Medicaid Overnight Reimbursement Form

responsibility of the member.

This form must be submitted within six (6) months from the date services were received in order
to be considered for reimbursement. A decision on the reimbursement request will be made
within (ninety) 90 days of receiving the completed form and receipt(s).

Any additional services that are received that go over the approved benefit(s) will be the

Step 1: Member Information

2. All boxes must be filled out

3. Please submit one (1) form per member

1. Member’s Humana ID (HUMID) Number is on the Member ID Card

minors only)

Member Name HUMID (Humana ID) Medicaid ID

Address

City State ZIP code

Signature Print name of Guardian or responsible party (For

Step 2: Receipt Information

information.

1. Include all copies of the original receipt(s) AND proof of payment for the benefit. Tape receipt(s)
to a separate page and submit with this reimbursement form.

2. Lodging receipt(s) must show be a breakdown of all cost. If the receipt(s) is missing any of this
information, please ask the Lodging Company for a printout that includes the breakdown of

3. Restaurant receipt(s) must show the restaurant name, date, time (if available), and dollar amount.

4. Remember to keep a copy of the completed claim form and receipt(s) for your records.

Lodging/Restaurant Overnight Benefit

Date

Lodging/Restaurant Name

City, State

Reimbursement Amount Requested

Receipt Included Clves [No

Comments

Humana

Healthy Horizons.
in Florida

FLHMFB6EN_ITN25




Lodging/Restaurant Overnight Benefit Date
Lodging/Restaurant Name City, State

Reimbursement Amount Requested Receipt Included Clves [No
Comments

Lodging/Restaurant Overnight Benefit Date
Lodging/Restaurant Name City, State

Reimbursement Amount Requested Receipt Included Clves [CNo
Comments

Lodging/Restaurant Overnight Benefit Date
Lodging/Restaurant Name City, State

Reimbursement Amount Requested Receipt Included Clves [CNo
Comments

Lodging/Restaurant Overnight Benefit Date
Lodging/Restaurant Name City, State

Reimbursement Amount Requested Receipt Included Clves [INo

Comments

Step 3: Submit With Signature

* Please submit within six (6) months from the date of service(s)
* Once all sections of this form are completed, please sign and date. The members, or legal

guardians, signature states that all information on this form and the attached receipt(s)

submitted is correct.

For fastest consideration, return this completed form via email, or fax with all copies of the

original receipt(s) to:

Email: ExpandedBenefitsreimbursement@humana.com

Fax: 855-510-0041
Mail Address:

Humana Travel Benefit c/o Expanded Benefits Administrator

P.O.Box 3114
Louisville, KY 40201



mailto:ExpandedBenefitsreimbursement@humana.com

For the purposes of reimbursement see rates please see below

Benefit Reimbursement Rate Limitations/Exclusion
Lodging $80 or less per night for one room Anything paid over the
Breakfast $6 per member and 1 other person benefit amount will be
Lunch $11 per member and 1 other person the responsibility of the
Dinner $19 per member and 1 other person member.

Human Healthy Horizon in Florida reimburses for Lodging accommodations and a per diem for meals
for all overnight trips at the Florida government rate in accordance with Section 112.061.F.S*

*“Non-Emergency Transportation Services,” Florida Medicaid, last accessed Jan. 05, 2022,
https://ahca.myflorida.com/medicaid/review/Specific/59G-4.330_NET Coverage Policy Adoption.pdf.



https://ahca.myflorida.com/medicaid/review/Specific/59G-4.330_NET_Coverage_Policy_Adoption.pdf.

Notice of Non-Discrimination

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do
not discriminate or exclude people because of their race, color, religion, gender, gender
identity, sex, sexual orientation, age, disability, national origin, military status, veteran
status, genetic information, ancestry, ethnicity, marital status, language, health status, or
need for health services.

Humana Inc. provides free language assistance services to people whose primary
language is not English, people with disabilities or who need reasonable modifications or
free auxiliary aids and services to communicate effectively with us. These services include
qualified interpreters including sign language and written information in other languages
and formats (large print, audio, accessible electronic formats, other formats).

If you need reasonable modifications, appropriate auxiliary aids, or language assistance
services contact 800-477-6931 (TTY: 711), Monday through Friday, from 8 a.m. to 8 p.m,,
Eastern time. If you believe that Humana, Inc. has not provided these services or you

feel you have experienced discrimination, you can file a grievance in person or by mail, or
email with Humana Inc.’s Non-Discrimination Coordinator at P.O. Box 14618, Lexington,
KY 40512-4618, 800-477-6931 (TTY: 711), or accessibility@humana.com. If you need
help filing a grievance, Humana Inc.’s Non-Discrimination Coordinator can help you.

You can also file a 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, S.W., Room 509F,
HHH Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

Auxiliary aids and services, free of charge, are available to
you. 800-477-6931 (TTY: 711), Monday through Friday,
from 8:00 a.m. to 8:00 p.m., Eastern time.

English: Call the number above to receive free language
assistance services.

Espaiol (Spanish): Llame al niumero que se indica arriba para
recibir servicios gratuitos de asistencia linguistica.

French Creole (Haitian Creole): Kreyol Ayisyen (French Creole) Rele
nimewo ki e dike anwo a pou resevwa sevis éd gratis nan lang.
This notice is available at Humana.com/FloridaAccessibility.

Humana Healthy Horizons in Florida is a Medicaid product of Humana Medical Plan, Inc.
FLHMEDREN_ITN25_0225_Approved



Francais (French): Appelez le numéro ci-dessus pour recevoir des
services gratuits d’assistance linguistique.

Italiano (Italian): Chiamare il numero sopra indicato per
ricevere servizi di assistenza linguistica gratuiti.

Pycckuu (Russian): NNo3BoHUTE NO BbiWEyKa3aHHOMY HOMEpY,
4TObObI NONYYNTL BECNNATHYIO A3bIKOBYHO MNOAAEPHKKY.

Tiéng Viét (Vietnamese): Goi s6 dién thoai & trén dé nhan cac
dich vu ho trg ngén ngl mién phi.

Portugués (Portuguese): Ligue para o numero acima para
receber servicos gratuitos de assisténcia no idioma.

FEREPI (Chinese): BRI AT LA B RIBUESEE
HEE = B ARTS
Tagalog (Tagalog — Filipino): Tawagan ang numero sa itaas para
makatanggap ng mga libreng serbisyo sa tulong sa wika.

Sloas e Jgasd) odel wailgll @8y Luail :(Arabic) Ly sl

A all ds gl Bace Luall

Deutsch (German): Wahlen Sie die oben angegebene
Nummer, um kostenlose sprachliche Hilfsdienstleistungen
zu erhalten.
$t=10{ (Korean): & 0] X|@l MH|AE HIOZ{H 2| HS 2
SIS AL,
Polski (Polish): Aby skorzystaé z bezptatnej pomocy
jezykowej, nalezy zadzwonic¢ pod wyzej podany numetr.
1% 2Uell (Gujarati): H5d GINL AUl AdA) Huddl HIZ GUR
UG o UR SI9 52U,

A1 e (Thai): s ldAvunna@aauuuiiasuusn1sgae
WRDAUN1BING
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