
 

 

Medicaid Overnight Reimbursement Form 
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 responsibility of the member. 

Step 1: Member Information 

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

2. All boxes must be filled out 

3. Please submit one (1) form per member 

Member Name HUMID (Humana ID) Medicaid ID 

Address 

City State ZIP Code 

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

Step 2: Receipt 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 information. 

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. 
 

 
 
 

FLHMFB6EN_ITN25 



 

 

Lodging/Restaurant Overnight Benefit Date 

Lodging/Restaurant Name 

City, State 

Reimbursement Amount Requested Receipt Included Yes No 

Comments 
 

Lodging/Restaurant Overnight Benefit Date 

Lodging/Restaurant Name 

City, State 

Reimbursement Amount Requested Receipt Included Yes No 

Comments 
 

Lodging/Restaurant Overnight Benefit Date 

Lodging/Restaurant Name 

City, State 

Reimbursement Amount Requested Receipt Included Yes No 

Comments 
 

Lodging/Restaurant Overnight Benefit Date 

Lodging/Restaurant Name 

City, State 

Reimbursement Amount Requested Receipt Included Yes No 

Comments 
 

Lodging/Restaurant Overnight Benefit Date 

Lodging/Restaurant Name 

City, State 

Reimbursement Amount Requested Receipt Included Yes No 

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 

 

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 
benefit amount will be 
the responsibility of the 
member. 

Breakfast $6 per member and 1 other person 

Lunch $11 per member and 1 other person 

Dinner $19 per member and 1 other person 

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. 
  



 

 



 

 

 


