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medical out-of-pocket cost 

reimbursement claim FORM
COFA Premium Assistance Program
To request reimbursement from the Oregon Health Insurance Marketplace for an allowed in-network medical service, completely fill out this form. For more information or help completing this form, call 1-855-268-3767 (toll-free). You can submit a request once a month or when your expenses total at least $50.
	PROGRAM enrollee INFORMATION

	Full name (first, middle, last, and suffix):
     
	Maiden or other name:

     
	Social Security number:

      –          –        

	Daytime phone:      
	Alternate phone:      
	Email:      

	Home address:
     
	City:
     
	State:
  
	ZIP code:
     

	Mailing address (if different than home address):
     
	City:
     
	State:
  
	ZIP code:
     


	IN-NETWORK OUT-OF-POCKET expenses

	If the required documents are not attached, your request cannot be processed. Deposits will be made in your US Bank Visa Card.

	MEDICAL BENEFIT

(Annually up to $750 depending on your plan. Must attach official receipt from your medical provider and Explanation of Benefits from your insurance company.) 
	MONTH OF SERVICE


	EXPENSE



	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	TOTAL
	$     


	SIGNATURE

	By my or my authorized representative’s signature, below, I, the program enrollee, attest that the information on this form is true, correct, and complete to the best of my knowledge. I certify that the above expenses were cost-sharing expenses paid for by me for in-network medical expenses allowed by my COFA Program insurer. I also certify that I have not already received reimbursement from an amount listed above and I will not seek reimbursement from any other source.
If my insurance company denies payment – in whole or in part – for a claim for which the COFA Program has already reimbursed, I agree to immediately notify the COFA Program and, within 30 days, repay the COFA Program the amount that I was improperly reimbursed.

	Signature:
	Date:      

	Print name:      

	If you have an authorized representative, that person may sign for you. If you are the authorized representative, you may sign here only if you and the program enrollee have completed and submitted a signed Authorized Representative form. 

	Authorized representative’s signature:
	Date:      

	Printed name:      
	Phone:      


PLEASE MAIL OR FAX THIS FORM AND SUPPORTING DOCUMENTS TO:
Mail:
Oregon Health Insurance Marketplace
Attn: COFA Premium Assistance Program
P.O. Box 14480
Salem, OR 97309
Fax:
503-947-7092
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