Harvard Pilgrim
HealthCare

Childbirth Class Reimbursement Form

Massachusetts and Rhode Island members with individual coverage or coverage through an employer group with 50 or fewer
employees (small group) qualify for reimbursement.

| Keep copies of all documentation before sending in your Childbirth Class Reimbursement Form. |

Mailing Instructions

Please enclose copies of the following:
1. Completed and signed Childbirth Class Reimbursement Form

2.Paid receipts verifying enrollment in a qualifying childbirth education class (Receipts from the program must show name
of the member, name/location of the class, amount paid and date paid.)

3.Mail the Childbirth Class Reimbursement Form and all documentation to:
Harvard Pilgrim Health Care
P. O. Box 9185
Quincy, MA 02269

Commonly Asked Questions and Answers

How do I qualify for a reimbursement?

* Your plan must include Harvard Pilgrim’s Childbirth Class Reimbursement benefit. Check with your employer.
* You may only submit for reimbursement once per pregnancy.

When can | submit my Childbirth Class Reimbursement Form?

+ MA and RI small or individual group must submit the form before the end of the calendar year following the
year for which you are requesting reimbursement.
+ Submission dates may vary by employer

How much can | claim for reimbursement?

* Reimbursement amounts may vary by your employer.

+ Subscribers may claim up to the full cost of a childbirth education class for themselves and/or their dependents for
MA and RI small or individual group.

+ Reimbursement will not exceed the cost of the childbirth class.

+ Subscribers may receive reimbursement for a childbirth class only once per pregnancy.

What happens once | submit the Childbirth Class Reimbursement Form?

+ Reimbursement checks will be made payable to the Subscriber and mailed only to the Subscriber’s address of record.
No alternative address will be accepted.

+ If you believe your current address is different than the address of record in Harvard Pilgrim’s systems, please contact us
before submitting your Childbirth Class Reimbursement Form.

+ Please allow up to 8 weeks for processing.

This information refers to plans offered by Harvard Pilgrim Health Care and its affiliates,
including Harvard Pilgrim Health Care of New England and HPHC Insurance Company.
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Health Care

Childbirth Class Reimbursement Form
To be filled out by Harvard Pilgrim Health Care SUBSCRIBER only. Please use blue or black ink and print all information clearly.

@ Harvard Pilgrim

When to submit this form

+ After you enroll in a Harvard Pilgrim plan that includes the Childbirth Class Reimbursement benefit.
+ After you have enrolled in and paid for a childbirth education class.

+ Once per pregnancy with all necessary receipts and documentation.

+ Once all sections on the form have been completed and signed by the subscriber.

Section A - Subscriber Information (person who holds coverage)

Harvard Pilgrim ID Number Subscriber’s Last Name First Name Middle Initial
Date of Birth (mm/dd/yyyy)

Address City State ZIP Code
Daytime Phone (area code) xxx-xxxx Company Name (Employer) Subscriber’s Email

Section B — Subscriber and/or Member Information for Reimbursement

Harvard Pilgrim ID Number Last Name First Name Date of Birth (mm/dd/yyyy)
Harvard Pilgrim ID Number Last Name First Name Date of Birth (mm/dd/yyyy)
Harvard Pilgrim ID Number Last Name First Name Date of Birth (mm/dd/yyyy)

Section C - Childbirth Class Information (List all programs that you are submitting for on behalf of you and/or your

dependents, including dates.)

Calendar Year

% from: mm/dd/yyyy Phone Number $ Amount
E to: mm/ddlyyyy Name of Program City, State (Area Code) xxx-xxxx being claimed
|_
Z | from: / /
[FE]
2| to: / /
)
)
8 from: /I
G| to: /[
£
o7 from: / /

to: / /

Total number of documents Total dollar amount being claimed $

Section D — Subscriber Certification

I certify that the information on the form and all supporting documents are complete, accurate and unaltered. I affirm
that I and/or my covered dependent(s) attended the childbirth class for which T am being reimbursed.

Subscriber’s Signature Date
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Language Assistance Services

Espaiol (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 servigos linguisticos
gratuitos. Ligue para 1-888-333-4742 (TTY: 711).

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

¥A8h 3T (Traditional Chinese) (T & : MMRIGFEHAER DX , GuILIRBEEBESEMRYE., HXE 1-
888-333-4742 (TTY : 711) ,

Tiéng Viét (Vietnamese) CHU Y: N&u qui vi néi Tiéng Viét, dich vu thdng dich ctia chiing toi san sang phuc vu
qui vi mién phi. Goi s& 1-888-333-4742 (TTY: 711).

Pycckuii (Russian) BHUMAHMUE: Ecnu Bbl roBOpUTE Ha PYCCKOM fA3blKe, TO Bam A0CTYMHbl 6ecniaTHble ycayru
nepesoga. 3soHuTe 1-888-333-4742 (Tenetaiin: 711).

‘ 44 2l (Arabic)
1 888-333-4742 (1 Jua) " Ulaa oll 5 5 54 &, alll 52 Ll a3 ¢ A palf sl Sl o 13) zoly
(TTY:711)
i21 (Cambodian) (OISO 1I0LASUNWMAMANTSI, UTHRENSIUNH/YUUSTU ISUINSHMAIENW
SEASIEYY G §itdr) 1-888-333-4742 (TTY: 711)9
Francais (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 l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-888-333-4742 (TTY: 711).

$30] (Korean) ‘2 &’ HZ 018 AFZSIAIE B2, 910] XY MHIAS 222 0[FSHA + UG LICH 1-

888-333-4742 (TTY: 711) HHO 2 M3}l FTAIA| 2.

eAAnvikd (Greek) MPOZOXH: Av pihdate eAANVIKA, uTtdpxouv oth S1adBeor oog Swpedv UTINPECIEC YAWOGLKNG
urnootnpnc. Kahéote 1-888-333-4742 (TTY: 711).

Polski (Polish) UWAGA: Jezeli mdwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowe]. Zadzwon
pod numer 1-888-333-4742 (TTY: 711).

&Y (Hindi) tareT QTSI 3R 3M9 RSy dierd § ar 3mush To ToTehT WETIT HT H 3Tl g,
SR & ToIl BT &Y. 1-888-333-4742 (TTY: 711)

9192 cll (Gujarati) tllol AW : %1 AR 9s2Acl Al & Al AU M2 SlaA USlA Aol M
Guated 8. (QAN M3l M2 st 5. 1-888-333-4742 (TTY: 711)

WIFI290 (Lao) LUOQIV: 1299 NIVCIIWIZI 290, NIVVINIVYOBCTONIVWIFI, L0BVCT O,
ccuvBwonlvuan. lns 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).
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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, sex, sexual orientation, or
gender identity. Harvard Pilgrim Health Care does not exclude people or treat them differently because of race,

color, national origin, age, disability, sex, sexual orientation, or gender identity.

Harvard Pilgrim Health Care:
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 (see below for contact information).

If you believe that Harvard Pilgrim Health Care has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, sex, sexual orientation, or gender identity, you can file a
grievance with:

Civil Rights Compliance Officer
1 Wellness Way
Canton, MA 02021

866-750-2074, TTY service: 711,
Fax: 617-509-3085
Email: civil.rights@point32health.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/smartscreen/main.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 (TDD)

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