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Please use this form to request reimbursement for at-home COVID-19 tests you have paid for out of your own pocket after
January 14, 2022. Please use a separate claim form for each patient. Your cooperation in completing all items on the claim form
and attaching all required documentation will help expedite quick and accurate processing. If you have any questions or need
help completing this form, please call our Member Services team at 844-926-4524.

SECTION A. PATIENT INFORMATION

Last name First name M.L.
Does the patient have other health Relation to subscriber O Self Sex Date of birth (MM/DD/YYYY)
insurance coverage? O Yes L No | O Spouse or domestic partner [ Dependent | IM OF

Name of other health insurance company | Group no. Employer name Policy no.

SECTION B. SUBSCRIBER INFORMATION (on Bright HealthCare ID Card)

Identification no. Group no.

Last name First name M.1.

Street address (please include apt. no.)

City State | ZIP code

Home phone no. Work phone no. Date of birth (MM/DD/YYYY)

SECTION C. COVID-19 TEST INFORMATION

COVID-19 TESTING:Use this section to report any FDA-approved COVID-19 tests that you paid for out of your own pocket. Complete
this form, sign the attestation, and submit the documents listed below. Please be sure that duplicate bills are not submitted.

Was this test purchased for the personal use of the person listed as “patient” in section A? ..., OYes ONo
Was the test purchased for employment PUMPOSES? ...t OYes [ONo
Do you expect to receive reimbursement from a source other than Bright HealthCare? ... OYes [ONo

Please indicate the manufacturer of the COVID-19 test you purchased:

O SD Biosensor COVID-19 At-Home Test O InBios International SCoV-2 Ag Detect Rapid Self-Test

O iHealth COVID-19 Antigen Rapid Test O Siemens Healthineers CLINITEST Rapid COVID-19 Antigen Self-Test
O Celltrion DiaTrust COVID-19 Ag Home Test O OraSure Technologies InteliSwab COVID-19 Rapid Test

O ACON Laboratories Flowflex COVID-19 Antigen Home Test O Becton, Dickinson and Company BD Veritor At-Home COVID-19 Test
O Abbott Diagnostics BinaxNOW COVID-19 Antigen Self Test O Quidel QuickVue At-Home OTC COVID-19 Test

O Abbott Diagnostics BinaxNOW COVID-19 Ag Card 2 Home Test O Cue COVID-19 Test for Home and Over The Counter (OTC) Use

O Access Bio CareStart COVID-19 Antigen Home Test O Detect Covid-19 Test

O Ellume COVID-19 Home Test O Lucira CHECK-IT COVID-19 Test Kit

Date of purchase (mm/dd/yyyy): Where the test was purchased (for example, Amazon.com):

Price paid: Number of tests per purchase (for example, did the package contain 2 tests):

Documents to submit:

1. Proof of purchase showing price paid and date of purchase.
2. Copy of the Universal Product Code (UPC) of the covid-19 test. UPCs are barcode symbols that manufacturers use to identify their
products electronically.

| certify that, to the best of my knowledge, the information on this form is true and correct. | authorize the release of any medical information
necessary to process this claim.

Signature Name Date
X
Please mail this claim form, your itemized receipt, and the UPC from your test to:
Bright HealthCare
P.O. Box 1587

Portland, ME 04108
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Nondiscrimination Notice and Assistance with Communication

Bright HealthCare does not exclude, deny benefits to, or otherwise discriminate
against any individual on the basis of sex, age, race, color, national origin, or disability.
“Bright Health” means Bright HealthCare plans and their affiliates.

Language assistance and alternate formats:

Assistance is available at no cost to help you communicate with us. The services include,
but are not limited to:

e |Interpreters for languages other than English;
e \Written information in alternative formats such as large print; and
* Assistance with reading Bright HealthCare websites.

To ask for help with these services, please call 1-844-926-4524.

If you think that we failed to provide language assistance or alternate formats, or you
were discriminated against because of your sex, age, race, color, national origin, or
disability, you can send a complaint to:

Bright HealthCare Civil Rights Coordinator
P.O.Box 1519

Portland, ME 04104

Phone: 1-844-926-4524

You can also file a complaint with the U.S Dept. of Health and Human Services,
the Office of Civil Rights:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

Mail: U.S Dept. of Health and Human Services. 200 Independence Avenue,

SW Room 509F, HHH Building, Washington, D.C. 20201

If you need help with your complaint, please call 1-844-926-4524.
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Language Assistance and Alternate Formats
This information is available in other formats like large print. To ask for another format, please call
1-844-926-4524.

English

Spanish (US)

Chinese (S)

Arabic

Bengali

French

German

Greek

Italian

Japanese
Korean
Polish

Portuguese

Russian

ATTENTION: If you speak a language other than English, language assistance services
including interpretation and written translation, free of charge, are available to you. Call
(844)-926-4524.

ATENCION: Si no habla inglés, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica, incluidos servicios de interpretacion y traduccion. Llame al (844)-926-4523.
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ATTENTION : Si vous parlez une autre langue que 1’anglais, des services d’assistance
linguistique, notamment d’interprétation et de traduction écrite, sont mis gratuitement a votre
disposition. Appelez le (844)-926-4524.

ACHTUNG: Falls Sie eine andere Sprache als Englisch sprechen, steht Ihnen eine kostenfreie
fremdsprachliche Unterstiitzung einschlieBlich Dolmetschen und schriftlicher Ubersetzung zur
Verfligung. Wihlen Sie die (844)-926-4524.

I[MPOZOXH: Av pAhdte kKdmotla YAOCTO S1POPETIKT amd To AYyYAKA, TopEXovTol dmpedv
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petdppaonc. Karéote to (844)-926-4524.

ATTENZIONE: se parla una lingua diversa dall’inglese, sono disponibili servizi di
assistenza linguistica gratuiti, inclusivi di interpretariato e traduzione scritta. Chiami il
numero (844)-926-4524.
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UWAGA: Jesli nie mowisz po angielsku, mozesz skorzysta¢ z darmowej ustugi ttumaczenia
ustnego 1 pisemnego. Zadzwon pod numer (844)-926-4524.

ATENCAO: Se falar um idioma que ndo o inglés, estdo disponiveis servigos gratuitos de
assisténcia de idioma, incluindo interpretacao e tradugdo escrita. Entre em contato no nimero
(844)-926-4524.

BHMMAHME: ecnu Bbl HE TOBOPUTE HAa AaHIVIMMCKOM $3bIKE, BBl MOXKETE BOCIIOIb30BATHCS
OecCIUTaTHBIMU YCIIyTaMU SI3BIKOBO MOIEP)KKH, BKITIOUAs! YCTHBIN M MTUCHbMEHHBIN TIEPEBO/I.
[To3BonwuTe M0 Tenedony (844)-926-4524.



Tagalog

Urdu

Vietnamese
Navajo

Ambharic

Burmese

Cherokee

Cushite-Oromo

French Creole

Gujarti

Hindi

Hmong

Karen

Kru / Bassa

Kurdish

Laotian

PAALALA: Kung nagsasalita ka ng isang wika na bukod pa sa Ingles, magagamit mo ang
mga serbisyong tulong sa wika, kabilang ang pagsasalin at nakasulat na pagsasalin nang
walang bayad. Tumawag sa (844)-926-4524.
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esgizii, bidishchiid bee yeel bilhadlee'ach’i’ ni. bika'adishni (844) 926-4524.
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HUBACHISA: Afaan Ingilifaan aala yoo kan dubbaatan ta’e, tajaajila gargaarsa afaan hikaa
sagaleen fi bareefaman dabalate kafaalti irraa bilisaan issiinif argama. (844)-926-4524
irraatti bilbila.

ATANSYON: Si ou pale yon lang ki pa Angle, sevis asistans lengwistik ki gen ladan 1
entépretasyon ak tradiksyon alekri, epi li disponib pou ou. Rele (844)-926-4524.
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TSEEM CEEB: Yog koj hais lwm hom lus uas tsis yog Lus Askiv, yuav muaj kev pab txhais
lus, suav nrog kev txhais lus hais thiab kev txhais ntaub ntawv, yam tsis tau them nqi dab tsi
li. Hu rau (844)-926-4524.
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YI LE: Ibale u mpot hop umpe handugi Ngisi, bot ba nhola bakobol ba yé ha inyu yofi, to u
nkobol ni hop nyo tole ni mapep, nsébél nsinga unu. Sebel i nsinga ini (844)-926-4524.
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Persian Farsi
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Serbo-Croatian ~ PAZNJA: Ako govorite neki drugi jezik osim engleskoga, mozete besplatno koristiti usluge
jezi¢ne podrske za tumacenje i pisano prevodenje. Nazovite (844)-926-4524.

Syriac
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Turkish DIKKAT: Ingilizce disinda bir dil konusuyorsaniz sozlii ve yazili ¢evirinin de dahil oldugu
dil yardim hizmetlerinden iicretsiz olarak faydalanabilirsiniz. (844)-926-4524 numaral1 hatt
arayin.

Ukrainian YBAT'A: sIK11O BH HE PO3MOBJISIETE AHITIACHKOKO, TO MOXKETE CKOPHCTATHCS OE3KOIITOBHUMA

MOCIyraMi MOBHOI M ATPUMKH, 30KpeMa YCHOTO Ta MUCHbMOBOTO TepeKiIany. 3areaconyire
3a Tenedonom (844)-926-4524.

Yiddish
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(844)-926-4524.
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