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MEMBER REIMBURSEMENT FORM

Please provide the following information in order to reimburse appropriately.

Please provide the following information of parent or guardian who paid for services.
Legal name of person who paid for services

Payment Mailing Address

Telephone Number where you may be reached

Please provide the following information of Member (Patient) who received medical services.
Legal Name of Member (Patient)

Date of Birth / / Policy Number Group Number

Please provide the following information of Supplier (Physician or Facility) who rendered services.
Physician or Facility Name
Address

Telephone Number ( ) - Tax Identification Number (if available)

Please provide the following information of services.
Date(s) of Service

Number of Units received Place of Service

Diagnosis Code(s) or Description (if available)

Procedure/HCPC Codes(s) or Description (if available)

Amount Paid and how payment was rendered (Circle one Cash; Check; Credit Card)$

Please attach: Proof of payment (invoice, statement, paid receipt, cancelled check, credit card statement). If
Community Health Plan is secondary, please provide primary explanation of benefits.

Return Form To:
Community Health Plan
Attention: Customer Service Department
137 N Belt Hwy; St Joseph, MO 64506
800-990-9247; Fax 816-271-1266
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· No
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		DESCRIPTION:

		Documents the process whereby members receive reimbursement for covered services according to their Benefit Plan.  Examples would include but are not limited to: student immunization at a Student Health Center; urgent or emergent care services from a non-participating provider, or prescriptions from non-participating pharmacy.






		PURPOSE:

		To ensure accurate claims and timely reimbursement for members when the member has already reimbursed the non-participating provider at the time the service was rendered.






		OBJECTIVE:

		1. To standardize process of reimbursement.


2. To comply with regulations related to logging and reimbursement of claims.


3. This service is NOT to be used for routine dental services or Travel Reimbursement for Transplant Related services.






		SCOPE:

		All Community Health Plan staff and departments, specific members and providers.






		ACTIVITIES:

		For those members in the High Risk Program, Care Management will communicate with provider and member as to reimbursement procedure.  Member will complete the form and submit to claims for check reimbursement.






		COMMUNICATION:

		Member, Claims, Customer Service, Care Management, Finance, Client Services






		LINKAGES:

		Member and Community Health Plan 






		UPDATE:

		This policy will be reviewed annually or if changes are necessary.






		PROCEDURE:

		1. When a member receives supplies or services from a non-participating provider for a covered benefit, who does not accept insurance assignment, Customer Service staff will direct the member to CHP’s website at www.mychp.com, under the member button, fax, or mail the reimbursement form to the member.  The member should request the provider to complete the form by providing diagnosis code, procedure code, revenue code, or information that is usually on a health insurance claim form.   For prompt processing, Member will need to include one of the following documents.


a. Invoice Statement showing member’s payment information


b. Itemization if member becomes inpatient including paid receipt 


c. Non-participating provider print out receipt


d. Proof of payment (if not listed on Invoice Statement or Provider print out) such as cancelled check, bank statement, credit card receipt if paid by credit card, written receipts from non-participating provider office


e. Primary Explanation of Benefits if CHP is secondary.


2. If the non-participating provider is not willing to complete the Member Reimbursement Form, then the member should complete the form, include one of the following documents listed above in Section 1a – 1e, and submit to Community Health Plan for eligible reimbursement.  This type of submission may not contain the coding required for 


logging or processing.  If the Member Reimbursement Form does not contain appropriate medical coding, Customer Service will forward to the Clinical Review Specialist prior to submitting to Claims Department for processing.  The Clinical Review Specialist will review all documents and assign appropriate medical coding.  The Clinical Review Specialist will write on Member Reimbursement Form if urgent or emergent care is approved.


3. If the member is seeking reimbursement for a prescription, the member should complete Pharmacare Direct Member Reimbursement Form and send directly to Pharmacare. If a Member Reimbursement Form is received without the proper documentation, Customer Service Representative will contact the member, provider, or facility to obtain the missing information.


4. Claims Manager will call non-participating provider office to validate member’s payment is correct if there is a concern or question regarding correct payment. Exp…  If provider statement list total bill as $269.00 and the member paid $100.00 the remaining balance is $169.00.  In this case you would copy the claim by selecting command key F8.  If office visit is billed with other charges, review the member’s benefit summary (command key F6) to apply the appropriate member benefit and reimburse member.  The claim for the provider will go through processing steps and he/she will also receive a CHP check if services are approved.


5. Participating providers should not require our members to pay prior to services being performed except for payment of co-pay, co-insurance, and/or deductible.  In the event a participating provider requires member to pay at the time of visit, Provider Relations Representatives will investigate.  Provider Relations Reps will be perform the following action:


a. Contact provider and educate regarding contractual claim submission agreement.


b. Request provider to submit a claim form by fax or postal mail delivery.


c. Once provider receives a check for the services, they are responsible for accepting CHP contractual fee schedule.  The provider will need to reimburse the member any difference between what the member has already paid minus their benefit.


6. Handling of compliance situations when Subscriber and dependant’s mother or father are separated or divorced are referred to the Compliance Officer for correct payment determination, due to the complexity of situation.  


7. If a parent/guardian paid for services, not the Subscriber the following steps are followed:

a. Select Line Item Application, then Sign/Payee tab.


b. Under Payee click/tab on Alternate Payee then select “Alt Payee” tab.
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c. Manually enter the name and address into the Alternate Payee.  Please note Facets will not assign the check to the correct parent because it defaults to the Subscriber.  If name and address is not legible or information is not provided, contact the name of who is listed on the Member Reimbursement Form as the payee.  
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d. Once check batch is complete, Facets will assign a check number and a Member Explanation of Benefits (EOB) will print. 


e. Follow P&P CHP Provider/Member Check Request process in order to have designated Clerk remove the check from check batch.


8. The following steps are followed when Community Health Plan is secondary and the member does not attach the primary explanation of benefits (EOB) to the member reimbursement form:


a. Forward to Claims COB Specialist.  


b. COB Specialist will contact the other insurance carrier to request a copy of the EOB to be faxed or mailed to CHP.


c. Once EOB is received, COB Specialist will forward back to originator.


d. Originator enters data from the EOB and finalizes the claim.
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MEMBER REIMBURSEMENT FORM


Please provide the following information in order to reimburse appropriately.


Please provide the following information of parent or guardian who paid for services.


Legal name of person who paid for services_____________________________________________________


Payment Mailing Address_________________________________________________________


Telephone Number where you may be reached___________________________________________


Please provide the following information of Member (Patient) who received medical services.


Legal Name of Member (Patient)_____________________________________________________________

Date of Birth ____/____/____ Policy Number _________________________ Group Number ____________ 

Please provide the following information of Supplier (Physician or Facility) who rendered services.


Physician or Facility Name _________________________________________________________________


Address _______________________________________________________________________________


Telephone Number (____)_____-________ Tax Identification Number (if available)___________________


Please provide the following information of services.

Date(s) of Service_________________________________________________________________________ 


Number of Units received________________ Place of Service__________________________________


Diagnosis Code(s) or Description (if available)___________________________________________


Procedure/HCPC Codes(s) or Description (if available)_____________________________________


__________________________________________________________________________

Amount Paid and how payment was rendered (Circle one Cash; Check; Credit Card)$____________

Please attach:  Proof of payment (invoice, statement, paid receipt, cancelled check, credit card statement).  If Community Health Plan is secondary, please provide primary explanation of benefits.


Return Form To:


Community Health Plan


Attention: Customer Service Department


137 N Belt Hwy; St Joseph, MO 64506


800-990-9247; Fax 816-271-1266


PHARMACARE


DIRECT MEMBER REIMBURSEMENT FORM


This form should be used to obtain reimbursement for a prescription that was purchased without the use of your prescription card.






 


Patient Information:







Name (First, Middle, Last):







Patient Birth Date : 					Sex:        Male         Female







Relationship to Insured:    	�   Self	        �  Spouse	       �  Child	    �  Other







Insured Patient Information:







Group #: 						Member ID #:







Name (First, Middle, Last):







Address:







City : 						   State:			          Zip:







Mail this form along with you receipts to: 	   OR		 



ATTN: DMR’s						Fax this form with a



PharmaCare							copy of your receipts to:



695 George Washington Highway					(401) 333-3241



Lincoln, RI 02865



 











Prescription Information:







Rx Number:					Date Filled:







Quantity:					Days Supply:







Physician ID Number:







Drug NDC Number:







Amount Paid (including Tax):  $   
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