reimbursement. Exception: You can
use this form for both medical and prescription drugs for foreign travel.
e Send the completed form and paperwork to the Medical Claim Address on the
back of your member ID card. You can find the address in the For Providers section
on the back of your card.

Information about the member who received medical services or
supplies

Full name

Address

City State__ ZIP

Phone number ( ) O Male O Female
Date of birth

Member ID number Member Group number

Information about other insurance coverage

Please tell us if you have other insurance, such as Travel, Veterans benefits or other
employer insurance. Send us a copy of the insurers’ Explanation of Benefits that includes
the medical care or supplies you are asking us to reimburse. This will help us determine
who pays first (primary responsibility) and who pays second (secondary responsibility).

Name of Insurance Policy Number
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Has workers’ compensation refused to cover your 0 Yes [0 No [O NA
accident or injury?

If yes, please send us a copy of your Explanation of Benefits or paperwork from a lawyer or
workers’ compensation saying that it doesn’t cover your illness or injury. Check ‘NA’ (Not
Applicable) if you did not submit for coverage.

Has your auto insurance policy refused to cover your [0 Yes [ No [ NA
accident or injury?

If yes, please send us a copy of the paperwork from the auto insurance company or a lawyer
saying that it doesn’t cover your illness or injury. Check ‘NA’ (Not Applicable) if you did not
submit for coverage.

Information about your frames or lenses
Are you submitting for a routine eyewear reimbursement? [0 Yes 0[O No

Are you submitting for a cataract benefit? 1 Yes O No
If submitting for a cataract benefit, what was the date of the surgery:

Where did you get medical care or supplies?

[0 Doctor’s office [0 Urgentcare [1 Emergency room [1 Home
[ Assisted living facility or nursing home [ Hospital
1 Other

Did you get dialysis outside of the plan’s service area? Ll Yes 0O No
Check ‘No’ if you are enrolled in the UnitedHealthcare Senior Supplement plan.

Name of doctor or facility

Address

City State ZIP

Medical care or supplies you received on a cruise or traveling to a
foreign country

Type of travel: [0 Cruise [ Foreign country

Note: Puerto Rico, U.S. Virgin Islands, Guam, the Northern Mariana Islands, Saipan, Tinian,
Rota, or American Samoa are U.S. territories, not foreign countries.

Foreign services must be for emergency or urgently-needed services. Please describe the
situation that required the services that were provided.

What city and country were you in when you received medical care or supplies?

What currency were you billed in?
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What currency did you pay in?

e Did you get a discount or refund from the provider? Ll Yes O No
If yes, how much?
e Did you pay a copay or coinsurance? [0 Yes [ No

If yes, how much?

If you have a UnitedHealthcare Senior Supplement plan you must include a copy of
your travel plan or itinerary.

Member signature

Signature Date

When | sign above, | am stating that the information on this form is correct, to the best of my
knowledge. | understand that if | put information on this form that | know is not true, | could
face fines and prison under federal law.

[0 Check this box if you’re signing on behalf of the member.

If | sign for the member, it means | have the legal right under state law to sign. | can show
written proof of this right if Medicare asks for it.

If you are completing this form for the member, please provide your name, address,
and phone number

Full name

Address

City State ZIP

Phone number ( )

What is your relationship to the member?

0 Spouseor [ Relative [0 Attorney [ Estate 1 Other
partner representative

Have you been appointed or designated to act as a representative [ Yes O No
for the member?

If you answered yes, you must include paperwork when you submit this form showing you
have the legal right to act for the member (such as Power of Attorney or Medicare’s
Appointment of Representative Form). You can find the Appointment of Representative
Form on the plan’s website, included with this form or you can call Customer Service and
ask them to send you the form.

If you answered no, all communication and activity regarding this claim will be sent to the
member only.

MRAMR4928CM Page 3



¥ abed INDSZ6YHINVHIN

‘Juswasinquiial Aw
Buisseooud uaym [nydiay oq ||IM Uiy} | UOIBWIOUL JBYJO PUE S|ielep |euolppe yum Jjaded Jo 10ays ajesedas e papn|oul aAeY | []

oN O
SOA [

ON O
SoA [

ON O
SoA [

ON O
SoA [

oN O
SoA [

ON [
SOAX]

00°€cts

00°€ct$

I

(a1dwiex3) ysin 9010

(sjdwex3g) selaqgeiq

XX02/SL/1L

épapnpoul
jusawAed
jJo jooud

pred noA
junowy

junowe
pailig

SHSIA 1O
swa) jo
JaquinN

Ajddns 10 991n19s Jo uondiiasaqg

ssau||I 10 sisoubeiq

29o1MI9S
jo ajeq

(-010 ‘paeD UPBID Xo8yo) pred NnoA moH O

pred noA 1eyi e1ep ay| O

pred noA 1eyl junowe ay| O
(unowre pa||Iq) ®21MI8S BY] JO 1S00 8Y] O
paAle0al NOA 82I1AI8S 8y O

:uoljewJoul Buimoyj|oy

Byl apn|oul 1snw uswAed Jo jooud oy -uswalels Japiroid e 1o ‘@o1oAul ‘1diedal pied e se yons ‘quawAed Jo Joold e
‘panlgoal saljddns 1o saoiIAIes 8y} o4 Jaljddns/10100p JNOA woly Juswalels buliqy e
:9pN|oul 0] PaaU ||IM NOA ‘@o1AI8s Yyoes 404 “Jaded Jo 80a1d ajesedas B 8sn ued NOA ‘W00 810w pasu nok | ‘abieyd
92IAI9S YOBa 10} dul| 81esedas e 1no |14 "HUeyd ay) 819|dwod noA djay 03 aul| 1s41) 8yl uo ajdwexa ue papinoid BA9\\ "8JedIpaN
ul ayedioiued o3 9|qibie si 1eyy Jopinoid e wods 89 1snw salddns 10 S82IAISS 8 "UOITBWIOUI 8y} JO) WBY] YSE puB 82140 JIdy}
[|leo ued noA Jo ||1g SJo1jddns 40 J0}00p JNOA UO UOIIBWIOLUI SIY] PUl} UBD NOA *403 pied noA yeym sn |9} 0} Heyd siy} 3no |14
40} pred noA sajddns 410 aJed |esipaw 3y} ynoqge sjieraq




Ready to send the completed form?

Please send the completed form and paperwork to the Medical Claim Address on the
back of your member ID card. You can find the address in the For Providers section on the
back of your card.

Before you put it in the mail, make sure you:
e Completed and signed the form.
e Include copies of all the paperwork we asked for, including:
0 Billing statements from your doctor or supplier for each line item above. It
should include a full description of the service or supplies received.
0 Proof of payment such as a paid receipt, invoice, or a provider statement for
each line item above.
0 Explanation of Benefits from other insurer, if applicable.
0 Travel plan or itinerary (UnitedHealthcare Senior Supplement only).
0 Power of Attorney or Appointment of Representative form, if applicable.
e Keep a copy of everything you send us.
e Request reimbursement within 1 year from the date of service. We may not be able
to process your reimbursement after that time.

We will process your request based on your plan benefits. When completed, we will send
you a check or a follow-up letter.

Questions? We’re here to help.
Call the toll-free Customer Service number on the back of your member ID card.
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Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated
companies, a Medicare Advantage organization with a Medicare contract and a Medicare-
approved Part D sponsor. Enroliment in the plan depends on the plan’s contract renewal
with Medicare.

The company does not discriminate on the basis of race, color, national origin, sex, age, or
disability in health programs and activities.

We provide free services to help you communicate with us. Such as, letters in other
languages or large print. Or, you can ask for an interpreter. To ask for help, please call the
member toll-free phone number listed on your ID card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a
su disposicién. Llame al numero de teléfono gratuito que aparece en su tarjeta de

identificacion.

IR MRERPL(Chinese), BMEEAGCIRUESHIMRSE. FRITEE KM
m it BE A BIERE.
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