Member Claims Form

|:|Dental Services
|:|AII Other Services

A. SUBSCRIBER INFORMATION

Ta.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: 4b. MI: 5b-Date of Birth:
A
60.Home Address:
o City: 8. State: %.ZIP:
100. Sex: | 11P-Relationship to 12b-Fyll Time Student: | 13°-School Name:
DD Subscriber:
YES / NO
M/F
C. ACCIDENT INFORMATION (if applicable)
'ce.Accident Type: WORK/AUTO / OTHER 2cDate Accident Occurred:
[
3¢.How did the accident occur?
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CCA [ttt

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: ’dEmployer 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 Senior Care Options
(HMO D-SNP) to pay benefits directly to the provider of medical services.

Member or Parent/Guardian Signature: Date:

Guidelines for Submitting Claims to CCA Senior Care Options (HMO D-SNP)

e Clip, do not staple, all bills to the completed form and mail them to CCA Senior Care
Options (HMO D-SNP) 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
e This form may not be used for pharmacy claims.




CCA Senior Care Options (HMO D-SNP) is a Dual Special Needs Plan (D-SNP)
with a Medicare contract and a contract with the Commonwealth of
Massachusetts Medicaid program. Enrollment in the plan depends on the plan’s
contract renewal with Medicare.

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 Availability
Interpreter Services

English: If you speak English, free language assistance services are available. Auxiliary aids
and services to provide information in accessible formats are also available free of charge.
Call 1-866-610-2273 (TTY: 711).

Spanish: Si habla espafiol, tiene a su disposicion servicios de asistencia linguistica gratuitos.
También estan disponibles sin costo recursos auxiliares y servicios para proporcionar
informacion en formatos accesibles. Llame al 1-866-610-2273 (TTY: 711).

Chinese Mandarln ARG > AT DR AL R RATTE S BIARSS - Hh » B ot
DA RS AR AE EAYAHBh T MRS - WHECE 1-866-610-2273 (TTY: 711),

Chinese Cantonese: 4R {EEEE R - L] LR L 0BRSS BN © 51 > BB iRt
e TP ML & RN AVE ) T RANIIRTS - 552 1-866-610-2273 (TTY: 711) -

Tagalog: Kung nagsasalita ka ng Tagalog, magagamit ang mga libreng serbisyo sa tulong sa
wika. Ang mga pantulong na tulong at serbisyo para magbigay ng impormasyon sa mga naa-
access na format ay makukuha rin nang walang bayad. Tumawag sa 1-866-610-2273 (TTY: 711).

French: Si vous parlez francais, des services d’assistance linguistique gratuits sont disponibles.
Des aides et services auxiliaires permettant de fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-866-610-2273 (TTY : 711).

Vietnamese: Néu quy vi noi tiéng Viét, chung t6i cung cap dich vu hd tr’ ngdn ngtr mién phi.
Cé~c dich vu va phwong tién phu tro' cung cap théng tin & dinh dang dé tiép can cling dwoc
mién phi. Goi 1-866-610-2273 (TTY: 711).

German: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachunterstitzungsdienste
zur Verfugung. Hilfsmittel und Dienstleistungen zur Bereitstellung von Informationen in
barrierefreien Formaten sind ebenfalls kostenlos verfiigbar. Rufen Sie die Nummer
+1-866-610-2273 (TTY: 711) an

Korean: 3l20] 2 LA}sl= A9 i oo] X9 AU AE o] 88 4= JHUt A 7Ms3e
PAOR ARE AT BE EPep AU AE R 2 AFHY 1-866-610-2273 (TTY: 711)
o7 A3sHA Q.

Russian: Ecnv Bbl roBOpuTE Ha pycCKOM si3bike, BaM MOryT npeaocTaButb becnnaTHble
ycnyrn nepesoa4vka. Takke 6ecnnaTHO NpeaoCcTaBnsATCA BCNOMOraTerbHble CpeacTsa U
ycrnyru, No3BonsioLLMe NosyyaTb MHpopMaLmo B AOCTYNHbIX hopMaTax. 3BOHUTE MO HOMepY
1-866-610-2273 (TTY: 711).

sl i) ciland g lacbise Wyl a5ty Alaall 4 salll saeLsal) ciland 3535 g jall dalll Gaaai i€ 1) : Arabic
(TTY: 711) 1-866-610-2273 &1 le duail Ulas Ll J s sl Jgusy litansity e shadll

Hindi: 3¢ 39 fe=< Siad 8, < F:Xewh U TeTadT Tand Iuas § | gau Ured & o1 Sudasd
R & forT Teras Areq iR Jamy i f:Yeh IuaR § 1 1-866-610-2273 (TTY: 711) WR HId B |

Italian: Se parla italiano, pud usufruire di servizi di assistenza linguistica gratuiti. Sono
disponibili gratuitamente anche dei servizi e supporti ausiliari che forniscono informazioni in
formati accessibili. Chiami il numero 1-866-610-2273 (TTY: 711).
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Portuguese: se vocé fala portugués, servigos de assisténcia linguistica gratuitos estao
disponiveis. Recursos e servigos auxiliares para fornecer informag¢des em formatos acessiveis
também estao disponiveis gratuitamente. Ligue para 1-866-610-2273 (TTY: 711).

Cape Verdean Creole: Si bu ta papia Kriolu di Kabu Verdi, sirvisus di apoiu lingustikui ta sta
dispunivel. També ta sta dispunivel apoiu y sirvisus ausiliaris pa da informason na formatus
asesivel. Txoma pa 1-866-610-2273 (TTY: 711).

Haitian Creole: Si ou pale kreyodl Ayisyen, gen sévis asistans lang gratis ki disponib. Gen éd ak
sevis oksilyé pou bay enfomasyon nan foma aksesib ki disponib gratis tou. Rele 1-866-610-2273
(TTY: 711).

Polish: Jesli mowisz po polsku, mozesz skorzystaé z bezptatnych ustug pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach sg rowniez
dostepne bezptatnie. Zadzwon pod numer 1-866-610-2273 (TTY: 711).

Japanese: BARZEZEE LA, BHOEREXEY—EXZTRAVEZTET., Z2IFTAN
ARE R AETRBEAF T L -ODEMFEOT—EXRLEBHTITARAWVVETES,
1-866-610-2273 (TTY: 711) [THBEFE L =Ly,

Guijarati: %\ di Jos2Udl elldetlR O], dl Hsd HINL ASld Adl Gudsy 8. Hi[edla Yae

stHeHl Uelel $qL HIS SIS USI el Adl UL HEdH] Guast 8. 1-866-610-2273
(TTY: 711) UR 514 S2.

Lao/Laotian: 19191c0WwI59990, HOINIVYOBCHSOIVWITIWS. NIVYOCHS CCY

o o ES & G X = % ' o 1) '
NIVO3NIVCBOTTBVO92YL ISVCCLLHTIVIOCSICTHNOCLVOITIVIOFIGLoBLCIOI. L1 1-866-
610-2273 (TTY: 711).

Greek: Eav piAaTe eAAnvIKd, diaTiBevtal dwpedv utrnpeaieg YAwao oIk BonBciag. Aiatibevtal
etTiong dwpedv FondNTIKA HECA KAl UTTNPETIES YIa TNV TTAPOXH TTANPOPOPIWY CE TTPOCRACIUN
Hop@r). KaAéaTe o1o 1-866-610-2273 (TTY: 711).

Khmer: [UtiSIOHEASUNWMANIST ISESHENS
MINURSIUNESWIRAMANINWHSASINY SSW SHIUNHRMIRUISEISNSEHR
BUMGSUT SASHEISRUNSINWNSASIZRHIN Siunis 1-866-610-2273
(TTY: 711)4
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