
   

   

     

 

        

     

        
         

      
  

         
       

            
     

  

The  Aetna Direct
SM 

 Plan  Medicare  
Part  B Premium Reimbursement  
Request Form  

PO  Box  14079  
Lexington,  KY   
40512-4079  

Thank  you  for  being an  Aetna member.  If  you  have  Medicare Parts A  and  B,  we  want  you to get  the  
most  out  of  your  Aetna  Direct  health  plan.  When you  fill  out  this  form,  we  may be  able  to  reimburse   
you for  part  of  your  Medicare Part  B  premiums.  Follow  all  directions,  sign,  and  mail  back  to us  at   
Aetna  PO  Box  14079,  Lexington,  KY  40512-4079  or  fax to  859-455-8650.  

Subscriber information  
Subscriber name Aetna ID 

Name of member requesting reimbursement Plan year 

Address 

Phone number Medicare Part B premium amount Frequency (check one) 

Monthly Yearly 

Please check one of  the options  below.  This form m ust  be completed and signed by the subscriber of  
the  plan.  Please note  that  you will not  be  reimbursed  for future months’ premiums  unless you  are  
attaching proof  of  payment.  If  your premium  is deducted monthly,  you  may only request  reimbursement  
for  months that  you have been  enrolled  in the  Aetna Direct  plan.   

Please attach proof  of  the monthly or yearly  Medicare Part  B  Premium  amount  due.  

Option 1. Please reimburse me for the monthly premium amount of from my 
Aetna health fund for the month(s) of . Once this form is 
submitted to Aetna, I may call Aetna customer service each month to request additional 
reimbursements by phone. 

Option 2. Please reimburse me for the yearly premium amount of from my 
Aetna health fund for the year of . Please note unless requesting reimbursement 
for the past year you must attach proof of having paid full premium. Please attach proof of the 
monthly Medicare Part B Premium amount due. 

Statement of Confirmation:  
By signing below,  I  affirm  that  the above named member is enrolled  in a Medicare Part  B  plan and that  
by submitting  this form I  am  authorizing  a reimbursement  from  my Aetna Direct  health fund  which will  
reduce  the amount  available for  other covered  services.  I  also understand  that  only  the subscriber of  the  
policy may make the request  by form or phone for Medicare Part  B  premiums for  any covered  party  
under  the plan.  

Signature Date 

The  claim  filing  deadline is  December  31st  of  the following year  in  which Medicare  premium  was  incurred.  

Aetna is the brand name used  for products  and  services  provided by  one  or  more of  the Aetna  group of  subsidiary companies,  including 
Aetna Life Insurance Company  and its affiliates  (Aetna).  

Internal  note  to intake center - Route  to  claim  department  key  724  
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Aetna complies with applicable Federal civil rights laws and does not unlawfully  
discriminate, exclude or treat people differently based on their race, color, national origin,  
sex, age, or disability.  

We provide free aids/services to people with disabilities and to people who need  
language assistance.  

If you need a qualified interpreter, written information in other formats, translation or other  
services, call the number on your ID card.  

If you believe we have failed to provide these services or otherwise discriminated based on a  
protected class noted above, you can also file a grievance with the Civil Rights Coordinator  
by contacting:  
Civil  Rights C oordinator,    
P.O.  Box 14462, L  exington, KY   40512    
(CA HM O c ustomers:  PO  Box 24030 F  resno, C A   93779),    
1-800-648-7817,  TTY:  711,  
Fax:  859-425-3379 (C A  HMO  customers:  860-262-7705), C RCoordinator@aetna.com. 

You c an a lso f ile  a  civil  rights c omplaint  with  the  U.S. De partment  of He alth a nd   
Human S ervices, Offi ce  for C ivil  Rights C omplaint  Portal, a vailable  at  
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or a  t:  U.S. De partment  of H ealth a nd   
Human S ervices, 200 I  ndependence  Avenue  SW., R oom  509F, HHH   Building,   
Washington, DC   20201, o r  at  1-800-368-1019, 800 -537-7697 (T DD).    
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TTY:  711   

To  access  language  services at   no  cost  to  you,  call  1-877-459-6604.   

Para ac ceder  a los   servicios de   idiomas s in  costo,  llame  al  1-877-459-6604.  (Spanish)  

如欲使用免費語言服務，請致電  1-877-459-6604。(Chinese)   

Afin  d'accéder  aux se rvices lan gagiers  sans  frais,  composez l e  1-877-459-6604.  (French)   

Para m a-access  ang  mga  serbisyo  sa  wika nang   wala k ayong  babayaran,  tumawag  sa   
1-877-459-6604. (Tag alog) 

T’11  ni  nizaad  k’ehj7  bee  n7k1  a’doowo[  doo  b33h  7l7n7g00  koj8’  h0lne’  
1-877-459-6604.  (Navajo) 

Um  auf  für  Sie  kostenlose  Sprachdienstleistungen  zuzugreifen,  rufen  Sie  1-877-459-6604  an.   
(German)   

Për  shërbime  përkthimi f alas pë r  ju,  telefononi  1-877-459-6604.  (Albanian)    

የቋንቋ  አገልግሎቶችን  ያለክፍያ  ለማግኘት፣  በ  1  1-877-459-6604  ይደውሉ፡፡ (Amharic)   

 (Arabic)  .6604-459-877- 1 للحصو ل عل ى الخدما ت اللغوية  دو ن أ ي تكلفة ، الرجاء  الاتصا ل عل ى الرق م

Անվճար  լեզվական  ծառայություններից  օգտվելու համար զան  գահարեք  
1-877-459-6604  հեռախոսահամարով: (A rmenian) 

Kugira  uronke  serivisi   z’indimi  atakiguzi,  hamagara  1-877-459-6604  (Bantu)  

Ngadto m aakses ang   mga se rbisyo  sa pinulong an  alang  libre,  tawagan s a1-877-459-6604.  
(Bisayan-Visayan)  

              

             

        
  

                 

        

        

          

             
    

Per accedir a serveis lingüístics sense cap cost per vostè, telefoni al 1-877-459-6604. (Catalan)  

Para un hago' i setbision lengguåhi ni dibåtde para hågu, ågang 1-877-459-6604. (Chamorro)

ᏩᎩᏍᏗ ᏚᏬᏂᎯᏍᏗ ᎤᏳᎾᏓᏛᏁᏗ Ꮭ ᎪᎱᏍᏗ ᏗᏣᎬᏩᎳᏁᏗ ᏱᎩ, ᏫᎨᎯᏏᎳᏛᏏ
1-877-459-6604. (Cherokee)

Anumpa tohsholi I toksvli ya peh pilla ho ish I paya hinla, I paya 1-877-459-6604. (Choctaw)

Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-877-459-6604. (Cushite-Oromo) Voor 

gratis toegang tot taaldiensten, bell 1-877-459-6604. (Dutch)

Pou jwenn sèvis lang gratis, rele 1-877-459-6604. (French Creole-Haitian)

Για να επικοινωνήσετε χωρίς χρέωση με το κέντρο υποστήριξης πελατών στη γλώσσα σας,  
τηλεφωνήστε στον αριθμό 1-877-459-6604. (Greek)   
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No ka walaʻau ʻana me ka lawelawe ʻōlelo e kahea aku i kēia helu kelepona 1-877-459-6604.  
Kāki  ʻole  ʻia  kēia k ōkua  nei.  (Hawaiian)  

Xav tau kev pab txhais lus tsis muaj nqi them rau koj, hu 1-877-459-6604. (Hmong)  

Iji nwetaòhèrè na ọrụ gasị asụsụ n'efu, kpọọ 1-877-459-6604. (Ibo)  

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti  
1-877-459-6604. (I locano) 

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-877-459-6604.  
(Indonesian)  

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero  
1-877-459-6604  (Italian) 

言語サービスを無料でご利用いただくには、 1-877-459-6604 までお電話ください。 
(Japanese)  

무료 언어 서비스를 이용하려면  1-877-459-6604  번으로 전화해 주십시오 . (Korean)  

Ǳ M dyi wuɖu-dù kà kò ɖò ɓě dyi mɔuń nì Pídyi ní, nìí, ɖá nɔɓà nìà kɛ: 1-877-459-6604.   
(Kru-Bassa)  

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-877-459-6604.  
(Marshallese)  

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-877-459-6604. (Micronesian-
 Pohnpeian)  

Të kɔɔr yïn wɛɛr de thokic ke cïn wëu kɔr keek tënɔŋ yïn. Ke cɔl kɔc ye kɔc kuɔny ne nɔmba  
 1-877-459-6604.  (Nilotic-Dinka) 

For tilgang til kostnadsfri språktjenester, ring 1-877-459-6604. (Norwegian)  

Um Schprooch Services zu griege mitaus Koscht, ruff 1-877-459-6604. (Pennsylvania Dutch)  

́ ̀

̈ ̈
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 (Persian-Farsi  ) . برا ی دسترس ی ب ه خدما ت زبا ن ب ه طو ر رايگان ، ب ا شمار ه  1-877-459-6604 تما س بگيريد

Aby  uzyskać  dostęp  do  bezpłatnych  usług  językowych p roszę  zadzwonoć  1-877-459-6604  
(Polish)  

Para ac essar  os s erviços  de  idiomas s em  custo  para  você,  ligue  para  1-877-459-6604.  
(P ortuguese)  

P entru  a a ccesa g ratuit  serviciile  de  limbă,  apelați  1-877-459-6604.  (Romanian)   

Для  того  чтобы б есплатно  получить  помощь  переводчика,  позвоните  по те лефону   
1 -877-459-6604. (R ussian)   

Mo  le  mauaina o auau  naga t au  gagana e   aunoa m a se   totogi,  vala’au  le  1-877-459-6604.   
(Sam oan)   

Za b  esplatne  prevodilačke  usluge  pozovite  1-877-459-6604.  (Serbo-Croatian)   

Heeba  a  nasta  jangirde  djey  wolde  wola  chede  bo  apelou l amba  1-877-459-6604.    
(Suda nic-Fulfulde)   

Kupata hudum a  za lug ha bi la  malipo k wako,  piga  1-877-459-6604.   (Swahili)  

Kapau  ‘oku  ke  fiema’u  ta’etōtōngi  ‘a  e  ngaahi  sēvesi  kotoa  pē  he  ngaahi  lea k otoa,  telefoni  ki   
 he  1-877-459-6604.   (Tongan)   

Ren o mw  kopwe  angei  aninisin  eman c hon  awewei  (ese  kamo),  kopwe  kori  1-877-459-6604.   
 (Trukese)   

 Sizin  için  ücretsiz dil   hizmetlerine  erişebilmek  için,  1-877-459-6604  numarayı ar ayın. (Tur kish)   

Щоб  отримати  безкоштовний  доступ  до  мовних  послуг,  задзвоніть  за  номером   
 1-877-459-6604. (U krainian)  

Nếu  quý  vị  muốn  sử  dụng  miễn  phí  các  dịch v ụ  ngôn  ngữ,  hãy  gọi t ới  số  1-877-459-6604.  
 (Vietnamese)  

 ( Yiddish) .6604-459- 877- 1 צ ו צוטרי ט שפּרא ך באדינונגע ן אי ן קיי ן פּריי ז צ ו איר , רופן 

Lati  wọnú aw ọn i sẹ  èdè   l’ọfẹ  fun  ọ,  pe  1-877-459-6604. (Y oruba)  

 

ַַַ
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