Optum Rx:

Medicare Part D Claim Form

Use this form to request reimbursement for covered medications purchased at retail cost. Complete one form per member.
Please print clearly. Additional information and instructions on back, please read carefully.

1. Member information

Member ID (see ID card)

Health plan name

Group/Employer name

Health plan state

Last name First name MI
Mailing street address Apt. #
City State |ZIP Date of Birth (mm/dd/yyyy)

2. Physician and pharmacy information

Prescribing physician name

Pharmacy name

Prescribing physician
phone number with area code

Pharmacy phone number
with area code

3. Reason for request Select appropriate options for your request

Filled not using a prescription ID card OYES ONO
Covered under another health plan OYES ONO
« If yes, is this other plan Primary OYES ONO
- If primary, include the explanation of benefits (EOB),
primary health plan name:
+ See section C on back of form - Coordination of benefits

My pharmacy billed the wrong plan OYES ONO
A compound prescription OYES ONO
(Pharmacist must fill out Section B on back of form)

Retroactively enrolled with the plan OYES ONO

Filled while waiting for drug approval OYES ONO

Filled at a non-network pharmacy:

« Iliness while traveling outside of service area OYES ONO
+ Network pharmacy/mail order pharmacy within

reasonable driving distance could not fillin a

timely manner OYES ONO
+While a patient at a health care facility (emergency
dept,, provider clinic, outpatient surgery) OYES ONO

+ Due to federal or state emergency/natural disaster O YES ONO

4. Acknowledgement

Icertify that the patient for whom this claim is made is covered in this prescription drug program and that the prescription

is for the sole use of the named patient. I also certify that the claim(s) being submitted for payment are not eligible for
payment under a no-fault automobile or worker’s compensation insurance program.I also authorize release of all information
pertaining to this claim(s) to the plan administrator, underwriter, sponsored policy holder, and/or employer.

X

Member or authorized representative signature

Date

NOTE: If form is completed and signed by an Authorized Representative rather than the member, an Authorization of
Representation (AOR) must accompany the request or Power of Attorney (POA) must be on file with the plan.
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Instructions for submitting form

1.Include the original pharmacy receipt for each medication (not the register receipt). Pharmacy receipts must contain the
information in Section A (below). If you do not have pharmacy receipts, ask your pharmacy to provide them to you.

2. Read the Acknowledgement (section 4) on the front of this form carefully. Then sign and date.
Print page 2 of this form on the back of page 1.

3.Send completed form with pharmacy receipt(s) to: Optum Rx Claims Department, PO Box 650287, Dallas, TX 75265-0287.
4.Do not submit a reimbursement request if:

+ Your prescription claim has already been paid by the plan.

+Your Part D plan copays or costs applied to your deductible.

*You have been told the claim processed in the coverage gap.

Note: Cash and credit card receipts are not proof of purchase. Incomplete forms may be returned and delay reimbursement.
Reimbursement is not guaranteed. Claims are subject to your plan’s limits, exclusions and provisions.

Section A - Pharmacy receipts for reimbursement

Use the following checklist to ensure your receipts have all information required for your reimbursement request:

O Date prescription filled O National Drug Code (NDC) nhumber O Prescription number (Rx number)
O Name and address of pharmacy O Name of drug and strength O Quantity

O Prescribing physician name or ID number

Section B - Pharmacy information (for compound prescriptions ONLY)

(Pharmacist must complete and sign)

« List VALID 11 digit NDC number (highest to lowest Date Days

cost) in the box atright. Include EACH ingredient Rt Filled Supply

used in the compound prescription.

VALID 11 digit NDC# Quantity* Ingredient Cost’

« For each NDC number, indicate the metric quantity
expressed in the number of tablets, grams, milliliters,
creams, ointments, injectables, etc.

- Indicate the TOTAL amount paid by the patient.

+ Receipt(s) must be provided with this claim form.

*Individual quantities must equal the total quantity.

t Individual ingredient costs plus compounding fees

Compounding Fee
must be equal to the total ingredient costs. P g

Total

X
Signature of Pharmacist

Section C - Coordination of benefits

Sometimes you can have both Medicare and anotherinsurance plan. They work together to pay claims for the same person.
That process is called coordination of benefits. Insurance companies coordinate benefits to:
-Avoid duplicate payments by making sure the two plans don’t pay more than the total amount of the claim.

You must submit claims within one year of date of purchase or as required by your plan.

When submitting an Explanation of Benefits (EOB) from another health plan or Medicare: If you have not already done

so, submit the claim to the primary plan or Medicare. Once you receive the EOB, complete this form, submit the pharmacy
receipts, and attach the EOB. The EOB must clearly indicate the cost of the prescription and amount paid by the primary plan
or Medicare.

When submitting a copay receipt: If your primary plan requires you to pay a copayment or coinsurance to the pharmacy, then
no EOB is needed. Just complete this form and submit the pharmacy receipts showing the amount you paid at the pharmacy.
These receipts will serve as the EOB.

All Optum® trademarks are owned by Optum, Inc.in the U.S. and other jurisdictions.
All other brand or product names are trademarks or registered marks of their respective owners.
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Notice Informing Individuals about
Nondiscrimination and Accessibility Requirements

Members Health Insurance Company complies with applicable federal civil rights laws and does not
discriminate, exclude or treat people differently on the basis of race, color, national origin, religion,
disability, age, sex, gender identity, sexual orientation, health status, marital status, arrest or
conviction record, or military participation in the administration of the plan, including enrollment

and benefit determinations.

Members Health Insurance Company:

* Provides free aids and services to people with
disabilities to communicate effectively with us,
such as:

* Qualified sign language interpreters

*  Written information in other formats (large
print, audio, accessible electronic formats,
other formats)

* Provides free language services to people whose
primary language is not English, such as:

* Qualified interpreters
* Information written in other languages

If you need any of these services, contact Member
Services at 1-855-540-4744 (T'TY 711). Our hours
of operation are Oct. 1 - March 31, 8 a.m.— 8 p.m.
7 days/week local time, and April 1 - Sept. 30,

8 a.m.— 8 p.m., Monday - Friday local time.

If you believe Members Health Insurance
Company has failed to provide these services or has
discriminated in another way based on race, color,
national origin, age, disability, or sex, health status,
marital status, arrest or conviction record, or
military participation, you can file a complaint or
grievance with us. You can mail your grievance to:

Members Health Insurance Company

ATTN: Grievances
P.O.Box 240
Columbia, TN 38402

If you need assistance filing a complaint or
grievance, please call Member Services at the phone
number listed above.

You can also file a Civil Rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically or through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby/jst, or by

mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Wiashington, D.C. 20201

1-800-368-1019
1-800-537-7697 (TDD)

Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.
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Form Approved
OMB# 0938-1421

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-833-999-
0103. Someone who speaks English/Language can help you. This is a free
service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-833-999-0103. Alguien que
hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: HA 152 k6 2 fH IR 55, & BV me 2 R T I R sl 2 Wy PR B O AT B il
WERAR 5 2Bk 55, 1 E0H 1-833-999-0103, AT RS LAE A RMEUREE IR, K&
IR RS

Chinese Cantonese: & ¥ BM e e s SEY 1 Fa v sEAF B BEh, 2 b BAMER 0L 50 B R ik
%o MRS, EcH 1-833-999-0103, Ff"afhr cmy A B s A @4t i), 8 &
— IR BN,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
833-999-0103. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
meédicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-833-999-0103. Un interlocuteur parlant Frangais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cdc cau hdi vé
chuadng sic khoée va chudng trinh thuéc men. Néu qui vi can théng dich vién xin
goi 1-833-999-0103 sé& c6 nhan vién noi tiéng Viét giup d& qui vi. Bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie

unter 1-833-999-0103. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Form CMS-10802 H4863 FBTNLG24000MLI C
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Korean: QA= o5 By T oFF By 3t did @8 =elux 5 59 Au~8
Asstal syt T AH=E 01 st A3} 1-833-999-0103 W o2 9|3
FAANL. ol oh= 9B AE 2o = AYYH o] ME|AeE FRE EdE YT

Russian: Ecnn y Bac BO3HMKHYT BOMPOCbl OTHOCUTENbHO CTPAxXx0OBOro Umn
MeAMKAMEHTHOrO MJiaHa, Bbl MOXeTe BOCMO/Ib30BaTbCs HaWMMM becnnaTHbIMU
ycnyramm nepeBoaunkoB. YTobbl BOCNOSb30BaTLCA YCNyraMm nepesoaymka,
MO3BOHUTE HaM No TenedoHy 1-833-999-0103. BaM okaxeT NoMOLb COTPYAHUK,
KOTOpbI FOBOPUT MO-pycckun. [laHHasa ycnyra 6ecnnatHas.

Ll 40 Jsan o) daally glasi Al ol e Aladd duladl 5 all aa jidd) cilead 23 W) Arabic
Gaaty b il 2 8] -833-999-0103. e W Juai¥l 5w dlile Gad 58 an yia o J paall
Jailas dead sl clineluay Ay el

Hindi: SAR WA 1 a1 1 ASHT & TR H 3A10eh fbft Ht g%t o Sfare < o forg 89R Urg Jod
U TaTd ST 3. U GHTTAT U1 R o folE, S §H 1-833-999-0103 TR BIH &1, Dl
HAfad ol fg<! Sierdl & 3TUD! Hag B Udhdl 5. I8 Udh G0 9aT 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-833-999-0103. Un nostro incaricato che parla Italianovi
fornira 'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a
qualquer questdo que tenha acerca do nosso plano de saude ou de medicacdo.
Para obter um intérprete, contacte-nos através do numero 1-833-999-0103. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sévis entepret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-833-999-0103. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-833-999-0103. Ta ustuga jest bezptatna.

Japanese: il DR fHELRER & BN LI T 7 SIS 5 JHEICBEZ T A2
Iz, R ij)ﬁ‘ t\x%% DFEFTTIWET, BARESHmICK 5 ;o .
1-833-999-0103 IC B Wi { 728 vv, HAGEZGET AN & vz w72 L 9., 23 fERtoy
— Y 2TY,
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