HEALTH PLANS

Medical Claim Form

Why is this form used?

Alliant Health Plans members may use the Medical Claim Form to file a claim for any medical services received from Out of Network
providers. In Network providers are required to file claims on behalf of members.

(Note: This form is not to be used for Pharmacy claims. Pharmacy claims should be submitted using the “Prescription Drug Claim
Form” which is available at AlliantPlans.com.)

Did you know?

Alliant has a robust network of over 18,000 providers. You receive more comprehensive benefits and may experience a lower cost
share if you choose an In Network provider. This can be especially cost effective when receiving ongoing services. Please visit the
Alliant Health Plans website to verify a provider’s network participation or contact Customer Service at 800-811-4793.

Things to Remember:
e  Accurately complete this form. Be sure information is clear and includes the following:
0 MemberID
O Provider Tax ID
0 Provider Phone #
e Send a detailed claim of the services received from your provider, not just a receipt of your payment. Detailed claim should
include the following:
O Patient Name
0 Date of Service
0 Type of Service/Procedure Codes
O Diagnosis Codes
e Complete a separate form for each patient and/or each provider.
e Be sure to maintain a copy of the Medical Claim Form, claim details and receipts for your records.
e Send the claim as soon as possible. You have 90 days from the date of service to submit a properly completed claim form with
any necessary reports and records.
e Submit your claim to one of the following:

Mail:  Alliant Health Plans

PO Box 3708

Corpus Christi, TX 78463
Email: customerservice@AlliantPlans.com
Fax: 866-634-8917

What happens next?

An Explanation of Benefits (EOB) will be produced when the claim has been processed. The EOB will explain how your claim was
processed and inform you of charges applied to your deductible (the amount you pay for covered services before your plan begins to
pay) and any other charges you may owe your provider. Copies of EOBs can be found on PHRAnywhere.
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MEDICAL CLAIM FORM

Direct Member Reimbursement Request
This form is to be used for Out of Network medical claims only. Complete all fields and submit an itemized bill with the
form for prompt and accurate processing. See page 1 for a list of all required information and form instructions.

SUBSCRIBER INFORMATION

Subscriber Name:

Subscriber ID Number: Date of Birth:

Subscriber Address:

Subscriber Phone Number: Subscriber Email:

PATIENT INFORMATION If different than subscriber

Patient Name:

Date of Birth: Patient Phone Number:

Patient Address:

OTHER INSURANCE INFORMATION If this does not apply, check “No” and skip section
Is the patient covered by another insurance plan? |:|Yes |:|No

Name of Other Insurance Carrier:

Policyholder’s Date of Birth: ID Number:

PROVIDER INFORMATION

Provider Name: Provider Tax ID Number:

Provider Address:

Provider Phone Number:
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ACCIDENT INFORMATION If this does not apply, check “No” and skip section
Was this an accident? DYes [l No

Type of accident? |:| Work |:|Auto |:| Other Date of Accident:

Please explain how the accident occurred:

ASSIGNMENT OF BENEFITS If not checked, please include proof of payment

Please check box if you want Alliant Health Plans to pay benefits directly to the provider.

By signing below, | am stating that the information above is correct and complete. Any misrepresentation, false or misleading
information will result in denial of claim and may result in criminal investigation.

Subscriber Signature Date

Important: Claims cannot be processed until this form is properly completed and received. See page 1 for more instructions.
If you require assistance, contact Customer Service at 800-811-4793.

Return this form, itemized statement and any proof of payment to Alliant Health Plans.

Mail:  Alliant Health Plans

PO Box 3708

Corpus Christi, TX 78463
Email: customerservice@AlliantPlans.com
Fax: 866-634-8917
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Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de AlliantHealth Plans, tiene derecho a obtener ayuda e

informacionensuidioma sin costoalguno.Para hablar conunintérprete, [lameal (800) 811-4793.

Né&u quyvi, hay ngudi ma quyvi danggitup d&, c6 cauhdivé Alliant Health Plans, quy vi s& cé quyén duwocgitp va cé thém thongtinbang ngdn ngi
clia minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi (800) 811-4793.
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MRE FREEEBDHHESER, ARNRFEASBMIER A TEAlliant Health Plans | FERIME, EHEEFREUGHEESIIEDMAR
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Aol (Aot YA ARl eHl Hee ot HUEAl Racatall AR s1R B, AR Ll cltuRoredR QA geuRal
ofesAAML allcdAd s:dl, Sl $3A (800) 811-4793.

Si vous,ouquelqu'unque vous étes entraind’aider, a des questions a propos de Alliant Health Plans, vous avez le droit d'obtenir de |'aide et
I'information dans votre langue a aucun co(t. Pour parlera uninterpréte, appelez (800) 811-4793.
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Si oumenm oswa yon mounw ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans akenfomasyonnan lang oupalea,
sanoupagen poupeye pousa. Pou pale avek yon entepret, rele nan (800) 811-4793.

Ecnvy Bacunm avua, KOTopoMmy Bbl NOMOraeTe, MMe toTca Bonpochl no nosogy Alliant Health Plans, To Bbl me e Te npaBo Ha 6ecnnaTHoe nonydeHve

NOMO WM U MHDO pMma LMK Ha Ba luem A3blKe. [11a pasroBopa C e peso a4 MKOM No3BoHuUTe no tenedoHy (800) 811-4793.

bod odeedl 5 Dasuroaabess |l FosuAlliant Health Plans « <is o8l Jriss) drosd gdis) dabgas 5) dagdise! O duzs g wicdlagasol &
clla, Jderadiag aaze | Cud (800) 811-4793.

Se vocé, ou alguéma quemvocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito de obterajuda e informagdo em seu
idioma e semcustos. Para falarcom um intérprete, ligue para (800) 811-4793.
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FallsSie oder jemand,dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose Hilfe und Informationenin lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer (800) 811-4793 an.
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TTY/TDD
ATTENTION: Ifyou speak Spanish, language assistanceservices, free of charge, areavailableto you. Call 1-(800) 811-4793 (TTY/TDD: 1-
(800)811-4793).
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Non Discrimination

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Alliant Health Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or
Sex.

Alliant Health Plans cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color,
nacionalidad, edad, discapacidad o sexo.

Alliant Health Plans tuan tha luat dan quyén hién hanh cla Lién bang va khdng phan biét d&i x{r dwa trén chldng tdc, mau da, ngudn
gbc qudc gia, do tudi, khuyét tat, hodc gidi tinh.
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Alliant Health Plans respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur
la race, la couleur de peau, |'origine nationale, I'age, le sexe ou un handicap.
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Alliant Health Plans konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fe diskriminasyon sou baz ras, koulé, peyi orijin, laj,
enfimite oswa séks.

Alliant Health Plans cob6atoaaet npumeHumoe dpeaepanbHoe 3aKOHOAATENbCTBO B 061aCTU rpaX)AaHCKMX Npas v He AonycKaeT
AVUCKPUMMUHALLMM MO NPU3HAaKaM packl, LBETa KOXMU, HaLMOHaNbHOW NPUHAANEXHOCTH, BO3pacTa, MHBAaAUAHOCTM AW NoAa.
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Alliant Health Plans cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminagdo com base naraca, cor,
nacionalidade, idade, deficiéncia ou sexo.
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Alliant Health Plans erfillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.
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