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Navajo Nation Employee Benefit Plan 

Mission Statement 

Our Mission… exists to provide unique, comprehensive and cost-

effective benefits through quality management for the health and well-

being of the plan participants.

Our Goal… to provide and administer employee benefit programs for

non-occupational causes including life insurance, health care coverage

and related medical, dental, and vision plans, disability income, and

other benefit plans enacted by The Navajo Nation or federal

legislation.

Our Foundation… the self insured Navajo Nation Employee Benefit

Plan enacted in 1991 insures employees of the Navajo Nation,

Enterprises and LGA Certified Chapters.



Overview of HMA, LLC 

Mallory Gray – HMA

Account Manager



About HMA

 Founded in 1983; currently serve over 150,000 members

 March 2012, Health Management Associates, Inc. became 

Hawaii-Mainland Administrators, LLC (HMA).  HMA has 

continued to offer all of its valued clients the same 

administrative services as before  

 Headquartered in Tempe, AZ, Operations Centers in 

Cottonwood, AZ and Honolulu, HI

 Provides successful third party administration to the Navajo 

Nation for 21 years

 Thorough knowledge of the Indian Health Services/PL ‘638 

facilities and Purchase Referred Care referrals



Responsibilities

 Third Party Administrator (HMA)

̶ Claims Management (Health and Disability)

̶ Customer Service

̶ Account Management

̶ Network Management

̶ Health Services

̶ Recovery Services

̶ Other Services (Pharmacy, COBRA, Stop Loss Policies, 

Life Insurance, Voluntary Benefits)



What are the Benefits?

 Medical Program (includes Native Healing Benefits)

̶ PPO Plan – Deductibles, Co-payments, Co-insurance

 Dental Program (includes Orthodontic Benefits)

̶ Deductibles; Co-insurance

 Vision Program (includes Lasik Surgery)

̶ $200 Calendar Year Max; $500 Lasik Lifetime Max

 Pharmacy Program – (WellDyne Rx)

̶ $20 generic, $40 brand, $70 non-preferred brand

 Short Term Disability Program

̶ 52 weeks Max



What are the Benefits? (continued)

 Stop Loss Insurance

̶ Medical Claims exceeding $600,000 per insured member 
based on calendar year paid claims

̶ Reimbursement to the Plan from the stop loss carrier



What are the Benefits? (continued)

 Basic and Accidental Death & Dismemberment Insurance 
(MetLife)

̶ Employee (Annual Salary):  $48,000 - $125,000

̶ Dependent Spouse (Basic Only):  $7,500

̶ Dependent Child (Basic Only):  $5,000

̶ Elected Chapter Officials:  $5,000 (Voluntary)



What are the Benefits? (continued)

 Voluntary Term Life Insurance (MetLife)

̶ Employee:  Min $10,000 up to Max 5x Annual Salary ≤ 
$300,000

̶ Dependent Spouse: Min $5,000 up to 100% of Employee’s 
amount, Max $100,000

̶ Dependent Child:  $5,000

 Supplemental Insurance (optional – Colonial)



Website Orientation-Member Portal 

‟Create Account”

Mallory Gray – HMA

Account Manager



How do I access the Member Portal?

https://members.hmatpa.com 

Click on “Create Account” and follow the steps provided.



Welcome Page



Member Information



View Dependent Information



Claims View



Claims View (continued)



Prior Authorizations



Expense Limits



Benefit Details



Benefit Details (continued)



Documents and Forms



Website Orientation - Provider Search 

In-Network Providers

Mallory Gray – HMA

Account Manager



Provider Search

AMN, RAN & HMN Networks

Please follow the instruction below to complete an in-network 

provider search: 

 Go to www.hma-inc.com

 Select the logos on the back of your Member ID card

 Select either Provider Search or Personal Directory

 Fill out the  Provider Search  form

 Please be patient while a Provider Directory generates

 Receive services from the providers in the directory to 

receive in-network benefits

Or, call the number on the back of your ID card 
for further assistance:

(928) 634-2216  or  (800) 448-3585

P.O. BOX 22009 Tempe, AZ 85285

(800) 448-3585| www.hmatpa.com



www.hma-inc.com

Where to conduct a Provider Search?







Search Results



Search Results (continued)



Enrollment and Eligibility

Mallory Gray – HMA

Account Manager



Enrollment:  Who is eligible?
 Employees actively working for the employer participants on a 

regular, part-time, or seasonal basis who are regularly 
scheduled to work at least 20 hours or more per week;

 Spouse including common-law marriage;

 Child (up to the age of 26);

 Newborn Child;

 Adopted Child;

 QMCSO (Qualified Medical Child Support Order);

 Developmentally or Physically Disabled Child



Enrollment:  Who is ineligible?
 A spouse legally separated or divorced from a covered 

employee, unless the legal separation or divorce decree 
provides coverage;

 Domestic same sex partner;

 Persons in the military or like forces of any country;

 If both husband and wife are eligible as covered member, only 
one may carry dependent coverage;

 Any person eligible under the Plan may be covered as an 
employee or as a dependent, but not both;

 Any person living in the covered employee member’s home, 
but not eligible as defined in the Plan Document

 Child born to the dependent member’s child (grandchild)



How to enroll
 An eligible employee must complete an enrollment form for 

coverage under the Plan;

 The employee may enroll for individual coverage or family 
coverage;

 Employee coverage includes: medical, prescription drug, 
vision, dental, short term disability, and life;

 Dependent coverage includes: medical, prescription drug, 
vision, dental, and life;

 The enrollment must be completed within thirty-one (31) days 
after the employee or dependent becomes eligible for coverage



Member & Dependent Effective Dates
 Health - the first of the month following the date the employee 

completes a sixty (60) day waiting period;

 The date the employee becomes a member of an employment 
status eligible for coverage under the plan;

 If a late enrollee, on January 1 of the calendar year next 
following the annual open enrollment period

 Active Military Duty;

 Family Medical Leave Act;

 Change of location if break in coverage is less than thirty-one 

(31) days

Reinstatement of Coverage



Member Termination of Coverage

Coverage terminates at midnight on last day of the month in which:

 Employment ends due to a resignation, termination, retirement, layoff, 

or loss of life;

 Member is no longer eligible for coverage;

 Dependent child reaches the age of 26;

 Required contribution for coverage is not made;

 Member voluntarily terminates their coverage.

 Employee member engages in fraudulent conduct, deception, or 
misrepresentation relating to claims, enrollment, obtaining benefits or 
the use of an identification card;

 Coverage terminates for the class of employees to which the employee 
member belongs;

 Employee member becomes an active full-time member of the armed 
forces other than for scheduled drills or other training of less than 
thirty-one (31) days



Enrollment Form



Section A:  Qualifying Event

Employee (left)

 Must make proper selection based on the qualifying event

 New Hire or Open Enrollment, etc.

Dependent (right)

 If the add/delete dependents is selected you must provide the 

date of the qualifying event; if not provided this form is 

incomplete and returned back to HR representative



Section B: Employee Information

 Ensure that the Employer Name/Location is clearly indicated;

 Employee Census #: if the employee is Native American, 
providing this number helps HMA process claims properly for 
visits to federally funded healthcare facilities;

 The phone number and/or email address is beneficial for member 
outreach and communications;

 Martial Status: If marriage or common law is selected proof of 
legal documentation must be provided which is the responsibility 
of HR to obtain and validate; 

 Coverage Selected: If dual spouse is selected, Section D: Other 
Insurance, must be completed;

 Coverage Desired:  Select all lines of coverage since the benefit is 
offered as a package.



Section C:  Dependent Information 

 Proof of eligibility documentation must be furnished to the employer 
to verify marriage and dependent eligibility within thirty-one (31) 
days from enrollment;

 Ensure one box is selected Add/Change/Delete;

 Census #: If the dependent is Native American, providing this 
number allows HMA to process federal funded healthcare facility 
claims properly;

 Social Security Number: This is a mandatory field and the 
dependent(s) with missing SSN will not be enrolled and a copy of 
the form will be returned back to HR;

 Date of birth must be accurate and verified with birth certificate

 Newborn may be assigned a temporary SSN of 999-99-9999 until 
such time an SSN is assigned by SSA; all efforts must be made to 
obtain the SSN from the employee to complete enrollment



Section D: Other Insurance 

 A selection of Yes or No must be indicated;

 This section is completed if the member and/or dependents 

have other health insurance coverage other than I.H.S. or 

Medicaid;

 This section should be completed in it’s entirety to allow HMA 

to coordinate benefits properly;

 If a copy of the ID card  for the other coverage is available, 

please attach it with the enrollment form.



Section E:  Disclaimer Information

 Employee signature and date is required for all changes other 

than the following:

̶ Termination of employment;

̶ Address change;

̶ Salary update.



For HR Use Only

 Annual Salary: This is required to calculate life insurance 
premiums;

 Date of Hire: This is the date the employee begins their regular 
status employment (not temporary);

 Effective Date:

 Health - The first of the month following a 60 day waiting period 
or the date of a qualifying event;

 Life – The date of eligibility;

 Disability (employee only) – The date of eligibility;

 Employer/Administrator Signature: This is a required field and 
if not complete, it will be returned back to HR



Enrollment Form Key Points

 Make sure the enrollment form is completed in its entirety, 

legible and you include:

 Employer ID

 Effective date of enrollment or the termination and reason 

for termination

 Effective date of full-time hire

 SSN

 Census number, if applicable

 Employee member’s salary

 Other insurance



New ID Cards 2019



Enrollment Forms

 Send all completed enrollment forms to the Enrollment 

Department at HMA via:

 Mail: 1600 West Broadway Rd., Suite 300

Tempe, AZ 85282

 Phone:  (888) 811-8944

 Fax:  (866) 814-3854

 E-mail:  enrollment@hmatpa.com



























































We will 

continue in 

15 minutes…



Navajo Nation

Retirement Services

Delphine Martinez – NN Retirement Services

Retirement Officer



We will 

reconvene at 

1:00 p.m.

Enjoy…



EMPLOYEE ASSISTANCE PROGRAM 

February 27, 2019 

Enterprise and LGA Chapter 
Benefit/Human Resource 

Representative
Work Session

Albuquerque, NM



What is Employee Assistance 
Program (EAP)?

It is a prepaid benefit program that provides 
free confidential and comprehensive counseling 

services to support the wellness, safety and 
efficiency of Navajo Nation employees,  

Enterprise, and Chapter employees and their 
immediate family members 



EAP

It provides consultation and guidance to 
Supervisors, Program Managers, and 
Personnel as they address individual 

employee performance issues, behavioral 
issues, group work effectiveness and 

organizational challenges 



Mission Statement

The EAP is committed to making a positive 
impact in the workplace and to help Navajo 

Nation employees and their immediate family 
members who may develop social, behavioral 
or health related problems that could affect 

their work performance.



What are the objectives 

of the EAP?

 assists to reduce issues in the

workplace                                       

 retain our valued employees 



Confidentiality

 Confidentiality is maintained in accordance with 
Navajo Nation Privacy Act  

 Duty to warn - We are required by law to inform 
third party or authorities if a client threatens him 
or herself or another identifiable individual.  

 We are also required to call authorities if a child 
or elder has been abused.



Self Referral

Informal Referral

Formal Referral

Family Referral

TYPES OF REFERRAL



Navajo Nation 
Employee Assistance Program

P.O Box 1360

Window Rock, AZ 86515

Phone: (928) 871- 6530

Mobile: (928) 206-7533

Fax: (928) 871- 6408

rondaroan@navajo-nsn.gov

EAP is located in Administration Building 1 on the 2nd

floor in Window Rock, AZ

mailto:rondaroan@navajo-nsn.gov


Monthly Premium Billing

David Appel – HMA

VP, Finance



INVOICE

Group Name: SAMPLE Group # 7100XX

Invoice Date Stmt Date Premium Due Date

From To

2/1/2019 2/28/2019 2/15/2019 2/28/2019

CONTACT: Account Payable

Enclosed is the monthly premium billing for the month of February 2019 .  This billing also includes any enrollment changes that have occurred since the 

last billing statement.  All payments are due by the last day of the month.  It is important that you pay as billed each month.

Please submit all eligibility changes as soon as possible each month.  All changes must be received by HMA, LLC. at least 5 working days prior to the 

end of the month to insure that they are included on next month’s premium billing statement.

Billing Summary

Prior month Balance $     4,498,476.54 

Adjustments $          (8,098.60)

Amount Received Jan-19 $   (2,763,878.83)

Current Month Feb-19 $     3,004,350.41 

Life premium credit (Jan & Feb) $          (4,814.66)

Employee Benefit User Fee $         60,012.27 

Total Amount Due $     4,786,047.13 

`

Please submit all billing payments to:

Navajo Nation Employee Benefit Plan

Cashiers Section

Attn: Roberta Holyan

PO Box 3150

Window Rock, AZ 86515

If you have any questions regarding your billing statement, please call HMA Finance Department 

at (480)-921-8944. 



Billing Detail



Utilization Reports/Benefit Categories/

Form 1094 & 1095

David Appel – HMA

VP, Finance



2018 Top 10 Benefit Categories by Paid Amounts

HOSPITAL -

INPATIENT, 

$8,228,275.52

HOSPITAL -

OUTPATIENT, 

$5,132,387.53

EMERGENCY 

ROOM, 

$3,116,450.85

DENTAL - BASIC 

$1,709,375.06

CHEMOTHERAPY / DIALYSIS 

/ RADIATION THERAPY, 

$1,414,242.63PHYSICIAN OFFICE 

SERVICES, 

$1,258,610.88

SURGICAL SERVICES -

OUTPATIENT / OFFICE, 

$1,091,897.84

VISION - LENSES, 

$711,082.99

DENTAL -

PROPHYLAXIS, 

$700,476.63

DENTAL - EXAM, 

$652,410.27



2018 Claims Paid by Line of Coverage

Medical, 

$26,480,027.23, 

78%
Dental, 

$5,681,339.64, 

17%

Vision, 

$1,609,640.46, 

5%



2018 Plan Utilization By Member Type

CONTRACT, 

$17,597,929.48, 

52%
CHILD, 

$9,208,638.58, 

27%

SPOUSE, 

$6,810,815.49, 

20%

GRDCHILD, 

$153,623.78, 

1%



IRS form 1094 & 1095’s 

 Form 1095-B (Transmittal of Health Coverage Information 
Returns) will be filed by insurance companies & TPA’s to 
report individuals covered by insured employer-sponsored 
group health plans.

 Form 1095-C (Employer-Provided Health Insurance Offer and 
Coverage) and Form 1094-C (Transmittal of Employer-
Provided Health Insurance Offer and Coverage Information 
Returns) will be filed by applicable large employers (more that 
50 FTE’s). 

 1095 forms for 2018 must be sent out by March 4, 2019

 Employee’s do not need to wait to receive the form before 
filing their taxes 

http://www.irs.gov/pub/irs-pdf/f1094b.pdf
http://www.irs.gov/pub/irs-pdf/f1095c.pdf
http://www.irs.gov/pub/irs-pdf/f1094c.pdf


Short Term Disability

David Appel – HMA

VP, Finance 



Short Term Disability

 Short Term Disability benefits are available to “covered 
employee members only” beginning on their date of hire.

 If as a result of a non-occupational injury or illness the covered 
employee member becomes totally disabled, short term 
disability benefits will be paid following any applicable 
waiting periods, subject to all requirements, conditions that 
apply to qualification for and continuance of payment for the 
benefit.



Short Term Disability Benefits

Waiting Period Accident – None

Illness – 7 days

Weekly Benefit Amount 60% of weekly wage

$400 maximum per week

Maximum Benefit Period Up to 52 weeks per period of 

disability



Short Term Disability (continued)

 A covered employee member qualifying for short term 

disability benefit payments must:

̶ Be totally disabled while covered under the benefits 

and must remain covered by these benefits 

continuously throughout the waiting period;

̶ Be under a physician’s care;

̶ Exhaust all available sick leave (if employer does not 

have sick leave accrual, then the sick leave exhaust 

date must be the last day worked); and

̶ Satisfy the requirements for filing a claim.



Short Term Disability (continued)

 The covered employee member must obtain and complete the 
short term disability claim form with all details of the extent 
and nature of the disability for which the claim is being filed;

 The claim form must be returned to their HR department; 

 The covered employee member must file the claim within 31 
days after the employee member ceases to be actively at work;

 A proof of claim must be submitted to the their HR department 
within 90 days after the waiting period.



Short Term Disability (continued)

 The short term disability claim form is submitted/faxed to the 
STD coordinator at HMA (1-866-814-3852) via the Plan 
Administrator or their HR department;

 The STD coordinator reviews the claim form and determines if 
claim was submitted within 31 days;

 If claim was submitted past 31 days, a denial letter is sent to 
the covered employee member and the Plan Administrator or 
their HR department.



Short Term Disability (continued)

 If the claim was submitted within 31 days, the STD coordinator 

determines whether the claim is a maternity claim, an illness, 

or a non-occupational injury claim;

 If claim is for maternity leave, the STD coordinator will 

approve for appropriate timeline for the disability up to a 

maximum of six weeks from date of delivery.



Short Term Disability (continued)

 If the claim is for an illness or an injury, the STD coordinator 
sends the claim to our Health Services department for review;

 Health Services department will review the disability and make 
a determination of the claim;

 If the claim is approved, timelines are included with the 
approval;

 Upon Health Services determination of the claim, the STD 
coordinator will mail a letter to the covered employee member 
and the Plan Administrator or their HR department with the 
determination of the claim; 

 If the claims was approved, the STD coordinator will calculate 
the payment that will be made to the covered employee 
member and send an approval letter.



Short Term Disability (continued)

 The payment to the member is 60% of the employee member’s 
weekly wage, not to exceed $400.00 per week;

 If the disability lasts part of a week, the Plan pays one-seventh 
(1/7) of the amount that is otherwise payable for that week for 
each day of disability;

 Payments are processed and paid every two weeks;

 Benefits are taxed and reported on a W-2 at the end of the year.



Short Term Disability: Termination of Benefits

The total disability ends;
 The maximum benefit period ends;
 The covered employee member fails to provide the required 

proof of disability;
 The covered employee member refuses to submit to a medical 

examination by a physician that the Plan Administrator 
requires;

 The covered employee member is no longer under the care of a 
physician; 

 The covered employee member becomes eligible for any other 
group short term disability income plan;

 The covered employee member has a loss of life; or
 The date the covered employee member’s coverage ends.





Employee Completes

Employer Completes

Addt’l Fed Tax W/H

(Automatic 7.65% FICA)



Verify non-occupational

Length of Disability

Limitation of Work Duty

Licensed Physician (MD)

Physician Completes



We will 

continue in 

30 minutes…



Appeals/Grievances/Third Party 

Liability/Subrogation/Coordination of 

Benefits

Jody Harris – HMA

Senior Manager ,Claims 



Appeals/Grievances

 When a covered member is not satisfied with the way a claim was 

processed, the covered member, his/her authorized representative, or 

health care provider has the right to appeal the processing of the 

claim.

 The appeal must be submitted in writing within 180 days of the date 

on the Explanation of Benefits (EOB) requesting the reconsideration 

of the claim in question.

 They should submit any other documentation or facts that will assist 

in the review of their appeal.

 The Grievance, Appeals and Disputes (GAD) department is 

responsible for all appeals received at HMA and is responsible for 

managing all communications between the plan and the party filing 

the appeal.



Third Party Liability/Subrogation Rights

 The NNEBP is at risk for paying claims that may be eligible for 

reimbursement by a third party.  In order to minimize the amount 

Plan spends on claims that may be subject to third party payments, 

the NNEBP has Subrogation Rights/Right to Reimbursement 

provision within the Plan Document. 

 The provision allows for recovery of payments made by the Plan for 

claims that are a result of an injury or illness caused by a third party. 



Third Party Liability/Subrogation Rights (continued)

What is considered a third party? Here are some examples:

 Auto Insurance – An injury that occurred from a motor 

vehicle accident.

 Medical Malpractice – Misdiagnosed illness or improper 

medical treatment.

 General Liability Insurance – An injury/illness on 

commercial property or an acquaintance/friends house.

 Products – An injury/illness caused by a product.



Third Party Liability/Subrogation Rights

 The identification of potential TPL is based on a series of 

diagnosis codes that indicate motor vehicle accidents (MVAs), 

non-MVA accidents, poisoning, assaults, and product liability, 

etc.

 The claim is marked that the condition is related to an auto 

accident or other accident;

 Medical records indicate such;

 Claims are then reviewed to determine the potential third party 

liability;

 Upon notification of potential TPL, a TPL questionnaire and 

lien/loan agreement are sent to the member



Coordination of Benefits (COB)

 A member indicates on their enrollment form there is other coverage;

 A claim is marked for other coverage by the provider;

 The claim is submitted with the EOB from the primary coverage then 

the claim is processed as secondary;

 The claim is submitted without the EOB from the primary coverage 

then the claim is denied requesting this information;

 A COB questionnaire is sent to the member requesting the primary 

coverage information;

 Once the questionnaire has been returned the member’s file is noted so 

future claims will be processed accordingly



Health Services 

(Pre-Authorization/Case Management)

Jody Harris – HMA

Senior Manager, Claims 



Health Services Functions

 Prior Authorization

 Concurrent Review

 Discharge Planning

 Retrospective Review

 Care Coordination

 Case Management 

 Short Term Disability Review

 Special Case Claim Review



How We Work

 Team of Staff

̶ Prior Auth Techs

̶ Nurses

̶ Physician Advisors

 Information Received via Fax, Internet 

 Clinical Decision Support Criteria

 Approvals and Denials



Goals – Health Services

 To work with the members, providers, facilities, and 

community to coordinate, monitor, and evaluate options and 

services to meet an individual’s health care needs. 

 Empower the membership with the tools and resources to take 

care of themselves

 Create a culture of wellness



Goals – Case Management

 Engagement

 Participation

 Successful Clinical Outcomes



Objectives

 To provide a system for monitoring and evaluating the:

̶ Medical necessity 

̶ Appropriateness

̶ Timeliness

̶ Efficiency and 

̶ Cost effectiveness of the care and services provided to the 

membership.   



Prior Authorization

 Inpatient and Outpatient services

 Determined by Group

 List is in Plan Document

 Member has ultimate responsibility 

 Penalties for No Prior Authorization 

 In-Network versus Out-of-Network 

 Indian Health Services (IHS) and other federally-funded 

healthcare facilities



Concurrent Review

 Inpatient Hospital Stays

 Work with Hospital Case Manager 

 Consult with Physicians 

 Decision Support Criteria

 Discharge Planning begins at Admission



Retrospective Review

 Occurs when Provider or Member fail to prior authorize 

services that require medical review

 Extenuating circumstances may be a factor and are considered   

 Penalty is usually applied



Discharge Planning

 Member / Family Outreach (before, during, after 

hospitalization) 

 Utilize preferred Home Care and Durable Medical Equipment 

(DME) Companies

 Services often not covered by IHS

 Post Discharge follow up calls   

 Opportunity for “teachable moment”



Care Coordination

 Collaborative process to promote quality cost effective 

outcomes 

 Identifying best practices to assist member with decisions 

regarding care 

 Awareness and Availability of resources 

 Communication

 Evaluation of effectiveness of interventions



Case Management

 Proactive member outreach based on “trigger list”  

 Assistance with “best utilization” of benefits

 Motivational coaching 

 Member empowerment 

 Protect Privacy 



Health Claim Processes/Member 

Reimbursement/Explanation of Benefits

Jody Harris – HMA Angelina Lozano - HMA

Senior Manager, Claims Claims Manager



Claim submission process

 Provider submits a HCFA 1500 (physician charges), ADA 
(dental charges) or UB (facility charges) claim form for 
potential reimbursement.

 Member submits a receipt for potential reimbursement on 
services paid directly to the provider. 



Claim received in Tempe office

 The claim is date stamped, scanned and then data entered into 

the claims data base.

 The claim will go through validation edits to check for the 

following:

̶ Is member eligible on the plan?

̶ Is the diagnosis and procedure codes valid?

̶ Does member I.D. and date of birth billed on the claim 

match the enrollment?



Invalid claim information

 If the claim is not submitted with valid information the claim is 

sent to a data correction queue.

 The data correction Supervisor conducts a thorough review of 

the of claim.

 If the data is invalid the claim is rejected and written 

notification is sent to the provider.

 If the data is valid the claim will continue to next step in the 

adjudication process.



Claims process

 Claims that do not require manual intervention will be 

automatically processed by the system (auto adjudicate).

 Claim that require manual intervention will be assigned to a 

claims processor for review. 

̶ I.H.S. involvement

̶ E.R. claims

̶ Inpatient claims



Traditional Healing Claims

 Member obtains a traditional healing claim form from the 

benefits office.

 The form is completed by member and the Native Traditional 

Practitioner must sign and date the form.

 The original copy is submitted to the benefits office.

 The information is validated by the benefits office and the 

claim is sent to HMA for reimbursement.

 All reimbursements are sent directly to the policyholder unless 

the services were received by the spouse or a dependent over 

age 18. 



Funding process

 Claims which have completed adjudication are set in a payment 

batch every Friday.

 A prepayment register is generated.

 Prepayment register is sent to the Navajo Nation for review and 

approval for funding.

 Once the prepayment register has been approved it is released 

to generate the reimbursement checks and explanation of 

benefits (EOB).



Explanation of 

Benefits (EOB)

 For provider 

reimbursements:  a check 

and EOB will be sent to 

the provider and an EOB 

is sent to the member.

 For member 

reimbursements:  a check 

and EOB will go to the 

member. 


