Member Medical Reimbursement Claim Form

Use this claim form to be reimbursed for eligible out-of-pocket medical expenses. MAIL form and required documents to:
Wellcare Member Reimbursement Department ¢ P.O. Box 9030 ¢ Farmington, MO 63640-9030.
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 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
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.
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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:

Date of Service

Provider Name

Description of Service

Amount
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. |

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 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. MAIL form and required documents to: Wellcare

Member Reimbursement Department ¢ P.O. Box 9030 ¢ Farmington, MO 63640-9030.




English: You can get this communication in other languages, large print, Braille or a format you prefer.
You can also ask for an interpreter. This help is free. Call 1-844-867-1156 or TTY 711. We accept relay calls.

You can get help from a certified and qualified health care interpreter.

Spanish: Puede obtener esta informacion en otros idiomas, en letra de imprenta grande, en braille o en
un formato de su preferencia. También puede solicitar un intérprete. Esta ayuda es gratuita. Llame al
1-844-867-1156; los usuarios de TTY deben llamar al 711. Aceptamos llamadas del servicio de retransmision.

Puede obtener la asistencia de un intérprete certificado y calificado en atencién medica.

Russian: Bbl mo)keTe NoNy4YnTb AaHHOe coobLleHMe Ha APYrMX A3bIKaX, KPYMHbIM WPUPTOM,
WpndTom bpanna nam B npeanoytTMTeibHom GpopmaTe. Bbl TaKKe MOXKeTe 3aNpPoCuTb YCAYrU
nepesoA4YnKa. Takaa NnoMoLlb NnpegocTasaseTca becnaatHo. [103BOHUTE MO HOMepy 1-844-867-1156
Man TTY 711. Mbl NpUHMMaeM 3BOHKM Yepe3 KOMMYTATOPHYIO CayXOy.

Bam MOXeT O0KasaTb NOMOLLb ANMIOMUPOBAHHbIV NEePeBOAYNK C KBannduKalmen B obnactu
3paBOOXPaHeHMS.
Vietnamese: Quy vi co thé 1dy thong tin nay bang cadc ngdon ngl khac, ban in ¢d chr lon, chir ndi
hodc dinh dang yéu thich. Quy vi cling cé thé yéu cau thong dich vién. Trg gitp nay mién phi. Goi s6
1-844-867-1156 hoac TTY 711. Chuing t6i chdp nhan cudc goi chuyén tiép.
Quy vi c6 thé duoc thong dich vién cham soc suc khde cd chiing nhan va dd ndng luc trg gidp.
ALag AT aaily gl Jal 0 48 ylay 615 508 (o albidelday o (AT bl e gladd) 038 e J gaal) IS4 :Arabic
Gl J5 711 TTY 51-844-867-1156 a1 e Jaail Auilae saclusall 038 5 (5558 an yia il bl Wiayf liSay
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Somali: Waxaad ku heli kartaa ee isgaarsiintan lugado kale, far waaweyn, farta indhoolaha ama gaabka
aad doorbideyso. Waxaad ee sidoo kale codsan kartaa turjumaan. Caawimadani waa bilaash. Wac
1-844-867-1156 ama TTY 711. Waxaan agbalnaa wicitaanada gudbinta.

Waxaad caawimo ka heli kartaa turjumaan daryeel caafimaad oo shahaado haysta 0o agoon leh.
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Chuukese: Ka tongeni kuna ei pwan non ekoch kapasen fanu, awattei mak, kewe tikitik faniten chuun
ika met sokkun format (ititin om mak ka mochen) en mi mochen. Ka tongeni eis emon chon chiaku epwe
anisuk. Mifree ei aninis. Kori ei nampa 1-844-867-1156 ika TTY 711. Am mi etiwa aninisin kewe mi ter rese
tongeni koko.

Ka tongeni kuna aninis seni ekewe mi tufich chon health care chiaku.



Ukrainian: Bu mokeTe oTpMmaTu Lie NOBIiAOMIEHHSA iIHWLMMM MOBAMU, BEANKUM LLPUDTOM,
WwpndTom bpans abo iHWomy popmaTi 3a BawMm barkaHHAM. BM TaKoXK MOXKeTe OTpumaTH
agonomory nepeknagada. La nonomora 6e3xkowtoBHa. TenedoHymTe 3a Homepom 1-844-867-1156 abo
TTY 711. M NpUMMAEMO NepeHanpasBaeHi A3BiHKN.

B MmoxkeTe oTprmaTi 40NOMOryY Bij, cepTMdPiKOBAHOro Ta KBaNipikoBaHOro MeamnyHoro
nepekiagavda.
Sl 5 23 e a3 4AS Gl L L o s (d o Ol Ko slaghy 4o 1 Gl () Al 55« sFarsi
A8 S TTY 711 L 1-844-867-1156 o_kad b o) 8G1 ) SaaS (al auiS an i Gl g3 50 201 65 e (tinad
280 S e 11 5 coma Alasa HalS aa e G 1 il i
Romanian: Puteti obtine aceasta comunicare in alte limbi, cu scris mare, in Braille sau intr-un format
preferat de dvs. De asemenea, puteti solicita asistenta unui interpret. Aceasta asistenta este oferita

gratuit. Sunati la 1-844-867-1156 sau TTY 711. Acceptam si servicii de apeluri pentru persoane cu
dizabilitdti de auz si/sau de vorbire.

Puteti primi asistenta din partea unui interpret certificat si calificat in domeniul medical.
Lol 20 iy 0 258 Hlai oy 50 Ca )b by iy o8 0 ls « Son sl gy 0 1, Bl () il 8 e e iDar
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Ambharic: £U7 (DAORT N T YBPT: NTAADP &LAT: NN&GA DLI° ACNP NIZLADCMIT PCRYT
DT & FAA: ANTCATL AT&PCNAP (DMPP & FAA: €U AH P92PCNM- NYR 10« DL
1-844-867-1156 MLI° TTY 711 LLMA:: SIIHLE MEPFITP AYPNAAT::

NTMANCAT AT NPT NAD: RMLE AYANNM ANTCATL AC&T T90 T & FAA:

Swabhili: Unaweza kupata mawasiliano haya katika lugha zingine, maandishi makubwa, Breli au muundo
unaopendelea. Unaweza pia kuomba huduma za mkalimani. Huu ni usaidizi wa bila malipo. Piga simu
kwa 1-844-867-1156 au TTY 711. Tunakubali upigaji simu za relay.

Unaweza kupata msaada kutoka kwa mkalimani wa huduma za afya aliyethibitishwa na aliyehitimu.
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