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MEDICAL OUT-OF-POCKET COST 
REIMBURSEMENT CLAIM FORM

2020 COFA PREMIUM ASSISTANCE PROGRAM
To request reimbursement from the Oregon Health Insurance Marketplace for an allowed in-network medical service, sign and 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. All claim requests must be submitted no later than April 30, 2020
	PROGRAM enrollee INFORMATION

	Full name (first, middle, last, and suffix):
[bookmark: Text2]     
	Maiden or other name:
     
	[bookmark: Text5]Last four of Social Security number:     

	[bookmark: Text7]Daytime phone:      
	Alternate phone:      
	Email:      

	Home address:
     
	City:
     
	State:
  
	ZIP code:
[bookmark: Text8]     

	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. 
There are two methods to receive your payment. 
     Option 1: ☐ US Bank Relia Card Visa*                                  Option 2: ☐  check mailed to you
*If you already received a US Bank Relia Card Visa from the COFA program the deposit will be made to that card; if you are new to the program one will be mailed to you.

	MEDICAL BENEFIT
(Annually up to $1,000, depending on your plan, the maximum out-of-pocket limit. Must attach official receipt from your medical provider and Explanation of Benefits from your insurance company.) Attach a separate page if you have additional claims.
	DATE OF SERVICE

	EXPENSE


	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	     
	     
	$     

	TOTAL
	$     


[bookmark: _GoBack]
AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION
I authorize: _____________________ (name of person/entity who provided service or item for which you are seeking reimbursement – doctor, pharmacy, hospital, etc.) to use and disclose a copy of the specific health information described below regarding: ______________________ (Applicant name) consisting of any and all personal health information necessary to substantiate this claim for reimbursement to the Oregon Health Insurance Marketplace, a Division of the Department of Consumer and Business Services (“DCBS”), for the purpose of substantiating this claim for reimbursement. 
If the information to be disclosed contains any of the types of records or information listed below, additional laws relating to the use and disclosure of the information may apply. I understand and agree that this information will be disclosed if I place my initials in the applicable space next to the type of information. INITIAL BELOW ONLY IF THESE RECORDS ARE NECESSARY TO SUBSTANTIATE THE CLAIM FOR REIMBURSEMENT.
______HIV/AIDS Information 
______Mental Health Information 
______Genetic testing information 
______Drug/alcohol diagnosis, treatment, or referral information 

I understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure and no longer be protected under federal law. However, I also understand that federal or state law may restrict redisclosure of HIV/AIDS information, mental health information, genetic testing information and drug/alcohol diagnosis, treatment or referral information. 
You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or to be reimbursed for those services. It may affect your ability to obtain reimbursement for out-of-pocket costs if DCBS cannot substantiate your claim for reimbursement. 

You may revoke this authorization in writing at any time. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this written authorization. The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a condition of obtaining insurance coverage.  To revoke this authorization, send a written statement to:
COFA Premium Assistance Program
Oregon Health Insurance Marketplace
P.O. Box 14480
Salem, OR 97309 
I have read this authorization and I understand it. Unless revoked, this authorization expires when DCBS accepts or denies this claim for reimbursement.

	SIGNATURE FOR release

	Signature:
	Date:      

	Printed name:      

	Authorized representative’s signature:
	Date:      

	Printed name:      
	Phone:      



	SIGNATURE FOR PAYMENT REQUEST

	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:      

	[bookmark: Text14]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:      

	Print 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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