‘1? Med.icare Advantage
Health Net' member Claim Form

MEDICARE PROGRAMS

This form may be used by members to file a claim with Health Net of Arizona, Inc., Health Net of California, Inc.,
Health Net Community Solutions, Inc., Health Net Health Plan of Oregon, Inc., Health Net Life Insurance Company,
and MHN Services. Complete the claim form for each member submitting bills for reimbursement of covered
services. To avoid any delay, be sure to answer each question completely. Once you have completed the form,
please print it out and sign it where applicable on pages 2 and 3.

Please attach fully itemized bills and proof of payment or ask your health care practitioner to complete Step 2
on pages 2 and 3 of this form.

Step 1: Complete and submit this form to the appropriate address listed for your plan on page 4 of this form.
Your plan name can be found on your Health Net member ID card. For Behavioral Health claims, submit
the completed form to the listed MHN Claims address on page 4 of this form.

Member information — Member # must be indicated to assure prompt processing of this request.

Last name: First name: MI: | Member #: Group #:
Residence address: City: State: | ZIP:
Date of birth (Mo / Day / Yr): | Phone #: Email address:

Marital status: [ ] Married [] Single [] Domestic partner

Iliness/Injury/Pregnancy information

Name of referring health care practitioner:

Is the injury or illness work-related? [ Yes [ No Date accident or illness occurred:
If “Yes,” employer’s name:

Other health insurance information

Is patient presently covered by other medical insurance?

L] Yes [ No

Name of other insurance company: Policy #: Effective date: Member ID #:
Insurance company address: City: State: ZIP:
Name of insured policy holder: Social Security # (optional): | Date of birth:
Employer name: Employer address: City: State: | ZIP: Phone #:

(continued)
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Authorization to obtain and release medical information

I hereby authorize any physician, health care practitioner, hospital, clinic, or other medically-related facility 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.

Signature of subscriber: Phone #:

X

Name of person preparing form (please print):

Step 2: Health care practitioner statement.
If you don't have an itemized bill and proof of payment, please have your health care practitioner or supplier
complete the following sections, making sure all information is addressed.

Patient information (to be completed by the patient)

Last name: First name: MI:

Release of medical information Assignment of medical benefits

I authorize the release of any medical information
necessary to process this claim.

Signature of insured or authorized person
(parent or guardian if patient is a minor):

X Date:

Date of illness (first symptoms)

or injury (accident): this condition:

I authorize payment of medical benefits to the
undersigned health care practitioner or supplier for
services described below.

Signature of insured or authorized person:

X Date:

Health care practitioner or supplier information

Date you were first consulted for

Has patient ever had the same or
similar symptoms? [ Yes [] No
If “Yes,” date(s):

Date patient is able to return to

Dates of total disability:

Dates of partial disability:

work: From: Through: From: Through:
Name of referring health care practitioner: Hospitalization dates for related
services:
Admitted: Discharged:

(if other than home or office):

Name and address of facility where services were rendered

Laboratory work outside your office:
[] None [] Yes Charges:

(continued)
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Diagnosis or nature of illness or injury — Relate diagnosis to procedure in column D by reference to

number 1, 2, 3, or 4, or DX code. Please give CPT-4 procedure code in C and ICD-10 in D below.

1.
2.
3.
4.
A Bl C - Procedures, medical services or
Place supplies furnished D F
Dates £ ’ : E ; I
of ot Procedure Description (explain unusual IRV Charges (interna
service | Service code P XPp : ) code use)
code (identify) services or circumstances

1Place of service codes: Total charge: Amount

; paid:
11 Doctor’s office 24 Ambulatory surgery 81 Independent
12 Patient’s home center laboratory
20 Urgent care facility ~ 31 Skilled nursing facility 99 Other vlace of
21 Inpatient hospital ~ 41 Ambulance P Balance due:

. . service
22 Outpatient hospital 55 Residential substance
23 Emergency room abuse treatment

facility
Signature of health care practitioner or Accept assignment? Health care practitioner or supplier
supplier: [J Yes [ No name, address, ZIP code, and
(If “Yes,” Tax ID # must be | telephone:

X given below.)
Date:

Your patient account #:

Health care practitioner
Tax ID #:

License #:
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Submit this form to the appropriate address listed below. Your plan name can be found on your
Health Net member ID card.

 California:

Health Net of California, Inc. Health Net Life

or Health Net Community Insurance Company (PPO)
Solutions, Inc. PO Box 14703

(HMO and HMO SNP) Lexington, KY 40512-4703

PO Box 14703
Lexington, KY 40512-4703

o Arizona:  Oregon/Washington:
Health Net of Arizona, Inc. (For Oregon and Health Net Life Insurance
PO Box 14730 Washington HMO Plans) Company (PPO)
Lexington, KY 40512-4730 Health Net Health Plan PO Box 14130

of Oregon, Inc. Lexington, KY 40512)

PO Box 14130

Lexington, KY 40512

o All regions and plans:

MHN Claims
PO Box 14621
Lexington, KY 40512-4621

If you have any questions about your Health Net membership, please call Health Net Member Services. From
October 1 through February 14, our office hours are 8:00 a.m. to 8:00 p.m., 7 days a week, excluding certain
holidays. However, after February 14, your call will be handled by our automated phone system on weekends
and certain holidays.

® Arizona: 1-800-977-7522 (TTY: 711)

e California: (HMO) 1-800-275-4737, (PPO) 1-800-960-4638, (HMO SNP) 1-800-431-9007 (TTY: 711)

® Oregon/Washington: 1-888-445-8913 (TTY: 711)

For your protection, Arizona, California, Oregon and Washington laws require the following statements
to appear on this form.

Arizona: Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to
criminal and civil penalties.

California: 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.

Oregon: Any person who knowingly presents a false or fraudulent claim for the payment of a loss may be
guilty of a crime and may be subject to denial of insurance coverage, fines, civil damages and confinement in
state prison.

Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance
company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of
insurance benefits.

Health Net has a contract with Medicare and the Arizona and California state Medicaid programs to offer HMO,
PPO and HMO SNP coordinated care plans. Enrollment in a Health Net Medicare Advantage plan depends on
contract renewal. Health Net of Arizona, Inc., Health Net of California, Inc., Health Net Community Solutions,
Inc., Health Net Health Plan of Oregon, Inc., Health Net Life Insurance Company, and MHN Services are
subsidiaries of Health Net, Inc. Health Net is a registered service mark of Health Net, Inc. All rights reserved.
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Health Net complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Health Net does not exclude people or
treat them differently because of race, color, national origin, 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 1-800-275-4737
(TTY: 711), 8:00 a.m. to 8:00 p.m., Pacific time, seven days a week.

If you believe that Health Net 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 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 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).

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



Multi-Language Insert

Multi-language Interpreter Services

English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Spanish:
ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Chinese:
AR RS ] DL EESRE S TREIARTS o 55ELEE 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)

Tagalog:

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (TTY: 711).

French:
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (ATS :711).

Viet,nqmesgz ) . 5 ,
CHU Y: Néu ban n6i Tiéng Viét, c6 cac dich vu ho trg ngdn nglt mi€n phi danh cho ban. Goi s6
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY:711).

Korean:

Fo: st E AIEotAle 82, 90 XI& AMHIAE 22 0[Eota &= JUSLILCH
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) H2 2
Matolf =&AL,
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Russian:

BHUMAHME: Eciiu BB TOBOPUTE HA PYCCKOM SI3BIKE, TO BaM JIOCTYITHBI OCCIIJIaTHBIE YCIIYTH
nepeBofa. 3BOHUTE 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(Teneraumn: 711).

Arabic:
o deail @l a6 4 gall) sac Lusall cilena ()8 cdalll S ¢aani cui€ 1)) ik sala
284l g anall Caila o8 ) 1.800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(711

Hindi:
T & TS 3T g8 AT g Al 3Teh ol {Fq § ATHT HgrIar 4410 I 5
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) 9L HA

FY|

Italian:

ATTENZIONE: In caso la lingua parlata sia 1'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (TTY: 711).

Portugugse:
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

French Creole:
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ¢d pou lang ki disponib gratis pou ou. Rele
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Polish:
UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Japanese:

TIEFHE: BAREZEINDGGS. BHOSEEZ ARV EITET . 1-800-977-7522
(Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)E T, HE/EEIZT TE#K <
=&,



Farsi:
Ak (e @) 8 Led ) OB G s (Al ) Sl (A (0 SR B gl 4 A s s
ol 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711) L

RPN

Armenian:

NRTUNRLNRESNPL Gph ununud bp huybpkl, wyw dkq wi]&wp jupnn i npudwnpdty
1Equljut wowljgnipjut Swinwynipiniutitp: Quuquhwntp 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY (hknwinhuy) 711):

Cambodian:

ptine sfdemunfonw manier, wndgmwitnman shwiefnayu Mnsmerintddune  § gialg
k2

-1

1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)4

Punjabi:

ufvs ©fg1 3t I <fg raTfesT AeT 393 et Hes Gusyy 31,7 3t uat gwe J
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711)3 IS '
CEl

Thai:
Fou: Hguuanu negauansaldusmsmemaonemelans Tns 1-800-977-7522 (Arizona),
1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Laotian:
U090V 11209 YIVCIMWITI 299, NIWOINIVFOLCHDAIVWIFI, LoBVCS jO9, cclLDWD L LY

V9. lns 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Serbo-Croatian:

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi dostupne su vam
besplatno. Nazovite 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY- Telefon za osobe sa osteé¢enim govorom ili sluhom: 711).

Ukranian:

VYBAT'A! SIkuio Bu po3MOBIIsi€ETe€ YKPAiHCHKOO MOBOIO, BU MOKETE 3BEPHYTHCS J10
0€3KOIITOBHOI CITy>kO1 MOBHO1 TiaTpuMKH. Tenedonyiite 3a HomepoMm 1-800-977-7522
(Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (Tenerau: 711).



Syriac:
~Hhiion r(én:z\.\» o}m_\.::.m O¥ iah Ag)\ oM D A Odwr (T ~ iihars
~Air L < Oia. A’\.ﬁ'ﬁ\v ~aelo
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445- 8913 (Oregon) (TTY:711)

Hmong:
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Romanian:
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd lingvistica, gratuit. Sunati la
1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711).

Ambharic:

TAFOF; 29G4 £IL ATICT NPT PFCTI° WCA S SCEPTE N1A ALTHP T +HIE+PA: DL
T tAD RPC LLM (v 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913
(Oregon) (P07t ATAGTFD-: 71).

Navajo:

Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na
hol9, kojj’ hodiilnih 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon)
(TTY: 711).

Cushite:
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-977-7522 (Arizona), 1-800-275-4737 (California), 1-888-445-8913 (Oregon) (TTY: 711.)
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