8% KAISER PERMANENTE.

Member Reimbursement Form

Instructions:

« Rll out thisform to request reimbursement for amounts you PAIDthe provider.

- If you have not paid the provider, DONOTUETHISFORM. Ask the provider to bill usdiredly usng aQviS1500 or UB-04 daim form.

+ Make sure the provider hasyour Kaiser Rermanente membership information.

« Rl out the form completely and sign it. Send al required documents. Incomplete or unsigned formswill be returned to you.

« If you arefilling out the form on behaf of someone else, please attach either a Fower of Attorney Form or Authorization of Representation Form.
Parentsdo not need to submit these additional formsif Sgning on behalf of minor children or legal dependents.

+ Keep acopy of thisform and al documentsfor your records.

« For quegtionsor help with thisform, please call Member Senices at the number listed below:

SECTION A: Patient information

Last name

Frg name Ml

Patient address

Qty Sae P

Mailing address Chedif the same asthe home address.

Gty Sate 4Poode

Dete of birth (mnvddiywwy) Medicd record number (found on IDcard)

Isthe patient covered under Medicare? Yes No Wasthe care received due to an auto acadent? Yes No
Isthe patient covered under Medicaid/Medi-Cal? Yes No Isthisa presription reimbursement request? Yes No

Isthe patient covered under both Medlicare and Medlicaid/ Medi-Cal? Yes No
Doesthe patient have other hedlth coverage? Yes No If “Yes’ complete Setion Bbelow:.

SECTION B: Other coverage information

Name and address of other coverage carrier

Subsaiber IDnumber Goup number

Employer name Carrier telephone number
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SECTION C: Explanation of treatment (optional)

Hease desribe the senvices you received. Explain why trestment was not done at Kaiser Rermanente.

Wés an ambulance used? If “Yes” who called the ambulance?
Yes No Patient Kaiser Rrmanente Rolice/Rre Cther:

Wésthe patient admitted to the hospital ? If “Yes” —admit date (MM/DD'YYYY) If “Yes’ —diischarge date (MM/DDYYYYY)
v | Mo / / / /

SECTION D: Required information for reimbursement

To prevent processing delays, you MUST provide the following informetion:

1. Proof of payment: Ve need proof you paid the provider. Send usyour reaeipt, bank statement, aopiesof original chedks (front and badk),
or any ather documents showing howmuch you paid the provider; AND

2. Provider'shill: Send usaaopy of the provider'shill you paid. Heaseindude al pagesand any detailed billing satements.
Q, if you do not have aaopy of the bill, please provide the following information:

Name of patient and medica record number

Detesof senvice

Name of provider (doctor, hospita, ambulance
senice, pharmeagy, laboratory, etc)

Addresswhere senice was provided
(hospitd address, dodor address, etc)

Senicesprovided toyou
(<ray, officevisit, injedion, presiption, etc).

Amount billed

Note: All documents and information submitted must be legible or the form will be returned.
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SECTION E: Cruise or foreign travel reimbursement required documentation

Wasthe sernvice provided during acruise or foreign travel? Yes No; If “No” please skip. If “Yes’, please provide the following information.

Rroof of travel: Travel documents; such asaaopy of arlinetidetsor atravel itinerary (optiond)
Qopiesdf original, detailed bills of service (doctor, hospita, and presaiptions)
Anyrelated medical records, induding aopies of medicd reports, hospita admisson notes, emergency room notes, etc.

Froof of payment for senvices received, induding presarptions (receipt or bank statement, copies of front and badk of checks,
or any cther documents showing howmuch you paid the provider)

Note: All documents and information submitted must be legible or the formwill be returned.

Patient signature

| certify that the information provided on thisformis corredt to the best of my knowledge. | authorize the release of all information related to the
health care services | received on the dateslisted on thisform. | understand that thisinformation is necessary to allow Kaiser Foundation Health
Fan, Inc, to process my daim for payment.

Petient/Authorizing name (parent’ssignatureif patient isaminor or legal dependent)

Petient/Authorizing Sgnature (parent’ssignatureif patient isaminor or legal dependent) Dete Sgned

Best contaat/telephone number

Reimbursement mailing addresses and Member Services phone numbers

GOLORADO GEORGA CALIFORNIA—-SCAL

Jam Address Jam Address Jam Address

PQ Box 373150 PQ Box 370010 PQ Box 7004

Denver, G080237-9998 Denver, G080237-9998 Downey, CA90242-7004
Member Sarvices Member Sarvices Member Sarvices
1-303-338-3800 1-888-865-5813 1-800-464-4000

MD, DG ORVA HAWAII CALIFORNIA—NCAL

Jam Address Jam Address Qdam Address

PQ Box 371860 PQ Box 378021 PQ Box 12923

Denver, 0802379998 Denver, G080237-9998 Oekland, CA94604-2923
Member Sarvices Member Services Member Services
1-800-777-7902 1-800-966-5955 1-800-464-4000
NORTHWEST KPWASHINGION H FRUNDED MBEVBERS
Jam Address Kaiser Rermanente Qaims Administration KPC Sif-Funded daims Adminigtration
PQ Box 370050 PQ Box 34585 PQ Box 30547

Denver, G080237-9998 Seattle, WA98124-1585 SHt Lake Gty, UT84130-0547
Member Services Member Services Member Services
1-800-813-2000 1-888-767-4670 1-800-533-1833
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