> commonwealth
& @ W care alliance

Member Claims Form

[[IDental Services
[ ]All Other Services

A. SUBSCRIBER INFORMATION

a-Member ID: 2a.Health Plan: 3a.Phone Number:
42 ast Name: %2.First Name: 6aM|: aDate of Birth:
A
8a.Home Address:
%.City: 10a.State: 11a. ZIP:
B. PATIENT INFORMATION
o.Patient’'s Member ID:
2b.| ast Name: 3b-First Name: 4. MI: 5b-Date of Birth:
A
60.Home Address:
City: 8.State: %.Z|P:
100. Sex: | 11P-Relationship to 12b.Fyll Time Student: | '3°-School Name:
I Subscriber:
] YES / NO
M/F
C. ACCIDENT INFORMATION (if applicable)
'e.Accident Type: WORK/AUTO / OTHER 2¢Date Accident Occurred:

I

3c¢.How did the accident occur?
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D. OTHER INSURANCE

'd]s the patient covered by another insurance plan? YES /NO

If yes, please complete the following:

2d-Name of person carrying other insurance: 3d.Date of Birth:

[
4d.Member ID: 5d.Name of Other Insurance Carrier:
6d-Policy Number: 7dEmployer Name:

8. ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY
MISREPRESENTATION OF ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY
BE GUILTY OF A CRIMINAL ACT PUNISHABLE UNDER LAW AND MAY BE SUBJECT TO
CIVIL PENALTIES.
| CERTIFY THAT THE INFORMATION SUPPLIED IS TRUE AND CORRECT.

Member or Parent/Guardian Signature: Date:

E. ASSIGNMENT OF BENEFITS

'e- Please sign below only if you want Commonwealth Care Alliance, Inc. CCA One Care (Medicare-
Medicaid Plan) to pay benefits directly to the provider of medical services.

Member or Parent/Guardian Signature: Date:

Guidelines for Submitting Claims to CCA One Care (Medicare-Medicaid Plan)

e Clip, do not staple, all bills to the completed form and mail them to CCA One Care
(Medicare-Medicaid Plan) at the address listed below.
e Make sure all bills indicate a diagnosis code, procedure code, date of service and cost.
e Provide a copy of either a UB92 or HCFA1500 form (this form can be obtained from your
provider of service.)
e Please include your Member # on all documents, and submit all claims to Commonwealth
Care Alliance, Inc. in a timely manner.
e Submit claims to: Commonwealth Care Alliance, Inc.
ATTN: Claims Department
P.O. BOX 1127
Dayton, OH 45401-1127
e This form may not be used for pharmacy claims.




CCA One Care (Medicare-Medicaid Plan) is a health plan that contracts with both
Medicare and MassHealth to provide benefits of both programs to enrollees. Enroliment
depends on contract renewal.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linguistica. Llame al 866-610-2273 (TTY 711).

You can get this document for free in other formats, such
as large print, braille, or audio. Call 866-610-2273 (TTY
711), 8 am to 8 pm, 7 days a week. The call is free.



Notice of Nondiscrimination

Commonwealth Care Alliance, Inc. complies with applicable Federal civil rights laws and
does not discriminate on the basis of, or exclude people or treat them differently
because of, medical condition, health status, receipt of health services, claims
experience, medical history, disability (including mental impairment), marital status, age,
sex (including sex stereotypes and gender identity), sexual orientation, national origin,
race, color, religion, creed, public assistance, or place of residence. Commonwealth
Care Alliance, Inc.:

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

If you need these services, contact Member Services.

If you believe that Commonwealth Care Alliance, Inc. has failed to provide these
services or discriminated in another way based on medical condition, health status,
receipt of health services, claims experience, medical history, disability (including
mental impairment), marital status, age, sex (including sex stereotypes and gender
identity), sexual orientation, national origin, race, color, religion, creed, public
assistance, or place of residence, you can file a grievance with:

Commonwealth Care Alliance, Inc.

Civil Rights Coordinator

30 Winter Street, 11" Floor

Boston, MA 02108

Phone: 617-960-0474, ext. 3932 (TTY 711) Fax: 857-453-4517
Email: civilrightscoordinator@commonwealthcare.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the 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 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

Phone: 800-368-1019, 800-537-7697 (TDD)

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

Massachusetts 2025 ND



Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about
our health or drug plan. To get an interpreter, just call us at 866-610-2273 (TTY 711).
Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier
pregunta que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con
un intérprete, por favor llame al 866-610-2273 (TTY 711). Alguien que hable espafiol le
podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: HA/ 142 (L 5 Do RN ek 5%, 5 DA 24 5% 11 B el 2 W PR B O (T ] 5 1), SR A%
LIRSS, 1EECH 866-610-2273 (TTY 711) . Mm-S LAF AR R EE I, XE—
T4 B I 55

Chinese Cantonese: &% T A"t e o S I b ] iEAr A7 Bef, Bt BMEe L fe & il Ikis,
TEWAEEIR S, GEEHE 866-610-2273 (TTY 711) . Ffarh iy A B S s ARt i), 38 & —
TA 50 B R 7% o

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang
anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 866-610-
2273 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au 866-610-2273 (TTY
711). Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung téi cé dich vu thdng dich mién phi dé tra 18i cdc cu hoi vé chuadng
suc khoe va chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 866-610-
2273 (TTY 711) sé cd nhan vién noi ti€ng Viét gilp d3 qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 866-610-
2273 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist
kostenlos.

Korean: GA:= 95 HE = o w3 93t dfo ga] =gjux 5 59 Au A
AF8Fal JFYTH TY AP 2E o] 83tH W M3} 866-610-2273 (TTY 711) Ho =z Fo3
TAAN L., gxolE gt FdAE B9 =8 AYU o] Al A FEE 9g YT

Russian: Ecnm y Bac BO3HUKHYT BOMPOCbl OTHOCUTENbHO CTPaxoBOro Miu
MeAMKaMEeHTHOro njaHa, Bbl MOXeTe BOCMNO0/1b30BaTbCs HaWMMM 6ecnnaTHbIMU yCayramm
nepeBoAvYMKoB. YTobbl BOCNOb30BATbLCSA YC/yraMm nepeBoaymka, no3BoHUTE HaM Mo
TenedoHy 866-610-2273 (Tenetanmn 711). Bam oKaXXeT NOMOLLb COTPYAHUK, KOTOPbIN
roBOpuUT NMo-pyccku. [laHHasa ycnyra 6ecnnaTtHas.
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Slo Jpanll a4 0¥ Jgon sl danally sheti Al (6 e Llad dglaall 5 58l) aa jiall cilaxa 2383 Wil ; Arabic
Gaaty le gadid o gl (711 oSl 5 auall Caila o3 5) 866-610-2273 e W Juai¥ (5 g clile Gl (5 )68 an yia
ilae Fedd o cline Liay Ay all

Hindi: SHR WY I &dl &1 JioHT &b R H 31U fobdit Ut U8 & Fare ¢4 & ot g9R U gk
U TaTd IUds §. Teh HIAT Ut R & folg, S 86 866-610-2273 (TTY 711) TR IF &,
ﬁs‘wﬁa‘r%ﬁaﬁw%&m%qmﬂwm%%w%@m%

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il
numero 866-610-2273 (TTY 711). Un nostro incaricato che parla Italianovi fornira
I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicacao. Para obter um
intérprete, contacte-nos através do nimero 866-610-2273 (TTY 711). Ira encontrar
alguém que fale o idioma Portugués para o ajudar. Este servigo é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan
866-610-2273 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sevis Ki
gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby
skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer
866-610-2273 (TTY 711). Ta ustuga jest bezptatna.

Japanese: it DR HERIRIR & FEh LT HE T 7 2B 6 ZHMICBEZ T A 20 1T, ikt
DERY—E 22D ) TT TS WE T, BRE IS % 5121,

866-610-2273 (TTY 711 IZBFHE 23 v, HAGEZGET A E »Zizwvwre L 2§, 21z
MR D — £ 2 TF,

Gujarati: AUHIZ] wR0L wal eclloll Ayoll (AN dHal dlat dal slefuel Yslloll walled AUl HIZ
AUHAL WA Hsct geuan Acll 8. geulan Aol M2, M $5d 866-610-2273 (TTY 711)
UR sl 5. 3% /oAl ldddl caulsal dal Hee 53 aAd B, L s U Acl B,

Lao/Laoctian:
WONCEIBOINIVTIVCVWIFTNOBLIOHXHOMBLYNEINIVTWIVSIO SN JOHVCWVILTWIL G
(CEVEI2OIWONCSY. (BB2TIVCVWIFI, WIlNMIWoNcSiics 866-610-2273 (TTY 711).
’saxB&:’Tm"’cgvwmaégﬁo/moa’oeuﬁvlc{ BecsnNILOINIVLSOE".

Cambodian: IUJNI:TISIM?’WUFTIEJ&’{]EUI:ﬂ‘c‘—?Immﬁﬁﬁﬁldiw&gimtﬁmgimamiwEUH‘FTH?GI:]WS
HOSIENRSMN yiiuasihs qujggmmSHﬁUﬁipmmmﬁ
VUIUTISInUmsIDRMUIW:IUS 866-610-2273 (TTY 711)
SIUMATEUSIN WM HBIS U/MNISINGRIUESTSY 1SN SgIRUSSAS I
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