
Who should complete this form?
MVP members requesting reimbursement for 
out-of-pocket medical or dental expenses that 
exceeded their plan co-pay or co-insurance for 
charges that were more than their plan co-pay 
or co-insurance.

Submit the required documentation.
Submit a separate reimbursement request for 
each bill. Include itemized receipts showing your 
proof of payment and original bills from providers. 
Keep copies for your records. Cash register 
receipts, canceled checks, money orders, credit 
card vouchers, or personal lists of services or bills 
stating only “balance forward” are not acceptable 
as substitutes for original bills.

To ensure prompt processing of your claim, bills 
submitted must include the following (contact your 
provider to obtain any additional information):
• The name and address of the provider 

(on letterhead) of the service or supply (e.g., doctor 
or hospital), including the Tax ID and NPI numbers

• The patient’s full name and health plan 
identification number

• HCPCS or CPT Code(s) for the type of service 
provided (e.g., o�ice visit, chest x-ray)

• Place of service (e.g., inpatient or outpatient 
hospital, o�ice)

• Date and charge for each service or supply provided
• ICD-CM code for the medical condition for which 

the patient was treated (e.g., routine exam, cough, 
hypertension)

If another insurance carrier has made payment on 
this service, an explanation of benefits from that 
carrier must be submitted with the claim.

How to submit your completed claim.
Submit your completed claim and all documentation 
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Non-Medicare Members Only: Please read and sign the Assignment and Release below.
Assignment. I hereby authorize payment to the hospital, physician, or dentist herein named. I understand I am 
financially responsible for charges not covered by this assignment.

Subscriber’s Signature Date

Authorization to Release. 


