Healthy Blue Healthy Connections >‘:

BlueChoice® HealthPlan of SC

Overpayment Refund Form

Use this form when sending Healthy Blue unsolicited or voluntary refund checks. Complete form and
attach check and a copy of the remittance advice. Forward to address below.

To Be Completed by Physician's Office

Tax ID Number Provider's Name

Provider's Address Provider's Phone Number

Contact's Name

Check Number Check Date Amount of Check

Refund Information

Patient's Name Patient's ID Number

Claim Number Claim Amount Refunded

Reason for Refund

Choose refund reason or use space provided for explanation:

[] Corrected date of service [] Services not rendered

[] Duplicate payment [] Member has primary insurance
P pay P ry

[] Corrected code Insurance company name

(attach EOB)

[] Not your patient
y P L] Billed in error

[] Modifier added/removed
[] Incorrect patient filed

Other:

Mail this form with check to: Healthy Blue
Refunds Department (AX-480)
PO Box 100317
Columbia, SC 29202-3317

Healthy Blue is offered by BlueChoice HealthPlan, an independent licensee of the Blue Cross Blue Shield Association.
BCMC 217881-2-24



Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or
1-800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

R, BF2EEEGMMEER, BENARETEAEMNERE SEEMNGRELGHEESIIEBTA
B, R—{IEES, 5% 1-844-396-0188, (Chinese)

Néu quy vi, hodc Ia ngwdi ma quy vi dang gitip d&, cé nhitng cadu hdi quan tdm vé chuong trinh sire khde nay, quy
vi s& duoc gitp d& véi cac thong tin bang ngdn nglt clia quy vi mién phi. D& ndi chuyén véi mét thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

5o Falo] Fask AFEF Z2 A o] 9l O AT 1-844-396-0187 = ) FAHA L.
o] v]-§ FEglo] o]l & Zok= Yt} (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839. (Tagalog)

Ecnmn y Bac uam Mua, KOTOpomy Bbl MOMOraeTe, MMeKTCA BOMPOCh! Mo noBoAy Baliero nnaHa meauUMHCKOro
06CNyKMBaHUA, TO Bbl UMeeTe NpaBo Ha becnaaTHoe NoayYeHne NoOMoLLM 1 MHGOPMAaLMKN Ha PYCCKOM A3biKe. A
pa3roBopa c nepeBoag4YMKom no3soHuTe no tenepoHy 1-844-389-4840. (Russian)

c_lLA}u\JoAcLuml\écd)mﬂ\ d;j\d.mhcoMM\AL;ua;mm%\aj&Lmumdﬂ_g\daﬂu\Su\
(Arabic) 1-844-396-0189 w sl ax i ga aanill A5 41 (553 (pa linly &y 5 yual
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiaé z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlit-. TEEHLEABHEZINTLEIAN., CORBERKRIZODVLWTIEBMNASEVELES, &
FEDEETYR—+E2Z2ITY., BHREAFLEYTEHIENTEET ., HEFIMMY FEFEA, BR
ERFESNBIHA. 1-844-396-0185 T THEEEC LY, (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

bl g salosn 0ol sos by Ho YT R LdS o SaS gl 4y 48 o8 L Led S
OLSly Lsb 4o Ty 23 glo) 4o oledbl 5 SaS 48 aoylo 1) g2l g cdbly 45l
Juol> wlas 1-844-398-6233 o, lad Ly Lihl cp>pdo Ly 50,8 Gums ol jo - 4uiS adlags
(Persian-Farsi) . . ylaes

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’44h naa’niligi haa’ida yi na’ idit kidgo,
nihd’4h6o6t’1” nihi ka’a’doo wotgo kwii ha’at’ish{{ bi na’idotkidigi doo bik’¢’azlaagdo. Ata’ halne’¢ ta’
bich’{’ ha desdzih ninizingo, koji’ béésh bee holne’ 1-844-516-6328. (Navajo)

Vann du adda ebbah es du am helfa bisht, ennichi questions hend veyyich deah health plan, hend diah's
recht fa hilf un information greeya in eiyah aykni shprohch unni kosht. Fa shvetza mitt en interpreter,
roof deah nummah oh 1-833-584-1829. (Pennsylvania Dutch)
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