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Harvard Pilgrim Access America
P.O. Box 699183
Quincy, MA 02269

1-888-333-4742 CLAIM FORM

TO THE MEMBER

1. Please read and complete this side of the claim form.

2. Please ask your provider to read and complete the back side of the claim form or they may
attach a complete and itemized bill.

3. PLEASE SIGN ONLY ONE OF THE “ASSIGNMENT OF BENEFITS” BOXES.

SUBSCRIBER NAME FIRST INITIAL LAST

ADDRESS (STREET AND NO.) aITY STATE ZIP

PATIENT'S NAME FIRST INITIAL LAST

MEMBER IDENTIFICATION NO. (FROM 1.D. CARD) DATE OF BIRTH SEX 1 o
R / / F O

IS THE CONDITION REQUIRING AUTO ACCIDENT O YES INJURY O YES

TREATMENT RELATED TO: EMPLOYMENT [CIYES O NO O NO

O NO

DATE OF ILLNESS MONTH DAY  YEAR HOW AND WHERE DID ACCIDENT OCCUR?

OR ACCIDENT / /

IS THE SUBSCRIBER'S OYES IF YES, NAME OF COMPANY

SPOUSE EMPLOYED? ONO

IS PATIENT COVERED BY OYES IF YES, NAME OF OTHER INSURANCE ID NUMBER

OTHER HEALTH INSURANCE? O NO

IS PATIENT COVERED BY OYES IF YES, NAME OF OTHER INSURANCE ID NUMBER

OTHER DENTAL INSURANCE? ONO

| hereby apply for benefits and certify that the above information is complete, true and correct. To all physicians and other medical
professionals, hospitals, and other medical care institutions, and to insurers, medical or hospital service and prepaid health plans,
employers and group policy holders, contract holders or benefit plan administrators: You are authorized to provide the Plan and any
benefit plan administrators from consumer reporting agencies, attorneys and independent claim administrators acting on the Plan’s
behalf, with information concerning medical care, advice, treatment or supplies provided to the Patient, and any employment related
information regarding the Patient. This information will be used for the purpose of evaluating and administering claims for benefits.
| understand that the duration of the authorization is for the term of coverage of the policy or contract under which a claim for health
benefits has been submitted. | understand that | have a right to receive a copy of this authorization upon request. | agree that a
photographic copy of this authorization is as valid as the original.

CLAIM CANNOT BE PROCESSED WITHOUT MEMBER'S SIGNATURE.

SUBSCRIBER’S SIGNATURE DATE DEPENDENT PATIENT'S SIGNATURE DATE
IF NOT A MINOR

Coverage underwritten or administered by HPHC Insurance Company, Inc. and
UnitedHealthcare Insurance Company, United HealthCare Services, Inc., or their affiliates.




ASSIGNMENT OF BENEFITS

PAYMENT WILL BE MADE DIRECTLY TO THE PROVIDER, IF YOU SIGN BELOW.
| AUTHORIZE PAYMENT OF BENEFITS TO THE PHYSICIAN OR PROVIDER DESCRIBED BELOW OR AS INDICATED ON THE ENCLOSED BILL. | UNDER-
STAND THAT | AM FINACIALLY RESPONSIBLE TO THE PROVIDER FOR CHARGES IN EXCESS OF THE PLAN’'S PAYMENT SCHEDULE OR CHARGES NOT

COVERED BY MY BENEFIT PLAN.

SIGNED (SUBSCRIBER) DATE
OR

PAYMENT WILL BE MADE DIRECTLY TO YOU, IF YOU SIGN BELOW.
| AUTHORIZE REIMBURSEMENT OF BENEFITS TO MYSELF FOR SERVICES DESCRIBED BELOW OR AS INDICATED ON THE ENCLOSED BILL. | UNDER-
STAND THAT | AM FINANCIALLY RESPONSIBLE TO THE PROVIDER FOR CHARGES IN EXCESS OF THE PLAN’S PAYMENT SCHEDULE OR CHARGES

NOT COVERED BY MY BENEFIT PLAN.

SIGNED (SUBSCRIBER) DATE
PLEASE NOTE: PAYMENT FOR SERVICES RENDERED BY CONTRACTED/IN-NETWORK PROVIDERS WILL BE MADE TO THE PHYSICIAN OR PROVIDER OF SERVICE.
TO THE HOSPITAL - ATTACH FULLY COMPLETED UB-92 BILLING FORM.
OR

ATTACH FULLY ITEMIZED STATEMENT OF CHARGES AND CREDITS.

PHYSICIAN’'S/SURGEON'’S STATEMENT - COMPLETE FOLLOWING OR ATTACH FULLY COMPLETED HCFA 1500 FORM

PATIENT'S NAME:  FIRST INITIAL LAST DATE OF BIRTH
DATE OF J ILLNESS (FIRST SYMPTOM) OR | DATE FIRST CONSULTED YOU | HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
INJURY (ACCIDENT) OR FOR THIS CONDITION Oves Ono
PREGNANCY (LMP)
_%T\X:/ SQEENT ABLE TO RETURN | DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
FROM | THROUGH FROM | THROUGH
NAME OF REFERRING PHYSICIAN OR OTHER SOUCE (e.g. public health agency) FOR SERVICES RELATED TO HOSPITALIZATION
GIVE HOSPITALIZATION DATES
ADMITTED | DISCHARGED
NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office) WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE?
O no O ves > CHARGES
SECONDARY ICD10-CM CODE

DIAGNOSIS AND CONCURRENT CONDITIONS
PRIMARY ICD10-CM CODE

PLACE OF SERVICE (POS)

* 1 - Inpatient Hospital ® 4 — Patient’s Home e 7 — Nursing Home e 10 — Other Locations ® 13 - Hospital Emergency Room
¢ 2 — Outpatient Hospital e 5 — Day Care Facility e 8 — Skilled Nursing Facility ® 11 — Independent Laboratory
¢ 3 - Doctor’s Office ¢ 6 — Night Care Facility ® 9 — Ambulance e 12 — Other Medical/Surgical Facility
SERVICES RENDERED No. DO NOT USE
OF | POS. DESCRIBE EACH SERVICE PROCEDURE AMOUNT THESE SPACES
FROM TO SVCS SEPARATELY NUMBER BILLED
. A AA O R

SIGNATURE OF PHYSICIAN OR SUPPLIER YOUR SOCIAL SECURITY NO. TOTAL CHARGE AMOUNT PAID BALANCE DUE
SIGNED DATE

PHYSICIAN’S OR SUPPLIER'S NAME, ADDRESS, ZIP
YOUR PATIENT’S ACCOUNT NO. YOUR EMPLOYER I.D. NO. CODE & TELEPHONE NO.

1.D. NO.

AUTHORIZATIONS TO ASSIGN BENEFITS WILL NOT BE HONORED UNLESS YOUR TAX IDENTIFICATION OR SOCIAL SECURITY NUMBER IS SHOWN.

*PLACE OF SERVICE CODES 4 - (H) - PATIENT'S HOME 7 - (NH) — NURSING HOME O - (OL) - OTHER LOCATIONS
1 - (IH) — INPATIENT HOSPITAL 5- DAY CARE FACILITY (PSY) 8 — (SNF) — SKILLED NURSING FACILITY A —(IL) - INDEPENDENT LABORATORY
2 — (OH) — OUTPATIENT HOSPITAL 6 - NIGHT CARE FACILTY (PSY) 9- AMBULANCE B - OTHER MEDICAL/SURGICAL

3 - (O) - DOCTOR'S OFFICE FACILITY
cc1840_aa 4_16



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.





