
Member Reimbursement Request Form 

 MEMBER INFORMATION 

First Name: Last Name:   

Member ID: Date of Birth:   

Address:  City:_____________________State: _____ZIP:________   

Telephone/Cell: 

Provide the reason for out-of-pocket payment for this service/item (please be specific): 

IMPORTANT NOTE: 

In order for us to process your request in a timely manner, please be sure to provide proof of payment with your 

request along with medical records. 

Please mail and/or fax this signed form to: 

Doctors HealthCare Plans, Inc. 

Attn: Member Services 
2020 Ponce De Leon Blvd, Suite PH1 

Coral Gables, FL 33134 

FAX: 786-578-0283 

If you need assistance in filling this form, please call Member Services at Local: 786-460-3427 or Toll-Free: 1- 

833-342-7463, TTY 711; from 8 a.m. to 8 p.m., 7 days a week.

Member or Legal Representative* Signature Date 
*Legal Representative(s) must provide documentation to support legal authority to act on behalf of Member.

Legal Representative Name:  Phone: 

Address:  City: State: 

H4140_MSMEMREIMB2022_C 



DISCRIMINATION IS AGAINST THE LAW

Doctors HealthCare Plans, Inc. complies with applicable civil rights laws and does not discriminate or exclude 
individuals on the basis of race, color, national origin, age disability, sex, sexual orientation, pregnancy, gender, 
gender identity, or religion. 

Doctors HealthCare Plans, Inc. provides: (1) free aids and services to people with disabilities to communicate 
effectively with us, such as, qualified sign language interpreters and written information in other formats (large print, 
audio, accessible electronic formats, other formats); and, (2) free language services to individuals whose primary 
language is not English, such as, qualified interpreters and information written in other languages.

If you need these services, contact the number on the back of your ID Card. If you believe that Doctors HealthCare 
Plans, Inc., has failed to provide these services or discriminated in any way, you can file a grievance with: 
Doctors HealthCare Plans, Inc., Attention: Member Services Department, 2020 Ponce de Leon Blvd., PH 1, 
Coral Gables, FL 33134 or call (786) 460-3427 or (833) 342-7463, TTY:711; 7 days a week; 8AM to 8PM EST.

You can file a grievance by calling, in person or by mail. If you need help filing a grievance, our Member Services 
Representatives are available to help you at the number listed above. You can also file a civil rights complaint 
electronically through the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, 
available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health 
and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201 or 
call (800) 368-1019, (800) 537-7697 (TDD). Complaint forms are available at  
http://www.hhs.gov/ocr/office/file/index.html. 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


. لدینا الأدویة جدول أو بالصحة تتعلق أسئلة أي عن للإجابة المجانیة الفوري المترجم خدمات نقدم إننا
 على بنا الاتصال سوى علیك لیس فوري، مترجم على للحصول

العربیة یتحدث ما مجانیة خدمة ھذه. بمساعدتك  . 
(TTY:711) 7463-342 (833) شخص سیقوم. 




