
How to Submit a Claim 
 

 

If You Receive Covered Health Services from a Network Provider 

We pay Network providers directly for your Covered Health Services. If a Network provider bills you for 
any Covered Health Service, contact us. However, you are responsible for meeting any applicable 
deductible and for paying any required Copayments or Coinsurance to a Network provider at the time of 
service, or when you receive a bill from the provider. 

 

If You Receive Covered Health Services from a Non-Network Provider 

When you receive Covered Health Services from a non-Network provider as a result of an Emergency or 
if we refer you to a Non-Network provider, you are responsible for requesting payment from us. You must 
file the claim in a format that contains all of the information we require, as described below. 

 

Notice of Claim 

You should submit a request for payment of Benefits within 90 days after the date of service. If you don't 
provide this information to us within one year of the date of service, Benefits for that health service will be 
denied or reduced, as determined by us. This time limit does not apply if you are legally incapacitated. If 
your claim relates to an Inpatient Stay, the date of service is the date your Inpatient Stay ends. 

 

Claim Forms and Proof of Loss 

We do not require that you complete and submit a claim form. Instead, you can provide proof of loss by 
furnishing us with all of the information listed directly below under Required Information. 

 

Required Information 
When you request payment of Benefits from us, you must provide us with all of the following information: 

□ The Policyholder's name and address. 

□ The patient's name and age. 

□ The number stated on your ID card. 

□ The name and address of the provider of the service(s). 

□ The name and address of any ordering Physician. 

□ A diagnosis from the Physician. 

□ An itemized bill from your provider that includes the Current Procedural Terminology (CPT) codes 

or a description of each charge. 

□ The date the Injury or Sickness began. 

□ A statement indicating either that you are, or you are not, enrolled for coverage under any other 

health insurance plan or program. If you are enrolled for other coverage you must include the name 

of the other carrier(s). 

 

The above information should be filed with us by submitting it to: 
 
UnitedHealthcare 
P.O. Box 740800 
Atlanta, GA 30374-0800 
 
When filing a claim for Outpatient Prescription Drug Benefits, your claims should be submitted to: 

 

Optum Rx 
P.O. Box 29077 
Hot Springs, AR 71903 


