commonwealth MEMBER REIMBURSEMENT FORM
& 05 W careaiiance Senior Care Options (SCO)

Commonwealth Care Alliance™s Senior Care Options (SCO) program allows request for
reimbursement for out-of-pocket expenses to be submitted. To submit a request for reimbursement
please complete this form and all of it's pages following it's instructions. Documentation to support
purchases made must be submitted with a copy of a receipt which includes date of purchase and/or
services.

Service Type
Please check which service you are requesting reimbursement for:
00 Medical ODME 0ODental 0OVision 0OOver the Counter with prescription (OTC)

Required Information

Last Name: First Name: Middle Initial:

Member ID #: Date of Birth: 7 /

(MM/D D/Y Y Y Y)

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, etc.)

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

Amount of reimbursement you are requesting: $

Describe the items or services that were received. (e.g. asthma, lab work, ER Vvisit, flu shot,
eyewear, durable medical equipment, etc.)
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Check which of the following acceptable proof of payment you are attaching to this form:

O A credit card statement or receipt with itemized bill.

O A copy of receipt with itemized bill.

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

To submit your request for reimbursement, please send this form and related documents to:

By mail: Commonwealth Care Alliance Attn: Member Services, 30 Winter Street, Boston,
MA 02108

By fax (617) 426-1311

By email memberservices@commonwealthcare.org

| attest that the information is accurate and complete.

Signature: Date:



mailto:memberservices@commonwealthcare.org

Notice of Nondiscrimination
Commonwealth Care Alliance complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Commonwealth Care Alliance does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Commonwealth Care Alliance:

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 Civil Rights Coordinator.

If you believe that Commonwealth Care Alliance 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:

Civil Rights Coordinator, Office of General Counsel
30 Winter Street

Boston, MA 02108

Phone: 1-617-960-0474, ext. 3932, (TTY: 711)

Fax: 1-617-249-0709

E-mail: 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
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.



http://www.hhs.gov/ocr/office/file/index.html

Multilanguage Interpreter Services

English: ATTENTION: If you speak another language, language assistance services, free of charge,

are available to you. Call 1-866-610-2273 (TTY: 711).

Spanish (Espariol): ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de

asistencia lingtistica. Llame al 1-866-610-2273 (TTY: 711).

Chinese (X)) : I&E : MEEREAKRETX, GULUAEEGESEDRS., FHE 1-866-610-

2273 (TTY : 711)

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng

mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-610-2273 (TTY: 711).

French (Francais): ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont

proposés gratuitement. Appelez le 1-866-610-2273 (ATS: 711).

Vietnamese (Tiéng Viét): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn ngr mién phi

danh cho ban. Goi sb 1-866-610-2273 (TTY: 711).

German (Deutsch): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfugung. Rufnummer: 1-866-610-2273 (TTY: 711).

Korean (8t301): =2|: St E AEotAlE 82, U X2 MHIASE RE2 0180t &= ASLICH

1-866-610-2273 (TTY: 711)HCZ NM3loll =&AL,

Russian (Pycckun): BHVMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM SA3bIKE, TO BaM LOCTYIMHbI

becnnatHble ycnyru nepesoga. 3BoHuTe 1-866-610-2273 (tTenetann: 711).

Arabic (& 22 d); balar 13 Saad 5580 @l N gl dclad saclualldgeml I 3 5] el g

Ja 3 a8, 23722-016-668-1 (p3) <& 3 aa N oSy 1y 117),

Hindi (f&dY): &t & afe 3 Y ateld & o 3m9eh folw Jord & 19T FRIcm JarT 3Telsy &

1-866-610-2273 (TTY: 711) T Hial &<

Italian (Italiano): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di

assistenza linguistica gratuiti. Chiamare il numero 1-866-610-2273 (TTY: 711).

Portuguese (Portugués): ATENCAO: Se fala portugués, encontram-se disponiveis servicos

linguisticos, gratis. Ligue para 1-866-610-2273 (TTY: 711).

French Creole (Kreyol Ayisyen): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki

disponib gratis pou ou. Rele 1-866-610-2273 (TTY: 711).

Polish (Polski): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;j.

Zadzwon pod numer 1-866-610-2273 (TTY: 711).

Greek (AAnvika): NMPOZOXH: Av pIAGTE eAANVIKE, oTn d1IAB0 0ag BpioKovTal UTTNPEECIEG YAWOOIKAG

UTTOOTAPIENG, O oTToiEC TTapEXovTal dwpedv. KaAéoTe 1-866-610-2273 (TTY: 711).

Japanese (AAREE): ZFEZEIE  HABFHEINIBEE. BEHOEEXEXCHRAWEITEYT
o 1-866-610-2273 (TTY 111) £T. BEEICTITERKSZELYN,

Cambodlan (1,2:) E_TLIJ‘FT 10 SMEMASUNW MaNTS] 1NRSWigsSMan i nwsSsSSs U

AHNSESUNUUITEHSY G SI805) 1 866 610-2273 (TTY 711)

Lao/Laotian (wW959290): YUOQ‘)U 1999 119VDIWIFI 299, NIVOINIVFOBCTDAIVWIZ,
Yoetcsyen, cuvSuenlvivian. tus 1-866-610-2273 (TTY: 711).

Gujarati (9J2RUcll): YUoll: B AN Al clldcll &, A [A:Yes Gl UslaA AU AHIRL HER
Gucod 8. slot 5 1-866-610-2273 (TTY: 711).
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