HARP Member Reimbursement Request Form
HSEALTH pan  At-Home COVID-19 Tests

Purpose

The purpose of this form is to ask for a refund from Sharp Health Plan for the cost of FDA-approved
at-home COVID-19 tests. Please note, reimbursement is not available for Medicare members.

Instructions
1. Reimbursement for approved charges will be mailed within 30 days of receipt of complete
documentation. Maximum reimbursement is $12 per test.

2. Complete a separate form for each member who is requesting reimbursement. Only one form
is needed per member.

3. The member who received the medical services must sign this form. If the member is under
18 years old, the form must be signed by the parent or guardian.

4. You will need the following information to complete this form.
* The brand name of the at-home COVID-19 test that you purchased.
* The Universal Product Code (UPC) from the box. The UPC will be underneath the barcode and
is typically a 12-digit number.

5. Send this completed form and the following documents to Sharp Health Plan. Incomplete forms
and missing information may result in a delay or non-payment of your request. Please keep
copies of all items sent to Sharp Health Plan, including the following:

* Proof of payment in the form of an itemized receipt.

* If you are requesting a reimbursement for more than eight at-home tests per member per
month, you will need to submit a physician’s order stating that they were medically necessary.

Submit

Please submit the finished form and required documents online, by mail or by fax:

Online: By mail: By fax:

Log in or create a Sharp Health Attention: Claims Research Attention: Claims Research
Plan online account at Sharp Health Plan 1-858-636-2276
sharphealthplan.com/login. 8520 Tech Way, Suite 200

Open the menu and select San Diego, CA 92123

At-home COVID-19 test
reimbursement form.
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Member Information (Complete This Section for All Reimbursement Requests)

First name: Last name: Middle initial:

Sharp Health Plan Member ID#: Phone number: Birth date (MM/DD/YYYY):
( ) / /

Home address (P.O. Box is not allowed):

City: State: ZIP code:

number.

Please include the brand name of the at-home COVID-19 test that you purchased and the Universal
Product Code (UPC) from the box. The UPC will be underneath the barcode and is typically a 12-digit

OYes 0ONo

Was the test purchased as a result of an exposure at work?

If yes, give the date of the incident:

Parent/Guardian (Complete This Section if the Member is Under 18)

First name: Last name: Middle initial:
Phone number: Birth date (MM/DD/YYYY):
( ) / /

Other Health Coverage (Complete This Section if You Have Other Health Coverage)

Other health plan name:

Health plan phone number:

( )

Effective date of other coverage
(MM/DD/YYYY):

Policyholder’s name:

Policyholder’s ID#:

Policyholder’s birth date
(MM/DD/YYYY):

Type of coverage:
O Medical 0O Dental

O Vision 0O Other

Type of policy:

O Self only O Self and spouse O Family O Other
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Certification Statement

| attest that the COVID-19 tests for which | am requesting reimbursement were purchased for

my personal use, were not purchased for employment purposes, have not been (and will not be)
reimbursed by another source and have not been (and will not be) given or sold to another individual
or entity.

| certify that the above information is true and the attached material is correct and unaltered and

that the expenses were incurred by the patient named above. | understand all documents submitted
become the property of Sharp Health Plan and will not be returned. | understand that if | submit false
receipts or fraudulently altered documents, | may be disenrolled from Sharp Health Plan and/or subject
to civil or criminal penalties. | authorize the release of any information needed to review or process

this request.

Member’'s name Member's signature Date (MM/DD/YYYY):
(Parent/Guardian if child): (Parent/Guardian if child):

C at sharphealthplan.com/login to send Customer Care a secure message, call 1-858-499-8300
3> or call toll-free at 1-800-359-2002. We are available to assist you Monday through Friday,
8a.m.to 6 p.m..

@) If you need assistance, we're here to help. Log in to your Sharp Health Plan online account
NG
3

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You may also be
able to get this letter written in your language. For free help, please call Sharp Health Plan right away
at 1-858-499-8300 or 1-800-359-2002.

IMPORTANTE: ;Puede leer esta carta? Si no le es posible, podemos ofrecerle ayuda para que alguien
se la lea. Ademas, usted también puede obtener esta carta en su idioma. Para ayuda gratuita, por
favor llame a Sharp Health Plan inmediatamente al 1-858-499-8300 o 1-800-359-2002.
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Language Assistance Services

English
ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you. Call 1-800-359-2002
(TTY:711).

Espafiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linglistica. Llame al 1-800-359-2002 (TTY:711).

ey (Chinese)
AR REFERHEER T T B ESES IR - 5588 1-800-359-2002 (TTY:711) -

Tiéng Viét (Viethamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn ngit mién phi danh cho ban. Goi s6 1-800-359-2002 (TTY:711).

Tagalog (Tagalog - Filipino):
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tu-
mawag sa 1-800-359-2002 (TTY:711).

8t=0{ (Korean):
F9|: SO E AtEotA|= 42, ¢ XY MH|AE RE 2 0[&8HA £ QIELICE 1-800-359-2002 (TTY:711) HO 2 Malsff FHAL.

Zuykpku (Armenian):
NPCUALNRESNPL Bph ununid bp hugbipbl, wyw dkq wiggwp Jupny b npudwnpl) (hqlului wewlgn pjut Swnwgnt ey bibp:
Quiiquhwipkp 1-800-359-2002 (TTY (hknunnhuy) 711).

(Farsi): u-uulé
22,350 Galad Lk 510 0BG @ sy (L) Dl €3S (a SEAR )ld Gl 40 RN syl
A e 23b L (TTY:711) 1-800-359-2002

Pyccknia (Russian):
BHVMAHWE: Ecnn Bbl roBOpuTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI becnnaTtHble ycnyru nepesoga. 3soHuTe 1-800-359-2002
(tenetavn: 711).

BZA:E (Japanese):
EEEE BARELEINIIGE. EHNOS EXEECHMANITET,1-800-359-2002 (TTY:711) T, B BEEICTITEKLLEELY,

:(Arabic) & a0
adya Juai, laell Al al a3 4 salll sacluall ciledd ()l Aalll HSH Giaadi S 13) ddagale
(711 1pS3ll5 auall il o3)) 1-800-359-2002

YAt (Punjabi):
ofs Tf: 7 3H U 98T I, 3F 3T <fu AITesT Ae 3973 S8 He3 Sussd J1 1-800-359-2002 (TTY/TDD: 711) ‘3 IS 3|

$2i (Mon Khmer, Cambodian):

s iGrismyndunm manies, sniswigaman imwSshnnyg o AmenesintBilygn 91 ¢iajy 1-800-359-2002 (TTY:711)4
Hmoob (Hmong):

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-359-2002 (TTY:711).

gf &t (Hindi):
@ g: agleny glgt Aad € o ey af ¢ qwa ® 9191 Ggradr 84T 3uaay g 1 1-800-359-2002 (TTY:711) U &id &Y i &1 |

A lng (Thai):
Fau: dranamn i lnaaasiuisaldudnisiiaindanien =’ lawd 1ns 1-800-359-2002 (TTY:711).
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