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Member Reimbursement Form
Medicare Choice (HMO SNP)

Medicare Select (HMO)

Member’s Name:



Mailing Address:



Member’s I.D. Number:



EYEWEAR BENEFITS:
___________  for Medicare Choice up to $200 *

___________
for Medicare Select up to $150  *


*Only one claim can be submitted within a 24 month calendar period 

MISCELLANEOUS:

_________Flu Shot
_________Pneumonia Shot

_________Shingles Shot
_________Out of Network Emergent or Urgent expense
_________Misc. Supplies

HEARING AID:
_________ $1500.00 every 3 years.
If you have any questions, please contact Member Services at 303/602-2111.  Our hours of operation are 8:00 a.m. – 8:00 p.m. seven days a week. 

Mail Claims to: 
Denver Health Medical Plan, Inc.



P. O. Box 262269




Plano, TX  75026
PLEASE NOTE: All necessary receipts must be submitted with reimbursement request
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