
Harvard Pilgrim Health Care includes Harvard Pilgrim 
Health Care, Harvard Pilgrim Health Care of New England 
and HPHC Insurance Company. Page 1 of 3   

Health Care Reimbursement  
Claim Form instructions
Complete and submit a separate form for each member and provider.  
All sections are required for the form to be processed. 
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Continued   

1. Proof of services rendered

Attach any related claim summaries, an 
itemized bill, invoice from your provider or 
Explanation of Benefit forms you may have 
received for these services, including those 
received from other insurance companies.

2. Proof of payment 

Attach any documentation that clearly shows proof of payment, such as:

• Credit card statement or receipt
• Copy of the front and back of the check written to the provider
• Statement from the provider showing that payment was made 
• Receipt for purchased items with the provider’s name and address and the item listed as paid

To request reimbursement, the following information is required.
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For any claims paid in cash, we may require you to provide proof of the source of funds, such as a:

• Wire transfer
• Traveler’s check
• Credit card statement 

EXAMPLES:

Proof of payment, continued
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3. Sign and date the completed form.

4. Keep a copy of all bills and claim forms submitted (submitted documentation will not be returned). 

5. Mail completed claim form and all attachments to the following address:

Harvard Pilgrim Health Care  
P.O. Box 699183  
Quincy, MA 02269. 

Any missing or incomplete information may result in a processing delay or a denial. If you have  
any questions about your benefits or coverage, please check your Benefit Handbook and your  
Schedule of Benefits for a complete listing of benefits and requirements for coverage. 

6. If submitting supporting documents at the request of HPHC, send the required documents to:

Attn: Member Submission- Additional Claim Information 
Harvard Pilgrim Healthcare 
PO Box 699183 
Quincy, MA 02269
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Does Member Have Other Insurance?

 Yes   No       

Other Insurance:
 Medicare 
 Part A  Part B  Part A & B
 Motor Vehicle Accident
 Worker’s Compensation
 Travel Insurance (outside US)
 Dental
 Other Health Insurance 
 Other   

Section 1 – Member who Received Services (fill out one form per member and provider)
)

HPHC Identification Number (from I.D. Card) First Name Middle Initial  Last Name  
including Alpha Prefix

Date of Birth (mm/dd/yyyy)

Member Address (Street and No.) City  State ZIP Code Country 

Section 2 – Other Insurance Information 
Please complete the information below if member is covered by another insurance.  
Attach any Explanation of Benefit/Explanation of Medicare Benefit or Denial letter from other insurance with the submission. 

Section 3 – Claim Information 
This section must be completed, and you will need your health care provider to assist in completing this section. 
Services performed by multiple providers requires a separate form per provider 

Provider Address (Street and No.) City  State ZIP Code Country 

 International Claims Only

Services Received in the US?

 Yes   No       

Hospital/Group or Physician name 

Services Received Internationally?

 Yes   No      

TIN or NPI # (not required on International submission) 

Other Insurance Company Name(s): Insurance Policy ID Number(s):

If services were received outside of the US:

 I am an expatriate or retiree living abroad.  
 I am traveling internationally for pleasure. 
  I am traveling internationally for business; however, live in the U.S.

Is this a new claim?  Are you submitting documentation for a previously submitted claim?
 Yes   No     Yes   No        
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Examples - U.S. and International (Intl.) Claims

Date of  
Service 
(Start)

Date of 
Service 
(End)

Description  
of procedure,  
services or code

Qty or # 
of items/
visits

Description  
of diagnosis  
or code

Language 
(if not 
English)

Country  
(Intl. only)

Currency Billed  
(Intl. only)

Amount 
Billed 

Amount 
Paid

01/01/2021 01/03/2021
Physical Therapy  
or 97110

3
Low Back Pain 
or M54.5 

$123.00 $103.00

02/13/2021 02/13/2021
Office Visit  
or 99212

1
Headache or 
R51

German Germany Euro €104.00 €104.00

Enter claim details below:
Date of  
Service 
(Start)

Date of 
Service 
(End)

Description  
of procedure,  
services or code

Qty or # 
of items/
visits

Description  
of diagnosis  
or code

Language 
(if not 
English)

Country  
(Intl. only)

Currency Billed  
(Intl. only)

Amount 
Billed 

Amount 
Paid

Total Amount
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Outpatient Services:

 Physician and other Professional Office Visits  
     (Adult or Pediatric)
 Rehabilitative Services (physical, occupational, pulmonary, and 
     cardiac rehabilitation or speech, hearing and language services)
 Lactation Consultation
 Chiropractic
 Laboratory, Radiology and other Diagnostic Services (including  
     Genetic Testing, CT and PET Scans, MRI, MRA and Nuclear Medicine)
 Psychotherapy testing/Substance Use Disorder sessions

Inpatient Hospital Admissions: 

 Acute Hospital, including Emergency Room admissions
 Skilled Nursing Facility
 Rehabilitation Facility
 Mental/Behavioral Health, Substance Use Disorder hospitalization

Other Services:

 Ambulance or Air Ambulance services
 Durable Medical Equipment/Medical Supplies/Prosthetics  
     (including crutches, ostomy supplies and wigs)
 Hearing Aids
 Vision (Eyeglasses/Contact lenses) 
 Emergency Room Services 
 Observation Services (inpatient or outpatient)
 Medical Drugs (inpatient drugs and outpatient drugs  
     with prescription coverage)
 
Other Service – Please describe: 

 

Section 3 (continued) – Type of Service
Select most appropriate service that was rendered. Refer to the Benefit Handbook for benefits and coverage.

Section 4 – Service Information 

Complete all columns in the below grid.

   

Submit one form per provider. Multiple services from the same provider can be included on the same form.

- Enter Date(s) of Service.

-  For services received in the United States, enter the  
description of the procedure, services, or code OR  
attach the itemized bill. For international claims, enter  
the description of the procedure, services, or code AND 
submit the itemized bill.

- Enter the quantity or number of items/visits.

- Enter diagnosis code or description of the injury/illness.

- Enter the Language, Country and Currency if not U.S.

- Enter amount provider billed and amount member paid.
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Section 4 (continued) – Service Information

I hereby apply for benefits and certify that the information given is complete, true and correct. To all physicians and other medical professionals, 
hospitals, and other medical care institutions, and to insurers, medical, behavioral health 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. I 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. 
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.

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

Section 5 – Assignment of Benefits 

Checklist

Member Signature (Subscriber Signature if Member is a Minor)     Date   

 Please check this box if you want Harvard Pilgrim Healthcare to pay benefits directly to the doctor/provider. 

I authorize payment of benefits to the physician or provider 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 payment schedule or charges not covered by my benefit plan. 

Member Signature (Subscriber Signature if Member is a Minor)     Date   

 I have completed and signed this form in its entirety.

 I have enclosed proof of payment

 I have enclosed proof of service

 I have completed one form per member and provider
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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 
(including pregnancy, sexual orientation, and gender identity). HPHC does not exclude people or treat 
them differently because of race, color, national origin, age, disability, or sex (including pregnancy, sexual 
orientation, and 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 or sex (including pregnancy, sexual 
orientation, and 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

General Notice About Nondiscrimination 
and Accessibility Requirements


