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Expanded Benefits (EB) Reimbursement Form

Please see the benefits section of the Member Handbook for the Value-added Benefits 
that can be considered for reimbursement. Your Member Handbook can be found at 
Humana.com/KentuckyHandbook.

This form must be submitted within six (6) months from the date services were received in order to 
be considered for reimbursement.

Step 1: Member information
1.	 Your Humana ID (HUMID) Number is on your Member ID Card
2.	 All boxes must be filled out
3.	 Please submit (1) form per member

Member Name HUMID (Humana ID)
 

Medicaid ID
 

Address

City State ZIP Code

Signature Print name of Guardian or responsible party (minors only)

Step 2: Receipt information
1.	 Include copies of the original receipt(s) AND proof of payment for each benefit. Tape receipts to a 

separate page and submit with this reimbursement form.
2.	 If you are submitting more than two (2) benefits, please provide required information on an 

additional piece of paper. 
3.	 Receipt(s) must include breakdown of all purchased items. If your receipt(s) is missing any of this 

information, please ask the company for a print out that includes the breakdown of information.
4.	 Remember to keep a copy of the completed claim form and receipt(s) for your records.

Benefit Used Date Services Received 

Company Providing Service

Company Address 

http://Humana.com/KentuckyHandbook


Expanded Benefits (EB) Reimbursement Form
City State ZIP Code

Receipt(s) Included 
  Yes             No

Comments 

Benefit Used Date Services Received

Company Providing Service

Company Address 

City State ZIP Code

Receipt(s) Included 
  Yes             No

Comments 

Step 3: Submit with signature 
•	 You will have six (6) months from the date services were received to submit for reimbursement.

•	 Once all sections of this form are completed, please sign and date. Your signature states that you 
agree all information on this form and the attached receipt(s) submitted is correct.

A decision on your reimbursement request will be made within ninety (90) days of receiving  
the completed form and receipt(s).

Any additional services received that go over the approved expanded benefit(s) will be 
the responsibility of the member.

For fastest consideration, return this completed form via email with all copies of original receipt(s) to:

•	 KYMCDPopulationhlth@humana.com 
If you have any questions, please contact our Kentucky Medicaid Population Health Community 
Resource line at 866-331-1577 (TTY: 711), Monday – Friday, 8 a.m. – 5:30 p.m., Eastern time.

mailto:KYMCDPopulationhlth@humana.com  


Auxiliary aids and services, free of charge, are available to you.  
866-274-5888 (TTY: 711), Monday through Friday,  
from 8:00 a.m. to 8:00 p.m., Eastern time.
Humana Inc. and its subsidiaries comply with Section 1557 by providing free auxiliary 
aids and services to people with disabilities when auxiliary aids and services are 
necessary to ensure an equal opportunity to participate. Services include qualified sign 
language interpreters, video remote interpretation, and written information in other 
formats. 
English Call the number above to receive free language assistance services.
Español (Spanish) Llame al número que se indica arriba para recibir servicios gratuitos 
de asistencia lingüística.
Deutsch (German) Wählen Sie die oben angegebene Nummer, um kostenlose 
sprachliche Hilfsdienstleistungen zu erhalten.
繁體中文 (Chinese) 您可以撥打上面的電話號碼以獲得免費的語言協助服務。

العربية )Arabic(: اتصل برقم الھاتف أعلاه للحصول على خدمات المساعدة اللغویة المجانیة. 
Nederlands (Dutch) Bel het bovenstaande nummer om gratis taalkundige hulp te 
ontvangen.
Français (French) Appelez le numéro ci-dessus pour recevoir des services gratuits 
d’assistance linguistique.
Tiếng Việt (Vietnamese) Gọi số điện thoại ở trên để nhận các dịch vụ hỗ trợ ngôn 
ngữ miễn phí.
Tagalog (Tagalog – Filipino) Tawagan ang numero sa itaas para makatanggap ng mga 
libreng serbisyo sa tulong sa wika.
한국어 (Korean) 무료 언어 지원 서비스를 받으려면 위 번호로 전화하십시오.
हिंदी (Hindi) भाषा सहायता सेवाएं मुफ्त में प्ाप्त करने क े लिए ऊपर क े नंबर पर कॉि करें ।.
日本語 (Japanese) 無料の言語支援サービスを受けるには、上記の番号までお電話ください。
Русский (Russian) Позвоните по вышеуказанному номеру, чтобы получить 
бесплатную языковую поддержку.
Polski (Polish) Aby skorzystać z bezpłatnej pomocy językowej, należy zadzwonić pod 
wyżej podany numer.
Srpsko-hrvatski (Serbo-Croatian) Nazovite gore navedeni broj ako želite besplatne 
usluge jezične pomoći.
Italiano (Italian) Chiamare il numero sopra indicato per ricevere servizi di assistenza 
linguistica gratuiti.
This notice is available at Humana.com/IndianaDocuments.
Humana Healthy Horizons in Indiana is a Medicaid Product of Arcadian Health Plan, Inc.
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