MEMBER REIMBURSEMENT DRUG CLAIM FORM

Complete this form, attach prescription labels and mail to:

““ OPTUMRX OptumRx
PO Box 29022
Hot Springs, AR 71903

Cardholder Information

Cardholder’s ID Number: Group / Employer Name and Number:
Cardholder’'s Name: (Last, First, Middle) Cardholder’s Birthdate: (MM/DD/YYYY)
Cardholder’s Address: (Street, City, State, Zip) Cardholder’s Telephone Number:

( )

Prescription(s) were for:
Patient Name: (First, Middle, Last) Gender: Employee  Spouse Dependent Patient Birthdate (MM/DD/YYYY)
O Male [Female O O O

Reason for Request

O Coordination of benefits with primary pharmacy O Eligibility issue at the pharmacy
or medical plan.

|:| Compound claim

|:| Out of area / urgent / emergency request

Pharmacy Information

Pharmacy Name: Pharmacy NABP Number:

|:| Other, please describe:

Pharmacy Address: (Street, City, State, Zip)

Pharmacy Telephone Number: Pharmacist Signature: Date:

( )

Please include the prescription labels with this form (receipts are not acceptable) or a pharmacy printout signed by the pharmacist. You can
ask your pharmaclst for assistance in completing the information below. Completing this entire form will result in timely processing of your
claim. For questions concerning this claim please call the toll free number listed on your pharmacy ID card.

@Date Filled: Rx Number: Rx: (Check One) Quantity: Day’s Supply: National Drug Code: (11 digits)
CONew [ORefill | ] | ] | | | | |
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:
@ Date Filled: Rx Number: Rx: (Check One) Quantity: Day’s Supply: National Drug Code: (11 digits)
CONew [ORefill [ | | | | | | | |
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:
©Date Filled: Rx Number: Rx: (Check One) Quantity: Day’s Supply: National Drug Code: (11 digits)
ONew _CIRefil I L [ 1|
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:

I certify that all information provided on this form is correct and that the prescription(s) submitted are for me or for members of my family
who are eligible. | certify that the prescription(s) submitted are for the sole use of the named patient. | understand that fraudulent acts
(Including false clalms) may be subject to civil or criminal penaltles. | also authorize release of ellglble Information pertalning to this
claim(s) to the plan administrator, underwriter, plan sponsor, policyholder and/or employer.

Signature: Date:
DMRSTDCOMM_v02.091217

All Optum™ trademarks and logos are owned by Optum, Inc. All other brand or product names are trademarks or registered marks of their respective owners.
© 2017 Optum, Inc. All rights reserved.



Members

NOTICE ABOUT NONDISCRIMINATION AND
ACCESSIBILITY REQUIREMENTS

Members Health Insurance Company complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national origin, age, disability, or
sex in its health programs or activities.

We provide assistance free of charge to people with disabilities or whose primary language is
not English. To request a document in another format such as large print or to get language
assistance such as a qualified interpreter, please call the number located on the back of your
prescription ID card, TTY 711. Representatives are available 24 hours a day, seven days a
week.

If you believe that we have failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can send a complaint
to:

Civil Rights Coordinator

P.O. Box 1801

Columbia, TN 38402-1801

Phone: 1-844-223-3451, TTY 711
Fax: 1-931-388-8326

Email: civilrights@fbhealthplans.com

If you need help filing a complaint, please call the number located on the back of your prescription
ID card, TTY 711. Representatives are available 24 hours a day, seven days a week. You can also
file a complaint directly with the U.S. Dept. of Health and Human Services online, by phone, or by
mail:

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services, 200 Independence Avenue,
SW, Room 509F, HHH Building Washington, D.C. 20201

This information is available in other formats like large print. To
ask for another format, please call the telephone number listed
on your health plan ID card.




Multi-language Interpreter Services

ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Please call the telephone number listed on your health plan ID card.
Representatives are available 24 hours a day seven days a week.

This letter is also available in other formats like large print. To request the document in another
format, please call the toll-free member phone number listed on your health plan ID card, TTY
711.

(Spanish)

Tiene derecho a recibir ayuda e informacidn en su idioma sin costo. Para solicitar un intérprete, llame al
numero de teléfono gratuito para miembros que se encuentra en su tarjeta de identificacion del plan de salud
y presione 0. TTY 711.

(Arabic)
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(Chinese) 7
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(Vietnamese)

Quy vi ¢6 quyén duoc glup d& va cap thong tin bang ngdn ngu clia quy vi mién ph1 Pé yéu cau
dugce thong dich vién gitp d&, vui long goi s6 dién thoai micn phi danh cho hoi vién dugc néu trén
thé ID chuong trinh bao hiém y té ctia quy vi, bAm s6 0. TTY 711
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(French)
Vous avez le droit d'obtenir gratuitement de I'aide et des renseignements dans votre langue. Pour
demander a parler a un interprete, appelez le numéro de téléphone sans frais figurant sur votre carte
d’affilié du régime de soins de santé et appuyez sur la touche 0. ATS 711.

(Laotian)
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(German)

Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um einen
Dolmetscher anzufordern, rufen Sie die gebiihrenfreie Nummer auf Threr
Krankenversicherungskarte an und driicken Sie die 0. TTY 711

(Gujarati)
AR (Qotl YA HEE WA dAHIZ] entiialss MRl AAE 1l w(As12 B. gotlanal Hi2

[Qaticll sRL, ARl ERca wetat ID 518 URell YAlHuat: AU 2let-gl HoR Slot sliek GUR
SIA 530, 0 EUEA. TTY 711

(Japanese)

CHEDEZBTYR—FEZIY, BREAFLEYTEHIENTEET, HEEH
MY FEFA, BRRECHFEDHEIE. BEETSDID A— FIZEREBEINATLSE AN
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(Tagalog)

May karapatan kang makatanggap ng tulong at impormasyon sa iyong wika nang walang bayad.
Upang humiling ng tagasalin, tawagan ang toll-free na numero ng telepono na nakalagay sa
iyong ID card ng planong pangkalusugan, pindutin ang 0. TTY 711

(Hindi)
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forg > A & g, 30A R g D BT R Yflag af

S| TTY 711

(Russian)

Brl nmeete npaBo Ha GecriiaTHOE MOJydeHHE OMOIIY U HH(POpMAaILlMU Ha BalleM si3blke. YToObI
[I0JIaTh 3allpOC IEePEeBOIYMKA TO3BOHUTE 110 OECIIATHOMY HOMEPY Tese(hoHa, yKa3aHHOMY Ha
o0paTHO CTOpoHe Ballel uaeHTUPUKAIMOHHOHN KapThl 1 Haxmute 0. Jlunus TTY 711

(Turkish)

Kendi dilinizde ticretsiz olarak yardim ve bilgi alma hakkiniz bulunmaktadir. Bir terctiman istemek
icin saglik plan1 kimlik kartinizin {izerinde yer alan {icretsiz telefon numarasini arayiniz, sonra 0’a
basiiz. TTY (yazili iletisim) i¢in 711

(Portuguese)

Vocé tem o direito de obter ajuda e informagdo em seu idioma e sem custos. Para solicitar um
intérprete, ligue para o nimero de telefone gratuito que consta no cartdo de ID do seu plano de
saude, pressione 0. TTY 711

(Ambharic)
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