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Member Medical Reimbursement Claim Form

Use this claim form to be reimbursed for eligible out-of-pocket medical expenses. EMAIL form and required documents to:
MemberReimbursements@Wellcare.com OR FAX form and required documents to: 1-877-277-1805 OR MAIL form and required
documents to: Wellcare ‘Ohana Dual Align (HMO-PQOS D-SNP) Reimbursement Department ¢ P.O. Box 31381 ¢ Tampa, FL 33631-3381.
Please submit one form per member.

IMPORTANT NOTE: Use this form when requesting reimbursement for MEDICAL services only. This form is NOT to be used for
Pharmacy Reimbursements. Please contact your Benefit Administrator or Member Services if the request is for Pharmacy, Part D,
routine Dental, Hearing, Transportation, Vision, Fitness or Flex card services. The contact information is on your ID card.

For the reimbursement of Medical Services, FOLLOW THESE INSTRUCTIONS CAREFULLY:

A. Completion of this form.

e Print your name and Member ID number as shown on your Wellcare ‘Ohana Dual Align (HMO-PQOS D-SNP) ID Card.

e Provide your mailing address and include your telephone number.

e Describe why you are requesting reimbursement.

e Provide the date of service for which you are requesting reimbursement. (This is the date the service was rendered.) List

separately each date of service or admission date for inpatient/hospital stays.

e Print the name of the doctor or facility that provided the service.

e Provide a brief description of the service that was provided.

e List the amount requested for the individual service line.

e Add all individual lines together and provide the total amount requested for the reimbursement of all services.
B. Each itemized bill MUST include all the following information:

e Date of each service

e Place of each service — Doctor’s Office, Independent Laboratory, Outpatient Hospital, Inpatient Hospital, Nursing Home, Patient’s

Home
e Description of each surgical or medical service or supply furnished
e Charge for EACH service
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e Doctor’s or supplier’s name and address. Many times, a bill will show the names of several doctors or suppliers. IT IS VERY
IMPORTANT THAT YOU IDENTIFY THE ONE WHO TREATED YOU. Simply circle their name on the bill.
C. Proof of Payment documentation:
e Copy of canceled check (front and back)
e Credit card statement showing provider as paid
e Invoice/statement from provider showing provider’s name, address, telephone number, date(s) of service, services rendered and
balance marked paid with method of payment — cash, check or credit card

Member Name Member ID
Address Telephone:
City State ZIP Code:

Please provide a brief description of your request:

Amount

Date of Service Provider Name Description of Service
Requested

Total Amount of Reimbursement Request

| attest that the above information is true and accurate and that the services were received and paid for in the amount indicated above.
I acknowledge that if any information on this form is misleading or fraudulent, | may be subject to criminal and/or civil penalties for
submitting false health care claims.

Printed Name: Signature:
Date:

Wellcare ‘Ohana Dual Align (HMO-POS D-SNP) will review your request for reimbursement after you complete this form and attach an
itemized bill and payment receipt from your doctor or supplier. All requests will be processed within 60 days of receipt. Please note,
your bill must be paid in full before you can submit this request for reimbursement and all required documentation must be included



with the request. EMAIL form and required documents to: MemberReimbursements@Wellcare.com OR FAX form and required
documents to: 1-877-277-1805 OR MAIL form and required documents to: Wellcare 'Ohana Dual Align (HMO-PQOS D-SNP)
Reimbursement Department e P.O. Box 31381 e Tampa, FL 33631-3381.

‘Ohana Health Plan, a plan offered by WellCare Health Insurance of Arizona, Inc.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call 1-888-846-4262 (TTY: 711).

lloko PALIIWEN: Adda dagiti libre a serbisio a tulong iti pagsasao. Dagiti maitutop a katulongan ken serbisio a mangipaay iti impormasion
kadagiti nalaka a maawatan a pormat ket libre met a magun-odan. Tawagan ti 1-888-846-4262 (TTY: 711).

Gagana Samoa FAAALIGA: O lo’o avanoa fua ia te oe auaunaga fesoasoani i le gagana. E avanoa fo'i fua fesoasoani ma meafaigaluega
talafeagai e tu’uina atu ai fa'amatalaga i auala faigofie ona malamalama ai. Vala'au 1-888-846-4262 (TTY: 711).

‘Olelo Hawai‘i HO'AKAKA: Loa‘a ia ‘oe ke kokua manuahi no ka unuhi ‘Glelo. Loa‘a pt kekahi mau pono kokua kiipono a me na lawelawe e
ha‘awi ai i ka ‘ike i na ‘ano ‘ano hiki ke ki‘i “ia, me ka uku ‘ole. Kelepona i 1-888-846-4262 (TTY: 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din nang libre ang mga naaangkop na
karagdagang tulong at serbisyo para makapagbigay ng impormasyon sa mga accessible na format. Tumawag sa 1-888-846-4262 (TTY: 711).

HARE 5 EEXBEYV—ERXZEHTRELTWET, BHRE77E2EY T ICRIGLI-REX TR T R @MHEIX
ERLUH—ERLEHTY, 1-888-846-4262 (TTY: 711) ITBEEL 2 &L\,

AT TERE: BADERME A R S MRS, [0t ] 50 S 5 o S 4l s e 5 ik 55, DAQH SR JC Rt A AR5 B
THEH 1-888-846-4262 (TTY: 711) .

B R RIS ERERENGES MRS » 2R EEENEE TAMRS - DIEEES IREER. FEE
1-888-846-4262 (TTY : 711),

Espafiol ATENCION: Contamos con servicios de asistencia lingliistica que se encuentran disponibles para usted de manera gratuita.
También se encuentran disponibles de manera gratuita ayudas y servicios auxiliares adecuados para proporcionar informacion en
formatos accesibles. Llame al 1-888-846-4262 (TTY: 711).

et=20 =2: = ¢ A& MHIAE 0|Eotal = UASLILL EE HB= ?ol Hest 85 &+ & AblA Lt BAA
Jisst &aloz 22 0|20| J%é LICH 1-888-846-4262 (TTY: 711)H O 2 &3 =L AIL.
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T|eng Viét LUU V: Chungtm co cung cap dich vy ho trg ngdn ngu mién phi. Cac dich vu va trd gilip b6 trg phu hgp dé cung
cap thongtm & cac dinh dang cé thé truy cap cling du’dc cung cap mién phi. Goi 1-888-846-4262 (TTY: 711).

e Tdsanu: wfanlvuinsanuhmudamemewiudaa uazfianudiamdauazudnsiauumuneauida titayalusluuy
Anivla e lufienTddnasracaudy Tng 1-888-846-4262 (TTY: 711)
w112 newna: JidmugogiisheuausSsauvviw venmnlagybidmugaeiiie uas CJE)mULé’mﬁ"twnﬁuw‘jehﬁéuuuﬁamm
Buflalasddeyguaisowluby. 1n 1-888-846-4262 (TTY: 711).

Deutsch ACHTUNG: Sprachdienstleistungen stehen lhnen kostenlos zur Verfligung. Geeignete zusatzliche Unterstltzung und
Dienstleistungen fiir Informationen in zuganglichen Formaten stehen lhnen ebenfalls kostenlos zur Verfligung. Rufen Sie folgende
Nummer an: 1-888-846-4262 (TTY: 711).

Francais REMARQUE : des services d’assistance linguistique gratuits sont a votre disposition. Des services et aides pour obtenir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-888-846-4262 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d’aide linguistique sans frais sont a votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations en formats accessibles sont également proposés sans frais. Composez le 1-888-846-4262
(TTY : 711).

Pycckmin BHUMAHWE! Bam goctynHbl BecnnaTtHble yCayrn A36IKOBOW NOAAEPMKKM. Bbl Takke moxkeTe DecniaTHO Noiy4mTb COOTBETCTBYOWME
BCNOMOraTe/lbHble CPeACTBa M YCIyrv, HanpasAeHHble Ha NpeaocTasneHne nHpopmaumm B A0CTYNHbIX opmaTax. [103BOHMTE N0 HOMEpY
1-888-846-4262 (TTY: 711).

Portugués ATENCAQ: estdo disponiveis servicos de assisténcia gratuitos no seu idioma. Também estdo disponiveis apoios auxiliares e
servicos adequados que oferecem informacdes em formatos acessiveis e sem custos. Ligue para 1-888-846-4262 (TTY: 711).

YkpaiHcbka YBATA! Bam gocTynHi DE@3KOLWTOBHI NOC/Yr MOBHOI A0NOMOTW. BianoBiaHi 4ONOMIMKHI 3acobKM Ta NocAyrv Ansd HagaHHA
iHbopmauii y gocTynHux dopmaTax TakoxK AOCTYNHI 6e3KoWwToBHO. 3aTenedoHyinTe 3a Homepom 1-888-846-4262 (TTY: 711).

Bisaya ATENSYON: Libreng mga serbisyo sa pagtabang sa lengguwahe ang available nimo. Available sab ang angay nga auxiliary nga mga
tabang ug serbisyo nga maghatag og impormasyon sa ma-access nga mga format nga walay bayad. Tawagi ang 1-888-846-4262 (TTY: 711).



Fosun Chuuk ESINESIN: Mi wor aninisin chiakun non fosun fonu mi kawor ngonuk ese kamo. Mei pwan wor ekewe pisekin aninisin weweiti
porous mi kawor an epwe awora mecheres non atouren porous ese pwan kamo. Kekeri 1-888-846-4262 (TTY: 711).

Nan Ro rej Kajin Majol LALE: Ewor jerbal in jipan kajin ko ejjelok woneen nan kwe. Ewor bar kein jipan ko rekkar im jerbal in jipan ko nan
lelok melele ko ilo wawein ko remaron ilo ejjelok woneen. Kilok 1-888-846-4262 (TTY: 711).

Lea fakatonga FAKATOKANGA K| HE: ‘Oku ‘ata atu kiate koe ‘a e ngaahi tokoni ta‘etotongi ‘i he lea fakafonua. ‘Oku toe ma‘u ta‘etotongi foki
mo e ngaahi tokoni fe‘'unga ke ma‘u ‘aki ‘a e fakamatala ‘i ha founga ‘oku faingofua ke ma‘u. Taa ki he 1-888-846-4262 (TTY: 711).
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