Health benefits claim form 'CarePIUS

To be completed by member or authorized representative HEALTH PLANS.

Instructions:
1. Complete ALL information requested below. We require the following information to make a decision:

Receipt or other proof of your payment

An itemized statement from the provider showing the services provided with the date(s) of service for
those services

The following information (if not included on the provider’s itemized statement): revenue code(s), if
applicable; CPT and/or HCPCS codes, if applicable; diagnosis code(s) and the place of treatment

2. Acompleted form cannot include information for multiple family members, for multiple providers or
for multiple accidents/illnesses. Use a separate form for each family member, each provider and each
accident or illness.

3. Enclose ORIGINAL itemized bills. Please keep a copy for your records.

4. ASSIGNMENT: If you wish benefits to be paid directly to the physician or provider of service, sign the
Direct Payment block below (item 13 below). (NOTE: Benefits for hospital confinement will be paid
directly to the hospital.)

5. Mail completed form to the address on the back of your member ID card.

1. Member name (Last) (First) (M.1.)
2. Member ID 3. Group number
H

4. Member home address

5. Group name

6. Member birth date 7. Authorized person’s birth date

8. Authorized person’s name (Last) (First) (M.1.)

9. Authorized person’s relationship to member




10. Service

Date(s)

From

To

Place of
service*

(from list
below)

Was service
furnished
via audio/

video?

Check one

CPT/
HCPCS code
(Service
description)

Diagnosis
code

Charge
per
unit/day

Number
of units/
days

Total
charge

*Place of Service Codes (Where you were when you received the service(s) listed above)

11 - Doctor’s Office

12 - Patient’'s Home

19 - Hospital Outpatient Department (off-campus)

20 - Urgent Care

21 - Inpatient Hospital
22 - Hospital Outpatient Department (on-campus)

23 - Emergency Room

24 - Ambulatory Surgical Center

31 - Skilled Nursing Facility

Y N

Y N

32 - Nursing Home

42 - Air Ambulance

99 - Other Location

11. Provider (facility, professional or other type of supplier) information
Name of professional (Use “N/A” if claim is not for services furnished by a professional.)

41 - Land Ambulance

72 - Rural Health Clinic

81 - Independent Laboratory

51 - Psychiatric Facility Inpatient

55 - Residential Substance Abuse Treatment Facility

Name of group if professional is in a group practice
(Use “N/A” if claim is not for services furnished by a professional in a group practice.)

If claim is not for services furnished by a professional, please provide the name of the provider
(Use “N/A” if claim is not for services furnished by a professional.)

Phone number

Tax ID number

Address (including ZIP code)




Release of information

| authorize the release of any medical information necessary to process this claim. | understand that, as
permitted by law, to the extent of benefits paid under this claim, the Plan acquires all rights of recovery | may
have against other parties

12. Patient’s or authorized person’s signature Date

Complete this section below only if payment is to be sent directly to the provider

| hereby authorize payment directly to the provider of services and | understand that | am financially
responsible for the hospital, medical, or physician charges not covered by this authorization.

13. Patient’s or authorized person’s signature Date

State fraud warning statements

Any person who knowingly and with intent to defraud any insurance company or other person files a statement
of claim containing any materially false information, for the purpose of misleading, information concerning any
fact material thereto, commits a fraudulent insurance act, which is a crime.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of
claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the

third degree. FLHMRBDEN



Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call
1-800-794-5907 (TTY: 711).

1-800-794-5907 53 ) o Joail Ulaa ha) gaaaiill g 48la) saclsall g dalll cilada 3 45 :[Arabic] 4x )
(711 ;) i)

AwjtntU [Armenian]: Iwuwlbh GU wuybwn |Ggdwywl, wowlygdwu W wjpnuinpwupwihu
dlwswithh Swnwynipynilubn: Qwuqwhwntp® 1-800-794-5907 (TTY: 711):

13T Bengali: RN OI¥1, Qa5 SR, 98 [bg [T ARTI1 G|
(14 $P 1-800-794-5907 (TTY: 711) V=(J|

f& {3 Simplified Chinese : ¥ {1 a2 % Z2AVIE S FHENS & U MR HMWE R AIRS . 15
2 E2 1-800-794-5907 (IFFEH 4% :711) -

ERE X Traditional Chinese: FfIeJ iRt R BE S #HBIRE U R E MBI 4IRS 55
I E 1-800-794-5907 (EfEHLR :711) ©

Kreyol Ayisyen Haitian Creole: Lang gratis, ed oksilye, ak lot foma sevis disponib. Rele
1-800-794-5907 (TTY: 711).

Hrvatski Croatian: Dostupni su besplatni jezik, dodatna pomoc¢ i usluge alternativhog
formata. Nazovite 1-800-794-5907 (TTY: 711).

1-800-794-5907 L . (s jiusd 53 G2 Bla (sla a8 5 il sl SaS 9801 ol ) Slaoi [Farsi]
80 ol (TTY: 711)

Francgais French: Des services gratuits linguistiques, d’aide auxiliaire et de mise au format
sont disponibles. Appeler le 1-800-794-5907 (TTY: 711).

Deutsch German: Es stehen kostenlose unterstlitzende Hilfs- und Sprachdienste sowie
alternative Dokumentformate zur Verfugung. Telefon: 1-800-794-5907 (TTY: 711).

EMNnvikd Greek: AlatiBevtal dwpedv YAWOGOLIKEC UTINpEeoiee, BonBrpata kal uttnpeoiec os
EVOAMOAKTIKEC TIpooRAoipsc Hopdéc. Karéote oto 1-800-794-5907 (TTY: 711).

a%2cll Gujarati: [PL:9Ics L, UslAS UsIA Wl ds(AAs Sz Al Buceu B.
1-800-794-5907 (TTY: 711) UR Sl 53

.0"917N D'UNNID] D'VORVINTY TAX,DIANN 'NN'Y :D1'NA D2'AT 7R D'NN'W :Hebrew Ny
(TTY: 711) 1-800-794-5907 "90n7 Ywpnn NI

Hmoob Hmong: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab
cuam. Hu 1-800-794-5907 (TTY: 711).

This notice is available at CarePlusHealthPlans.com/MLI.
GHHNOA2025CP



Italiano Italian: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria
e formati alternativi. Chiama il numero 1-800-794-5907 (TTY: 711).

HAEE Japanese: S s E —EXR M EY —EXRBEA Y —EXZEB TIHA
W71 £9,1-800-794-5907 (TTY: 711) F THEESET UL,

MENT2I Khmer: HUNHMRYUIRMAMO SSW SH INAYMSHRIRHES S GIFRT SY
situnisiiue 1-800-794-5907 (TTY: 711)4

ot 0f Korean: £ & 10], & X[ 3 CHA| =4 MH|AS 0| E3HA 4= UELILCH
1-800-794-5907 (TTY: 711)HO = Fo|SIM AL,

Diné Navajo: Saad t’aa jiik’eh, t’aadoole’¢ binahj;” bee adahodoonitigii diné bich’y’
anidahazt’1’i, doo tahgo at’éego bee hada’dilyaaigii bee bika’aanida’awo’i daholg. Kohji’
hodiilnih 1-800-794-5907 (TTY: 711).

Polski Polish: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty.
Zadzwon pod numer 1-800-794-5907 (TTY: 711).

Portugués Portuguese: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar e
outros formatos alternativos. Ligue 1-800-794-5907 (TTY: 711).

U Punjabi: HE3 377, Aafed AaTesT, »3 feasfud ogne Ree Qusag Ia|
1-800-794-5907 (TTY: 711) ‘3 9% |

Pycckuin Russian: NpepocTtaBnatoTca 6ecnnaTtHble yCnyrn A3bIKOBOM NOAAEPXKKM,
BCnoMoraTe/ibHble CpeacTBa M MaTepuarbl B anbTepHaTUBHbIX GopMaTax. 3BOHUTE MO HOMepY
1-800-794-5907 (TTY: 711).

Espafnol Spanish: Los servicios gratuitos de asistencia linglistica, ayuda auxiliar y servicios
en otro formato estan disponibles. Llame al 1-800-794-5907 (TTY: 711).

Tagalog Tagalog: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 1-800-794-5907 (TTY: 711).

&l Tamil: eveus Glomfl, &lemesst 2 Gall MM WLIMHM) euipeu CFenEUSET 2 6iTerT6nT.
1-800-794-5907 (TTY: 711) &3 3601556 1D.

St Telugu: GOS 270, DIFODHE S8, SHBOK (DTLHTY 00 TFT°2E Dassen
00T ENS’ $e>89). 1-800-794-5907 (TTY: 711) & S TOHOE.
(TTY: 711) 1-800-794-5907 JS o litis Sladd S Cue jla Jalite o) calaal ) glae ¢l ) Case Urdu: 52

Tiéng Viét Vietnamese: C6 san cac dich vu mién phi vé ngén ngtt, ho trg' bé sung va dinh
dang thay thé. Hay goi 1-800-794-5907 (TTY: 711).
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