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MEMBER REIMBURSEMENT FORM Health Plan

Required Information
Relationship to the Subscriber

O Self O Authorized Representative

If a Member Reimbursement is being submitted by an Authorized Representative, please complete and
include the Tufts Health Plan Appointment of Personal Representative Form (AOR), or any legal
documentation verifying personal representation, with your request. We require verification of the
authority of a Personal Representative before the request can be processed. You can find the AOR form
on our website at thomp.org/aor-forms.

Last Name: First Name: Middle Initial:
Member ID #: Date of Birth: / /
Name of Provider of Service: Date(s) of Service:

Phone Number and Address of Provider (if known):

In what setting did you receive treatment? (e.g. office, ER, hospital, clinic, etc.)

Use reverse side or another sheet of paper to include any additional information if necessary.

Amount of reimbursement you are requesting: $

Note: Any reimbursement made will be less applicable cost-sharing. See your benefits document for details.

If services were performed outside of the USA:
On which date did you leave the USA?

In what country were services performed?

In what language was the bill/receipt written?

In what currency was the bill paid?

Describe the items or services that were received.’
(e.g. asthma, lab work, ER visit, flu shot, eyewear, durable medical equipment?, etc.)

Please include Proof of Payment AND Itemized Receipt?

Check which of the following acceptable proof of payment you are attaching to this form.

I A copy of the front and back of the cancelled check written to the provider or the bank encoded front
of the check written to the provider.

I A credit card statement or receipt with itemized bill and authorization, if applicable.

O A statement from the provider, on the provider’s letterhead with authorized signature,
indicating payment was made.

'Tufts Medicare Preferred HMO requires prior authorization for certain drugs, devices, and equipment as a
condition of payment. Refer to your Evidence of Coverage booklet for your plan’s guidelines.

?Prescription may be required for Durable Medical Equipment purchase. See your benefit document for
details. 3 A receipt for purchased items, with the provider’'s name and address preprinted on the receipt,
with items listed and the amount paid. continued >
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Signature is Required

| attest that the information is accurate and complete.

Signature: Date:

Tufts Health Plan

Medicare Preferred
Member Reimbursement
P.O. Box 9183

Watertown, MA 02471-9183

NOTE: For HMO members looking to submit for Wellness Allowance reimbursement, please use the
Wellness Allowance Benefit Form. For Medicare Supplement members looking to submit for Fitness and
Nutritional Counseling reimbursement, please use the Fitness and Nutritional Counseling Benefit Form.
For HMO members looking for Eyemed reimbursement from a non-participating provider, please use the
Out of Network Vision Services Claim Form.

For more information, call Customer Relations at 855-670-5934 (TTY 711). Representatives are available
Monday-Friday, 8:00 a.m.-8:00 p.m. (From October 1-February 14, representatives are available 7 days a
week 8:00 a.m.-8:00 p.m.) After hours and on holidays, please leave a message and a representative will
return your call on the next business day.

Tufts Health Plan is an HMO plan with a Medicare contract. Enrollment in Tufts Health Plan depends on
contract renewal.

Tufts Medicare Preferred Supplement plans are offered in accordance with Massachusetts law.



ofd TUFTS

Health Plan

Tufts Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. Tufts Health Plan does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

Tufts Health Plan:

o Provides free aids and services to people with disabilities to communicate effectively with us, such as:
— Written information in other formats (large print, audio, accessible electronic formats, other formats)
« Provides free language services to people whose primary language is not English, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, contact Tufts Health Plan at 1-800-701-9000 (TTY: 711).

If you believe that Tufts Health Plan 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:

Tufts Health Plan, Attention:

Civil Rights Coordinator, Legal Dept.

705 Mount Auburn St. Watertown, MA 02472

Phone: 1-888-880-8699 ext. 48000, (TTY number—711 or 1-800-439-2370. Espafiol: 866-930-9252)
Fax: 617-972-9048

Email: OCRCoordinator@tufts-health.com.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the
Tufts Health Plan Civil Rights Coordinator 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
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

thpmp.org | 1-800-701-9000



English: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-800-701-9000 (TTY: 711).

aila o8 5) 1-800-701-9000 &8 » Jaall Olaall Gl a) 655 45 salll sacluall chlaad old (Aall) SY) Cuaats <€ 1Y) +4ds eala ; Arabic
(711 2815 aall
Chinese: ;T % : MMIREEAKE P, BALREESES EBRKE. FHE 1-800-701-9000 (TTY 711),
8L e pal 8 el (sl B Sy e (Sl S g S e KK 3 0l 40 S) 14 55 Farsi
2,80 Geai b 28l e a8l % 1-800-701-9000 (TTY: 711)
French: ATTENTION: Si vous parlez francais, des services daide linguistique vous sont proposés gratuitement.
Appelez le 1-800-701-9000 (ATS : 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfiigung. Rufnummer: 1-800-701-9000 (TTY: 711).

Greek: ITIPOXOXH: Av wihate eAAnvikd, otn 6tdbeor| oag Ppiokovrtal vinpesieq Y\wooikng vtootnpéng, ot
omoieg mapéxovrat dwpedv. Karéote 1-800-701-9000 (TTY: 711).

Gujarati: 42l: 671 dH Asx2ldl olladl sl, dl [F:9es ML AGPL QAL dHIRL HI2 BUE6H 89, 5l 521
1-800-701-9000 (TTY: 711).

Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen seévis ed pou lang ki disponib gratis pou ou.
Rele 1-800-701-9000 (TTY: 711).

Italian: ATTENZIONE: In caso la lingua parlata sia 'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-800-701-9000 (TTY: 711).

Japanese: ;EEEIH : HAEZESINDHE. BEHOSEXREZSFARAVETEY,
1-800-701-9000 (TTY: 711) ET. HBEEICTITEBCEE LY,

Khmer (Cambodian): {Utiais IS s3sthyafunty mantg:, tundgwigamean inwdsdnnyn
AMGMSAINUGHEEAT G §185Q 1-800-701-9000 (TTY: 711) ’

Korean: & 9: °F'_"01 = AL8otAlE 82, 2o X[ MH|AE F22 0|8std + U&LICH
1-800-701-9000 (TTY: 711) #1222 7"|2|'0H FHA2.

Laotian: TUOZ‘]U 'ﬂ‘]O’l Zﬂ‘]iJEO‘]iU‘]%‘] NI, 3’1‘]1)1)203’7‘]1)208)&”80‘]1)&‘]&‘] TOSJUE%J@‘]
cuvuSwoulnmau. s 1-800-701-9000 (TTY: 711).

Navajo: Dii baa aké ninizin: Dii saad bee yaniltigo Diné Bizaad, saad bee akdanidaawodeg, taa jiikeh, éi na
hol6, koji” hédiilnih 1800-701-9000 (TTY: 711.)

Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowe;.

Zadzwon pod numer 1-800-701-9000 (TTY: 711).

Portuguese: ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, grétis.
Ligue para 1-800-701-9000 (TTY: 711).

Russian: BHVIMAHME: Eciy BbI rOBOpUTE Ha PYCCKOM A3bIKE, TO BaM IOCTYIIHBI OeCIIaTHbIE YCITYTH
nepesopa. 3sounre 1-800-701-9000 (temerarim: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al 1-800-701-9000 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-701-9000 (TTY: 711).

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, c6 cdc dich vu hé trg ngdn ngii mién phi danh cho ban.

Goi s6 1-800-701-9000 (TTY: 711).
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