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1.

PRESCRIPTION REIMBURSEMENT REQUEST 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.

Member information

RxGroup (see ID card) Member ID (see ID card)

Last name First name Ml
Mailing street address Apt. #
City State ZIP
Prescription is for O Self O Spouse O Dependent Date of Birth (mm/dd/yyyy)

Custodial parent information

For reimbursement requests from a parent for a child (under the age of 18) when the requesting parent meets both of the following requirements:
1. Parent is not enrolled in the same Group Health plan as the child

2. Parent does not reside in the same household as the subscriber under the child’s Group Health plan

If your child is covered under two or more health plans, state law determines the order of benefits for processing claims.

Legal custodian’s name Legal custodian’s contact phone
Custodian requesting Custodian requesting
reimbursement name reimbursement contact phone

Address payment
is to be mailed to

3.

Physician and pharmacy information

Prescribing physician name Dispensing pharmacy name
Prescribing physician phone Dispensing pharmacy
number with area code phone number with area code

Reason for request Select appropriate options for your request

O I did not use my Prescription Drug ID card O My primary coverage i; with.another ins.urance carrier
O | used a non-participating pharmacy (please explain) I(ICOCzjfdtmil;’O” of benefits claim; see section C on back
or details,

O | filled a compound prescription (your pharmacist must

O | am submitting an Explanation of Benefits (EOB)

from another Health Plan or Medicare

complete section B on the back of this form) Q_' am submitting a copay receipt
O | purchased medication outside of the United States O I was waiting for a drug approval
Country O | was retroactively enrolled with the plan

Currency used O My pharmacy billed the wrong plan
O Other (please explain)

Q Acknowledgement

| certify that the medication(s) for which reimbursement is requested were received for use by the patient above,
and that | (or the patient, if not myself) am eligible for prescription drug benefits. | also certify that the medications
received were not for treatment of an on-the-job injury. | recognize reimbursement will be paid directly to me and

assignment of these benefits to a pharmacy or any other party is void.
| | J

Signature: Date:
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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 5) 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: OptumRx Claims Department, PO Box 650334, Dallas, TX 75265-0334

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:

[ Date prescription filled O National Drug Code (NDC) number O Prescription number (Rx number)
0 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) Date Days
. - . Rx# .
e List VALID 11 digit NDC number (highest to lowest X Filled Supply
cost) in the box at right. Include EACH ingredient -
used in the compound prescription. VALID 11 digit NDC# Quantity* Ingredient

Cost!

e 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.

" Individual ingredient costs plus compounding fees
must be equal to the total ingredient costs.

Compounding Fee

X
Signature of Pharmacist

Total

Section C - Coordination of benefits
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.

Any person who knowingly and with intent to defraud, injure, or deceive any insurance company, submits a claim or application
containing any materially false, deceptive, incomplete or misleading information pertaining to such claim may be committing

a fraudulent insurance act which is a crime and may subject such person to criminal or civil penalties, including fines and/or
imprisonment, or denial of benefits*

*Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any person who knowingly
presents a false or fraudulent claim for payment or a loss is subject to criminal and civil penalties.

*California: For your protection, California law requires the following to appear on this form: Any person who knowingly presents
false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
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The company does not discriminate on the basis of race, color, national origin, sex, age, or disability in
health programs and activities.

Free services are provided to help you communicate with us, such as letters in other languages or large
print. You may also ask to speak with an interpreter. To ask for help, please call the toll-free phone number
listed on your ID card.

ATENCION: Si habla espaiiol (Spanish), La compafia no discrimina por raza, color, nacionalidad, sexo,
edad o discapacidad en actividades y programas de salud.

Se brindan servicios gratuitos para ayudarle a comunicarse con nosotros, como cartas en otros idiomas
o en letra grande. También puede solicitar comunicarse con un intérprete. Para solicitar ayuda, llame al
numero de teléfono gratuito que figura en su tarjeta de identificacion.

iR MRERHPX (Chinese), ARFETHIE. BKRE. B M. FiRSFKREMER
BT RIAE S R SR AA
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Non-Discrimination and Accessibility Notice

QualChoice complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or
sex. QualChoice does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

QualChoice:
e  Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o  Written information in other formats (large print, audio, accessible electronic formats, other formats)
e  Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service at (501) 228-7111. If you believe that QualChoice has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

QualChoice Civil Rights Coordinator
QualChoice

P.O. Box 25610

Little Rock, AR 72221-5610

(501) 228-7111

Fax #: 501-707-6729
QCA_COE@qualchoice.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the QualChoice Civil Rights Coordinator is available to
help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of
Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-868-1019, 800-537-7697
(TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Notice of Discrimination Grievance Procedures

It is the policy of QualChoice not to discriminate on the basis of race, color, national origin, sex, age or disability. QualChoice has adopted an
internal grievance procedure providing for prompt and equitable resolution of complaints alleging any action prohibited by Section 1557 of the
Affordable Care Act (42 U.S.C. 18116) and its implementing regulations at 45 CFR part 92, issued by the U.S. Department of Health and Human
Services. Section 1557 prohibits discrimination on the basis of race, color, national origin, sex, age or disability in certain health programs and
activities. Section 1557 and its implementing regulations may be examined in the office of the QualChoice Civil Rights Coordinator, who has been
designated to coordinate the efforts of QualChoice to comply with Section 1557 (the “Section 1557 Coordinator”):

QualChoice Civil Rights Coordinator
QualChoice

P.O. Box 25610

Little Rock, AR 72221-5610

(501) 228-7111

Fax #: 501-707-6729
QCA_COE@qualchoice.com

Any person who believes someone has been subjected to discrimination on the basis of race, color, national origin, sex, age or disability may file a
grievance under this procedure. It is against the law for QualChoice to retaliate against anyone who opposes discrimination, files a grievance, or
participates in the investigation of a grievance.

Procedure:

e  Grievances must be submitted to the Section 1557 Coordinator within sixty (60) days of the date the person filing the grievance becomes
aware of the alleged discriminatory action.

e Acomplaint must be in writing, containing the name and address of the person filing it. The complaint must state the problem or action
alleged to be discriminatory and the remedy or relief sought.

e  The Section 1557 Coordinator (or her/his designee) shall conduct an investigation of the complaint. This investigation may be informal,
but it will be thorough, affording all interested persons an opportunity to submit evidence relevant to the complaint. The Section 1557
Coordinator will maintain the files and records of QualChoice relating to such grievances. To the extent possible, and in accordance with
applicable law, the Section 1557 Coordinator will take appropriate steps to preserve the confidentiality of files and records relating to
grievances and will share them only with those who have a need to know.

e  The Section 1557 Coordinator will issue a written decision on the grievance, based on a preponderance of the evidence, no later than
thirty (30) days after its filing, including a notice to the complainant of their right to pursue further administrative or legal remedies.

e The person filing the grievance may appeal the decision of the Section 1557 Coordinator by writing to the Vice President Corporate
Responsibility within fifteen (15) days of receiving the Section 1557 Coordinator’s decision. The Vice President Corporate Responsibility

shall issue a written decision in response to the appeal no later than thirty (30) days after its filing.
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https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

The availability and use of this grievance procedure does not prevent a person from pursuing other legal or administrative remedies, including filing
a complaint of discrimination on the basis of race, color, national origin, sex, age or disability in court or with the U.S. Department of Health and
Human Services, Office for Civil Rights. A person can file a complaint of discrimination electronically through the Office for Civil Rights Complaint
Portal, which is available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf , or by mail or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201.

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html. Such complaints must be filed within 180 days of the date of the
alleged discrimination. QualChoice will make appropriate arrangements to ensure that individuals with disabilities and individuals with limited
English proficiency are provided auxiliary aids and services or language assistance services, respectively, if needed to participate in this grievance
process. Such arrangements may include, but are not limited to, providing qualified interpreters, providing taped cassettes of material for
individuals with low vision, or assuring a barrier-free location for the proceedings. The Section 1557 Coordinator will be responsible for such
arrangements.

QualChoice offers help for members with limited English proficiency (LEP). The following statement is printed in the top languages used in
Arkansas, as required by the Federal government:

ATTENTION: Language assistance services, free of charge, are available to you. Call 1-800-235-7111 (TTY: 711).

Spanish
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-800-235-7111 (TTY: 711).

Vietnamese
CHU Y: Né&u ban néi Tiéng Viét, cé cac dich vu ho tro ngdn ngit mién phi danh cho ban. Goi s 1-800-235-7111 (TTY: 711).

Marshallese
LALE: Ne kwoj kdnono Kajin Majél, kwomarofi bok jerbal in jipafi ilo kajin ne am ejjelok wonaan. Kaalok 1-800-235-7111 (TTY: 711).

Chinese
AR OREERERT S W R EESRE S RIIRTS - 55E(E 1-800-235-7111 (TTY: 711).

Lao
{U0g9V: 1999 UIVEDIWIZI 999, NIOINIVFoBCBDBGIMWITI, LoLS e, ccinBwanlvivian. s 1-800-235-7111 (TTV: 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-800-235-7111 (TTY: 711).

Arabic

(711 oSl 5 pall gl ) 1-800-235-7111 o 2 ol Glaally @l i 535 4, galll Baclusall loda Gl alll SH Ciaas S 1Y) Ak sala
German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-235-7111 (TTY: 711).

French
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-235-7111 (ATS: 711).

Hmong
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-235-7111 (TTY: 711).

Korean
FO: SI2HE MEBSIA= 82, A X3 AHIASE 22 01254 &= JUSLICH 1-800-235-7111 (TTY: 711) O 2 MS5H =& A L.

Portuguese
ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 1-800-235-7111 (TTY: 711).

Japanese
FAEEIE: BREZFEINDGGE. BHOSEXEZ CHAVEFET, 1-800-235-7111 (TTY: 711)s £T, BEREICTIERCFZE LN,

Hindi
egTeT & I 3T TR averet & clr 3reh Tolw ol 31 77T WETI AT HaTU STeTsEr ¢ 1-800-235-7111 (TTY: 711) TR hiel |

Gujarati
YUsl: % AR 9l A 8, Al (R:245 BNl sl AU AHIRL M2 GUAGU B, Slot 53\ 1-800-235-7111 (TTY: 711).

1607 CO 027 2 of 2


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html

	RxGroup: 
	Page 1: 

	Member ID: 
	Page 1: 

	Last name: 
	Page 1: 

	First name: 
	Page 1: 

	Middle initial: 
	Page 1: 

	Mailing address: 
	Page 1: 

	Apt: 
	 #: 
	Page 1: 


	City: 
	Page 1: 

	State: 
	Page 1: 

	Zip: 
	Page 1: 

	Prescription is for: 
	Page 1: Off

	DOB: 
	Page 1: 

	Legal custodian’s name: 
	Page 1: 

	Legal custodian’s contact phone: 
	Page 1: 

	Custodian requesting reimbursement name: 
	Page 1: 

	Custodian requesting reimbursement contact phone: 
	Page 1: 

	Address payment is to be mailed to: 
	Page 1: 

	Prescribing Physician Name: 
	Page 1: 

	Dispensing Pharmacy Name: 
	Page 1: 

	Prescribing Physician Phone Number with Area Code: 
	Page 1: 

	Dispensing Pharmacy Phone Number with Area Code: 
	Page 1: 

	I did not use my Prescription Drug ID card: 
	Page 1: Off

	I used a non-participating pharmacy (please explain): 
	Page 1: Off

	non-participating pharmacy expalination: 
	Page 1: 

	I filled a compound prescription (your pharmacist must complete section B on the back of this form): 
	Page 1: Off

	I purchased medication outside of the United States: 
	Page 1: Off

	Country: 
	Page 1: 

	Currency used: 
	Page 1: 

	My primary coverage is with another insurance carrier (coordination of benefits claim; see section C : 
	Page 1: Off

	I am submitting an Explanation of Benefits (EOB) from another Health Plan or Medicare: 
	Page 1: Off

	I am submitting a copay receipt: 
	Page 1: Off

	 I was waiting for a drug approval: 
	Page 1: Off

	I was retroactively enrolled with the plan: 
	Page 1: Off

	My pharmacy billed the wrong plan: 
	Page 1: Off

	Other (please explain): 
	Page 1: Off

	Other (explanation) text input: 
	Page 1: 

	Signature field date: 
	Page 1: 

	Signature1_es_:signer:signature: 
	Date prescription filled: 
	Page 2: Off

	National Drug Code (NDC) number: 
	Page 2: Off

	Prescription number (Rx number): 
	Page 2: Off

	Name and address of pharmacy: 
	Page 2: Off

	Name of drug and strength: 
	Page 2: Off

	Quantity: 
	Page 2: Off

	Prescribing physician name or ID number: 
	Page 2: Off

	Rx#: 
	Page 2: 

	Date filled: 
	Page 2: 

	Days supply: 
	Page 2: 

	row_01 11 digit NDC: 
	Page 2: 

	row_01 quantity: 
	Page 2: 

	Row_01 ingredient costs: 
	Page 2: 

	row_02 11 digit NDC: 
	Page 2: 

	Row_02 ingredient costs: 
	Page 2: 

	row_02 quantity: 
	Page 2: 

	row_03 11 digit NDC: 
	Page 2: 

	row_03 quantity: 
	Page 2: 

	Row_03 ingredient costs: 
	Page 2: 

	row_04 11 digit NDC: 
	Page 2: 

	row_04 quantity: 
	Page 2: 

	row_05 11 digit NDC: 
	Page 2: 

	Row_04 ingredient costs: 
	Page 2: 

	Row_05 ingredient costs: 
	Page 2: 

	row_05 quantity: 
	Page 2: 

	Compounding fee: 
	Page 2: 

	Quatity total: 
	Page 2: 

	Ingredient cost total: 
	Page 2: 



