total care.
Member Medical Reimbursement Claim Form

Use this claim form to be reimbursed for eligible out-of-pocket medical expenses. EMAIL form and required documents to:
FAR_Mail_Center@Centene.com OR MAIL form and required documents to:
Wellcare Absolute Total Care Dual Align (HMO D-SNP) Medical Reimbursement Department
e P.O. Box 31370 * Tampa, FL 33631-3370. Please submit one form per member.

IMPORTANT NOTE: Use this form when requesting reimbursement for MEDICAL services only. This form is NOT to be used for
Pharmacy Reimbursements. Please contact your Benefit Administrator or Member Services if the request is for Pharmacy, Part D,
routine Dental, Hearing, Transportation, Vision, Fitness or Flex card services. The contact information is on your ID card.
Representatives are available October 1st to March 31st, Sunday through Saturday, 8 a.m. to 8 p.m.; and April 1st to September 30th,
Monday through Friday, 8 a.m. to 8 p.m.

For the reimbursement of Medical Services, FOLLOW THESE INSTRUCTIONS CAREFULLY:

A. Completion of this form.
e Print your name and Member ID number as shown on your Wellcare Absolute Total Care Dual Align (HMO D-SNP) ID Card.
e Provide your mailing address and include your telephone number.
e Describe why you are requesting reimbursement.
e Provide the date of service for which you are requesting reimbursement. (This is the date the service was rendered.) List
separately each date of service or admission date for inpatient/hospital stays.
e Print the name of the doctor or facility that provided the service.
e Provide a brief description of the service that was provided.
e List the amount requested for the individual service line.
e Add all individual lines together and provide the total amount requested for the reimbursement of all services.
B. Each itemized bill MUST include all the following information:
e Date of each service
e Place of each service — Doctor’s Office, Independent Laboratory, Outpatient Hospital, Inpatient Hospital, Nursing Home, Patient’s
Home
e Description of each surgical or medical service or supply furnished

H5272_WCM_6664821_ENG_C_07012026
©Wellcare 2026 6664821 _SC6WCMFRMENG_M_2026


mailto:FAR_Mail_Center@Centene.com

e Charge for EACH service

e Doctor’s or supplier’s name and address. Many times, a bill will show the names of several doctors or suppliers. IT IS VERY
IMPORTANT THAT YOU IDENTIFY THE ONE WHO TREATED YOU. Simply circle their name on the bill.

C. Proof of Payment documentation:

e Copy of canceled check (front and back)

e Credit card statement showing provider as paid

e Invoice/statement from provider showing provider’s name, address, telephone number, date(s) of service, services rendered and
balance marked paid with method of payment — cash, check or credit card

Member Name Member ID
Address Telephone:
City State ZIP Code:

Please provide a brief description of your request:

Amount

Date of Service Provider Name Description of Service
Requested

Total Amount of Reimbursement Request

| attest that the above information is true and accurate and that the services were received and paid for in the amount indicated above.
I acknowledge that if any information on this form is misleading or fraudulent, | may be subject to criminal and/or civil penalties for
submitting false health care claims.

Printed Name: Signature:
Date:




Wellcare Absolute Total Care Dual Align (HMO D-SNP) will review your request for reimbursement after you complete this form and attach
an itemized bill and payment receipt from your doctor or supplier. All requests will be processed within 60 days of receipt. Please note,
your bill must be paid in full before you can submit this request for reimbursement and all required documentation must be included
with the request. EMAIL form and required documents to: FAR_Mail_Center@Centene.com OR MAIL form and required documents to:
Wellcare Absolute Total Care Dual Align (HMO D-SNP) Medical Reimbursement Department ¢ PO Box 31370 ¢ Tampa, FL 33631-3370.
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call 1-833-998-5063 (TTY: 711).

Espafiol ATENCION: Contamos con servicios de asistencia lingiiistica que se encuentran disponibles para usted de manera gratuita.
También se encuentran disponibles de manera gratuita ayudas y servicios auxiliares adecuados para proporcionar informacion en
formatos accesibles. Llame al 1-833-998-5063 (TTY: 711).

Deutsch ACHTUNG: Sprachdienstleistungen stehen Ihnen kostenlos zur Verfligung. Geeignete zusatzliche Unterstitzung und
Dienstleistungen fur Informationen in zuganglichen Formaten stehen Ihnen ebenfalls kostenlos zur Verfigung. Rufen Sie folgende
Nummer an: 1-833-998-5063 (TTY: 711).
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1-833-998-5063 (TTY : 711).

Francais REMARQUE : des services d’assistance linguistique gratuits sont a votre disposition. Des services et aides pour obtenir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-833-998-5063 (TTY : 711).

Francais cadien COMMUNIQUE: Des services d'aide linguistique sans frais sont a votre disposition. Des aides et services auxiliaires
appropriés pour fournir des informations en formats accessibles sont également proposés sans frais. Composez le 1-833-998-5063
(TTY : 711).

Pyccknin BHUMAHME! Bam goctynHbl becnnaTHble YCayr S3bIKOBOM NOAAEPHKKM. Bbl TaKKe MoxkeTe 6ecnnaTtHo NoAy4YnTb COOTBETCTBYHOLWME
BCMOMOTaTe/ibHble CPeACTBA U YCYTW, HanpaBieHHble Ha NpeaocTaBaeHne MHGOopPMaLLMKM B AOCTYMHbIX dopmaTax. [T03BOHMTE MO HOMepy
1-833-998-5063 (TTY: 711).

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din nang libre ang mga naaangkop na
karagdagang tulong at serbisyo para makapagbigay ng impormasyon sa mga accessible na format. Tumawag sa 1-833-998-5063 (TTY: 711).
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Portugués ATENCAO: est3o disponiveis servicos de assisténcia gratuitos no seu idioma. Também est3o disponiveis apoios auxiliares e
servicos adequados que oferecem informacdes em formatos acessiveis e sem custos. Ligue para 1-833-998-5063 (TTY: 711).

Tiéng Viét LUU Y: Ching t6i c6 cung cdp dich vu hd trg ngdn ngtr miérj phi. Cac dich vu va trg gilip b6 trg pht hgp dé cung
cap thong tin & cac dinh dang cé thé truy cap cling dugc cung cdp mién phi. Goi 1-833-998-5063 (TTY: 711).
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YKkpaiHcbka YBATA! Bam gocTynHi 6e3KOWTOBHI MOCAYrM MOBHOI A0NOMOrK. BianoBiaHi 4ONOMIXKHI 3ac0buM Ta Nocayrn ANa HaJaHHSA
iHbopMmaLii y JocTynHMX dopmaTax TaKoX AOCTYMNHI 6e3KowToBHO. 3aTenedpoHyinTe 3a Homepom 1-833-998-5063 (TTY: 711).
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Italiano ATTENZIONE: sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili supporti e servizi ausiliari gratuiti
adatti a fornire le informazioni in formati accessibili. Chiamare il numero 1-833-998-5063 (TTY: 711).
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