
Reimbursement Form

You can use this form to ask us to pay you back for covered medical care or supplies. (Note: Check 
your Evidence of Coverage to determine what the plan will pay for.) Please type or print.  If you have 
costs for more than one member, please fill out a separate form for each member. Please complete  
a separate form for each provider.

Information about you
First name Last name

Address

City State ZIP code

 Male      Female Member ID number

Phone number  

           –    –      

Member Group number

Are you completing this form for the member? If yes, please give your name and phone number below:

What is your relationship to the member?

 Spouse or partner     Relative     Attorney    





Sign here: Date:

When I sign above, I am stating that the information on this form is correct, to the best of my 
knowledge. I understand that if I put information on this form that I know is not true, I could face fines 
and prison under federal law.

If I sign as an authorized representative, it means that I have the legal right under state law to sign.
I can show written proof of this right if Medicare asks for it.

Before you mail this form


