VisionCare Benefit

Member Reimbursement Form

Instructions

1. Please use this VisionCare benefit member reimbursement form to request reimbursement for the VisionCare benefit only.
For other eyewear coverage that may be available due to a medical condition (post-cataract or retinal detachment surgery
or Keratoconus), please refer to “Special Conditions” on the other side of this form.

2. Please read and complete this form.

3. Attach proof of payment and an itemized bill from the provider which includes the date of service, description of services
provided, provider’s tax ID number and amount paid.

4. Mail the original form, together with the bill and proof of payment to:

HPHC Claims
P.O. Box 699183
Quincy, MA 02269-9183.

Member Information

Subscriber Name: First Middle Initial Last

Address City State Zip
Patient’s Name: First Middle Initial Last

Patient’s Identification No. (from ID card) Date of Birth Sex (m/f)

Claim Information

Check (V)
item that Procedure | No. of Date(s) of Services
applies Description of Services | No. Services Place of Service Rendered Amount Billed
eyeglass frames 92390 1 1
or lenses
contact lens services
. . . 92310 1 11
(including fitting)
Diagnosis
701.01 - routine vision correction dyes dno TOTAL DUE MEMBER $

If no, please see other side for “special conditions” section

Provider Information

Name of Provider

Address City State Zip

Mail to: HPHC Claims ¢ P.O. Box 699183 ¢ Quincy, MA 02269-9183 ¢ 1-888-333-4742
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Special Conditions

For certain medical conditions, such as Keratoconus, post-retinal detachment surgery or post-cataract surgery, eyewear benefits
may be available. Please refer to your Member Agreement for details. If you have a claim for eyeglasses or contact lenses for special
conditions that are covered under the medical benefit please do the following:

1.

Have your optical provider complete a standard claim form and submit the claim for processing. Do not use the VisionCare
benefit member reimbursement form to request initial payment for eyewear obtained due to these conditions.

If there is a remaining balance due to the provider after Harvard Pilgrim pays the claim, use this VisionCare benefit
member reimbursement form to request reimbursement for the balance due under your VisionCare benefit
(up to the benefit limit). Attach a copy of the itemized bill from your optical provider that includes:

o original dollar amount of services provided;
o the appropriate diagnostic code(s):

- Post-cataract surgery (H26.40, H26.411-H26.419, H26.491-H26.499, H26.8, H26.9, 796.1)
- Post-retinal detachment surgery (H52.31, Z98.41-798.49)
- Keratoconus (H18.601-H18.609, H18.611-H18.619, H18.621-H18.629)

e amount of Harvard Pilgrim payment;

¢ amount you still owe to provider after Harvard Pilgrim payment.

Assignment of Benefits

PAYMENT WILL BE MADE DIRECTLY TO YOU, IF YOU SIGN BELOW.

I authorize reimbursement of benefits to myself for the services described above or as indicated on the enclosed bill.
I understand that I am financially responsible to the provider for charges in excess of the Plan’s schedule or charges not
covered by my benefit plan.

Subscriber’s Signature Date

I 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 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. I understand that the duration of the authorization is the term of coverage
of the policy or contract under which a claim for health benefits has been submitted. I understand that I have a right to receive
a copy of this authorization upon request. I agree that a photographic copy of this authorization is as valid as the original.

CLAIM CANNOT BE PROCESSED WITHOUT SUBSCRIBER’S SIGNATURE

Subscriber’s Signature Date Dependent Patient’s Signature Date

Page 2 of 3 cc6498 7_17




Language Assistance Services

Espafiol (Spanish) ATENCION: Si usted habla espafiol, servicios de asistencia lingiiistica, de forma gratuita,
estan a su disposicidon. 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 sévis ki disponib nan
lang nou pou gratis. Rele 1-888-333-4742 (TTY: 711).

FHREh X (Traditional Chinese) ;T & : MMRIGERAERIX , B LR BEESESEMRE. FEE 1-
888-333-4742 (TTY : 711) ,

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

Pyccknii (Russian) BHUMAHMUE: Ecnv Bbl roBOpUTE HA PYCCKOM f3blKe, TO BaM AOCTYMHbl 6ecnaaTHble ycayru
nepesoaa. 3soHuTe 1-888-333-4742 (Tenetann: 711).

4 21 (Arabic)
1 888-333-4742 ls Juai) "Idga A5 b sgfllsg b B laSE « L all sl adlnny§13) ol
(TTY: 711)
121 (Cambodian) (00N SENH: 1I0HASUNWMANTS], IDHRENSIUNAYUSTU ISIINAESIENW
SRS IGTT G gird) 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).

$30f (Korean) ‘2 E": $HF01Z AL SHAIE B2, 10| K| MHIAS RRE 0|FSH4 & Y LICH1-

888-333-4742 (TTY: 711) HO E H3lsl| TAMA| 2.

eAAnviKa (Greek) MPOZOXH: Av pihate eAANVIKA, UTIAPXOUV OTn S1aBe0n oaG SWPEAV UTINPECLEC YAWOOLKAG
urnootnpene. KaAéote 1-888-333-4742 (TTY: 711).

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

T (Hindi) &= QST 3R 3mT BEY St & ar 3mueh T TR Ferdar HFd # 39l g.
ST & Told BleT &Y. 1-888-333-4742 (TTY: 711)

o193l (Gujarati) tllel AW : %l AN %Al Al &l A Ul HZ eS| Usl2A Aol Ul
Gucdou 8. QAN HW(dl 2 Hlot 52A. 1-888-333-4742 (TTY: 711)

WIF9990 (Lao) LUORIV: )79 119DCDIWIFI 990, NILVINIVOBCTDAIVWIFI, LoBVCT e,
VDV LI, 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.
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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, 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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