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INSTRUCTIONS FOR SUBMITTING CLAIMS

1. Use a separate form for each family member, each different provider of service, and each itemized bill.

2. Attach a fully itemized bill or ask the provider to complete the other side of this form.
FULLY ITEMIZED BILLS MUST CONTAIN THE FOLLOWING INFORMATION:
Date(s) of service, diagnosis(es), type(s) of service, procedure code(s), charge for each service, provider name and
type of license, address, phone number, provider tax ID number and provider NPI number (both are necessary).

3. Asignature line for AUTHORIZATION TO PAY PROVIDER is given below. This directs United Behavioral Health to
pay the provider. If the patient chooses not to sign this authorization, benefits will be paid to patient.

4. Please send claim to United Behavioral Health, P.O. Box 30602, Salt Lake City, UT 84130.

EMPLOYEE INFORMATION (Complete For All Claims

BEHAVIORAL HEALTH

EMPLOYER NAME GROUP NUMBER
EMPLOYEE'S NAME (LAST, FIRST, M.1.) EMPLOYEE’'S STREET ADDRESS
EMPLOYEE’S DATE OF BIRTH EMPLOYEE’S SSN CITY STATE | ZIP CODE

THIS CLAIM IS FOR [ SELF O sPOUSE [ CHILD [0 OTHER - Please specify

PATIENT INFORMATION

PATIENT'S NAME (LAST, FIRST M.L.) PATIENT'S DATE OF BIRTH PATIENT'’S ID#

PATIENT IS [JFEMALE [ MARRIED [IDISABLED [} If patient is disabled, give date of disability
RETIRED

(Check if [ MALE [ SINGLE [CJON MEDICARE [J STUDENT

applicable)

Patient was

Treated for: [JILLNESS [[JPREGNANCY [JINJURY AT WORK [JACCIDENTAL INJURY [[JOTHER - Please Specify

If accident involved, give date, how and where accident occurred

Does patient have other health IF YES, NAME OF INSURANCE COMPANY GROUP NUMBER POLICY NUMBER
coverage?

[JYES [J NO
ADDRESS OF INSURANCE COMPANY

NAME OF POLICY HOLDER SEX OF POLICY HOLDER POLICY HOLDER’S DATE OF BIRTH
O MALE [JFEMALE

NAME OF POLICY HOLDER'S EMPLOYER POLICY HOLDER’'S EMPLOYER’S ADDRESS
AUTHORIZATIONS

RELEASE OF INFORMATION AUTHORIZATION TO PAY BENEFITS TO PROVIDER

| hereby authorize the release of any medical Sign here ONLY if you are approving payment to be made directly

information necessary to process this claim. to the provider; LEAVE BLANK if you wish to be reimbursed.

| hereby authorize benefits to be paid directly to the provider of
service for this claim.

PATIENT’'S OR AUTHORIZED PERSON’S SIGNATURE

PATIENT'S OR AUTHORIZED PERSON’'S SIGNATURE DATE

DATE

PLEASE ATTACH AN ITEMIZED BILL OR ASK THE PROVIDER OF SERVICE
TO FILL OUT THE OTHER SIDE OF THIS CLAIM FORM
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PHYSICIAN OR SUPPLIER INFORMATION

BEHAVIORAL HEALTH

Date of lliness (first symptom) OR | Date you were first consulted for this If patient has had same or similar injury, | If emergency,
Injury (accident) OR pregnancy condition give dates Check here [
(LMP)
Date patient able to return to work | Dates of total disability Dates of partial disability
FROM | THROUGH FROM THROUGH
Name of referring physician or other source (e.g., Public Health Agency) For services related to hospitalization, give dates
ADMITTED DISCHARGED

Name and address of facility where services were rendered (if other than home or office) | Was laboratory work performed outside your office?

O YES O No

Diagnosis or nature of illness or injury

1. FAMILY PLANNING [] YES [] NO
2.
3. Prior Authorization #
(if applicable)
4.
Please relate diagnosis to procedure using reference numbers (1, 2, 3, etc.)
Fully describe procedures, medical services, Days For
Date of Place of Procedure or supplies for each date Diagnosis Or UBH
Service Service** Code (explain unusual services or circumstances) Code Charges Units | TDS use only
Patient’s Account # Total Charge Amt Paid Balance Due
Provider's Name and License Type Provider's Address
Provider's Phone # Provider's Tax ID # and NPI # (both are required)
**21 INPATIENT HOSPITAL 12 PATIENT'S HOME 32 NURSING HOME 99 OTHER LOCATIONS
22 OUTPATIENT HOSPITAL 52 DAY CARE FACILITY 31 SKILLED NURSING FACILITY 81 INDEPENDENT LABORATORY
11 DOCTOR’S OFFICE 52 NIGHT CARE FACILITY 41 AMBULANCE 99 OTHER MEDICAL FACILITY

| HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED AND PAYMENT IS
THEREFORE DUE.

Signature of Provider (including degree or credentials) Date

MAIL COMPLETED CLAIM FORM TO:

United Behavioral Health
P.O. Box 30602
Salt Lake City, UT 84130
1-888-777-4742



Language Assistance Services

Espafiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita,
estan a su disposicion. Llame al 1-888-333-4742 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se vocé fala portugués, encontram-se disponiveis servicos linguisticos
gratuitos. Ligue para 1-888-333-4742 (TTY: 711).

Kreyol Ayisyen (French Creole) ATANSYON: Si nou palé Kreyol Ayisyen, gen asistans pou sevis ki disponib nan
lang nou pou gratis. Rele 1-888-333-4742 (TTY: 711).

FH P (Traditional Chinese) T & : MIRIGFERERIX , B LR EESESEMRE. FXE 1-
888-333-4742 (TTY : 711) .

Tiéng Viét (Vietnamese) CHU Y: N&u qui vi néi Tiéng Viét, dich vu théng dich cla ching t6i sdn sang phuc vu
qui vi mién phi. Goi s& 1-888-333-4742 (TTY: 711).

Pycckuit (Russian) BHUMAHWE: Ecam Bbl rOBOPUTE Ha PYCCKOM A3blKe, TO BaM A0CTYMHbI 6ecnaaTHble ycayru
nepesoga. 38oHuTe 1-888-333-4742 (Tenetann: 711).

) 4z 2 (Arabic)
1 888-333-4742 e i) “Llaa cll 5 i i 4y sall sasLuall ciladd ¢ A gl dallf s cif 13) 2ol)
(TTY:711)
121 (Cambodian) (0N SENMH: 10HASUNWMANTS], THENSIUNAYUSITU ISIINAESIENtW
SRS G §10UL) 1-888-333-4742 (TTY: 711)9
Frangais (French) ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-888-333-4742 (ATS: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-333-4742 (TTY: 711).

0] (Korean) '&&" ot 0| & ALESIAI= 82, 210 K| &l MB|AE FE2 0| 8%t = ASLICH1-

888-333-4742 (TTY: 711) HO Z M3}l M A| 2.

eAAnvika (Greek) MPOZOXH: Av pihate eAANVLIKA, UTIAPXOUV otn S1aBeon cag SwPEAV UTNPECLEC YAWOGCLKAG
urnootnpEne. KaAéote 1-888-333-4742 (TTY: 711).

Polski (Polish) UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-888-333-4742 (TTY: 711).

T (Hindi) &= QTSI 3R 31T BEY st & ar 3mueh Tl $TwrehT Feraar AFd # 39l g.
ST o Told BleT &Y. 1-888-333-4742 (TTY: 711)

a2l (Gujarati) tllel AW : % AR %Al Al &l Al AUl HS eS| UsLA Aol HUScl
Gucdod B. (QAN HdAl 2 Hot 52A. 1-888-333-4742 (TTY: 711)

WIF9290 (Lao) LUORIV: )20 119DDIWIFI 990, NIVVINIVROBCTDAIVWIFI, LoeVCT e,
ccvDWo LIV, tns 1-888-333-4742 (TTY: 711).

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-888-333-4742 (TTY: 711).

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of Connecticut,
Harvard Pilgrim Health Care of New England and HPHC Insurance Company.

(Continued)



General Notice About Nondiscrimination and Accessibility Requirements

Harvard Pilgrim Health Care and its affiliates as noted below (‘HPHC”) comply with applicable federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. HPHC does not exclude people or
treat them differently because of race, color, national origin, age, disability or sex.

HPHC:
* 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, audio, other formats)
* Provides free language services to people whose primary language is not English, such as qualified interpreters.

If you need these services, contact our Civil Rights Compliance Officer.

If you believe that HPHC 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 Compliance Officer, 93 Worcester St,
Wellesley, MA 02481, (866) 750-2074, TTY service: 711, Fax: (617) 509-3085, Email: civil_rights@harvardpilgrim.org. You
can file a grievance in person or by mail, fax or email. If you need help filing a grievance, the Civil Rights Compliance Officer
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, D.C. 20201
(800) 368-1019, (800) 537-7697 (TTY)

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

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of Connecticut,
Harvard Pilgrim Health Care of New England and HPHC Insurance Company.
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