Optum Rx°

Prescription drug program
Medicaid Direct Member Reimbursement Form

Use this form to get refunded if you paid retail cost for your covered prescription drug(s).

You can submit this form for any of these reasons:

+ You're anew member and didn’t have your prescription ID card.

+ Your pharmacy couldn’t find your information in the pharmacy system.

+ You were discharged from an inpatient facility after service hours.

+ Your primary insurance has already paid for the attached prescription (Coordination of Benefits).

+ You had an emergency outside of where you live and didn’t have your prescription ID card (Provide
proof of Urgent Care or Emergency Room Explanation of Benefits).

Read carefully before mailing your completed form.

- You mustinclude the original prescription label receipt(s) and credit card or cash register receipts as
proof of purchase.

+ Submitting this form doesn’t guarantee that you will get paid back.
+ Claims will be subject to limitations, exclusions and other provisions of the Plan Benefit.
+ Any refund or mailings will be sent to the primary plan member.

+ The claim(s) will be returned if the form is not completed and signed by the plan member.

Your receipt(s) must have the following information:
+ Pharmacy name

+ Drug name, strength and quantity

+ Prescribing doctor’s name

+ Prescription number and date filled

+ The amount the member paid for the prescription(s)

+ If we can’tread your receipts, your payment could be delayed, or you may not get paid back.

Mail the completed form and receipt(s) to:

Optum Rx
P.O.Box 650334
Dallas, TX 75265-0334

Questions?

Call the toll-free Member Services number on your member ID card.
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Member information (Please print)

Health plan (insurance) name Member ID Date of birth

Last name, First name, MI

Mailing address

Prescribing doctor’s name Prescribing doctor’s phone number

Reason for request (At least one reason must be selected)

O
O
O
O

O

I'm a new member and didn’t have my prescription ID card.
My pharmacy couldn’t find my information in the pharmacy system.
Iwas discharged from an inpatient facility after service hours.

Ihad an emergency outside of where Ilive and didn’t have my prescription ID card
(Provide proof of Urgent Care or Emergency Room Explanation of Benefits).

My primary insurance has already paid for the attached prescription (See Coordination of Benefits section below).

Coordination of Benefits

Only fill out this section if your primary insurance has already paid for the attached prescription.

Primary health plan/Insurance company

Primary member name (Last name, First name, MI)

Primary member ID Date

By signing this form I’'m confirming that:

+ The member for whom this claim is made is covered by this prescription drug program.

This prescription is only for the named member.

The claims Isubmitted for payment aren’t eligible for payment under a no-fault automobile or workers’ compensation
insurance program.

I authorize the release of all information for this claim to the plan administrator, underwriter, sponsored policy holder and/
oremployer.

Signature Date

Please keep a copy of this form and receipts for your records.
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United
'J Healthcare
Community Plan

Discrimination is against the law. UnitedHealthcare Community Plan follows State and Federal civil
rights laws. UnitedHealthcare Community Plan does not unlawfully discriminate, exclude people,
or treat them differently because of sex, race, color, religion, ancestry, national origin, ethnic group
identification, age, mental disability, physical disability, medical condition, genetic information,
marital status, gender, gender identity, or sexual orientation.

Nondiscrimination notice

UnitedHealthcare Community Plan provides:
* Free aids and services to people with disabilities to help them communicate better, such as:
- Qualified sign language interpreters

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

* Free language services to people whose primary language is not English, such as:
- Qualified interpreters

- Information written in other languages

If you need these services, contact UnitedHealthcare Community Plan between 7 a.m. -7 p.m. PST,
Monday-Friday, except State holidays by calling 1-866-270-5785. If you cannot hear or speak well,
please call TTY 711. Upon request, this document can be made available to you in braille, large print,
audio cassette, or electronic form. To obtain a copy in one of these alternative formats, please call or
write to:

UnitedHealthcare Community Plan of California
4365 Executive Drive, Suite 500
San Diego, CA 92121

1-866-270-5785, TTY 711

How to file a grievance

If you believe that UnitedHealthcare Community Plan has failed to provide these services or
unlawfully discriminated in another way on the basis of sex, race, color, religion, ancestry, national
origin, ethnic group identification, age, mental disability, physical disability, medical condition,
genetic information, marital status, gender, gender identity, or sexual orientation, you can file a
grievance with UnitedHealthcare Community Plan’s Civil Rights Coordinator. You can file a grievance
by phone, in writing, in person, or electronically:

* By phone: Contact UnitedHealthcare Community Plan’s Civil Rights Coordinator between
7 a.m.-7 p.m. PST, Monday-Friday, except State holidays by calling 1-866-270-5785. If you
cannot hear or speak well, please call 711.

* Electronically: Email: UHC_Civil_Rights@uhc.com

CSCA21MC5039438_001


mailto:UHC_Civil_Rights@uhc.com

Send with all notices:
* In writing: Fill out a complaint form or write a letter and send it to:

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UT 84130

* In person: Visit your doctor’s office or UnitedHealthcare Community Plan of California at the
address below and say you want to file a grievance.

UnitedHealthcare Community Plan of California
4365 Executive Drive, Suite 500
San Diego, CA 92121

Office of Civil Rights — California Department of Health Care Services

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing, or electronically:

* By phone: Call 916-440-7370.
If you cannot speak or hear well, please call 711 (Telecommunications Relay Service).

* Electronically: Send an email to CivilRights@dhcs.ca.gov.
* In writing: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx.

Office of Civil Rights — U.S. Department of Health and Human Services

If you believe you have been discriminated against on the basis of race, color, national origin, age,
disability or sex, you can also file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights by phone, in writing, or electronically:

* By phone: Call 1-800-368-1019.
If you cannot speak or hear well, please call TTY/TDD 1-800-537-7697.

* Electronically: Visit the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

* In writing: Fill out a complaint form or send a letter to:

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

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at: http://www.hhs.gov/ocr/office/file/index.html.
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English

ATTENTION: If you need help in your language call 1-866-270-5785 (TTY: 711). Aids and services
for people with disabilities, like documents in braille and large print, are also available.
Call 1-866-270-5785 (TTY: 711). These services are free of charge.

(Arabic::) 4w sl jladd)

1-866-270-5785 = Juaild cclizly saclicall ) cuaial 13) 2olais¥) oo )

Sl Tl 5 ol 5 38 jlay 4 S Claital) Jia dBle Y 550 alaiBl claaddl s lacludl Uayl Jigs (711 :TTY)
1-866-270-5785 = Ju<il

Aplase clexall oda (711 TTY)

Zutnku ywhwnwly (Armenian)

NhcU NP E3NPL: Bph 2kq ogunipinit E hwuplwynp 2kp 1Eqyny, quuquhwpkp
1-866-270-5785 (TTY 711): Uwl wil odwlinuil) Uhongikp ni Swnwynipintubp
hwpuwbnudnipint niikgnn widwig hudwp, ophliwl Apugih gpuanhyyny ni junpnpunwn
nyugpus iymphp: Quiquhwpkp 1-866-270-5785 (TTY 711): Uy swnuyni pjnibiikpl
wdwp G

B SCFRIE (Chinese)

TR NREEELEIE S REEE) > 15208 1-866-270-5785 (TTY: 711) - AL
FRHLEI R N LAVRE BRI SS - BIATS SCRIR TR SO - 1% 1-866-270-5785
(TTY: 711) o XEEfR SE R R IR

ATt 2ar@els (Punjabi)
fomrs fe: 7 397 »iuet g fide Hee & 83 J 3T 8% I3 1-866-270-5785 (TTY 711)

WUTIH &4t el AT o3 Aee, AR fa g% »i3 it guret fde enzen <&t Qusey g1 I8 93
1-866-270-5785 (TTY 711). fog A==t He3 Tl

£t &r=T=A (Hindi)

ST & VT ATTRT STIAT ATHT H TTAAT hl SATFAFRAT g AT 1-866-270-5785 (TTY: 711) IT FHieT H1|
SLTTHAT ATl AR 6 (7T AETAAT 37 AT, S 9 e 92 e § 7 aearast 3uersa gl
1-866-270-5785 (TTY: 711) 9T &id &< T HaATU {7:9[ 2|




Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-866-270-5785 (TTY 711). Muaj
cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob ghab, xws li puav leej muaj ua cov
ntawv su thiab luam tawm ua tus ntawv loj. Hu rau 1-866-270-5785 (TTY 711). Cov kev pab cuam no
yog pab dawb xwb.

HAFEREC (Japanese)

EE  BAEBETOXGHABELRIZ S 1-866-270-5785 (TTY 7T1N)ABEBELL S LY, AFNE
HFOXFOMLMRETEE., BAVWZEZEELOADE-HDOY—EXRELHAELTVWET,
1-866-270-5785 (TTY 7T1NANBEBHEL S\, CNODH—EXRITEHTRERELTHET,

ot 0 Ef 2 2}Q! (Korean)

FolAte: Hotol 02 EFS Bl A O AT 1-866-270-5785 (TTY 711)H2 2 FO|SHHA|L.
"*XM 2 ZX2 & EM 20| Hoi7t U 25 fS =84 ME[AE 0| ZtSTELICH
1-866-270-5785 (TTY 711)H 2 2 R[St A2, 0|2{8t MH| AL 222 X2 E L|C},

CCNIND®OWITID90 (Laotian)

uenao: T] mun ‘)DC’) 8377?1)6)0?))2 OE)CU) 8?1)&)‘)21?28‘)[” w?m EU)U)?CU 1-866-
270-5785 (TTY: 711). ® 9D E)O‘)J.)Q o8Cy) _ SCCQ NIV D NIVIID Ué) Db) N

(q  VENTFILY W VT NITVLYL VAL 0w vl o ey

LA} Qs

1-866-270-5785 (TTY: 711). NWL 2 mwem_ " v o gyges 18 2 2009

Mien Tagline (Mien)

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan benx meih
nyei waac nor douc waac daaih lorx taux 1-866-270-5785 (TTY 711). Liouh lorx jauv-louc tengx
aengx caux nzie gong bun taux ninh mbuo wuaaic fangx mienh, beiv taux longc benx nzangc-pokc
bun hluo mbiutc aengx caux aamz mborgv benx domh sou se mbenc nzoih bun longc. Douc waac
daaih lorx 1-866-270-5785 (TTY 711). Naaiv deix nzie weih gong-bou jauv-louc se benx wang-henh
tengx mv zuqc cuotv nyaanh oc.

WNTNM&aNL24 (Cambodian)
GaM: 1I0HARIFMISSWMMaIUNIHS Y S1adn1siiug 1-866-270-5785 (TTY 711)1 NSt

smmﬁﬁamuzﬂuﬁsmmz wmmhr—ﬁmm’nﬁﬁgmmmu:ﬂumsmmnﬁr—ﬁ
ghﬁ*mm’nﬁﬁ;mamﬁm@mmsm?.‘mwﬂ SIINYMIUE 1-866-270-5785 (TTY 711)¢

hmgsimsSsanigisjuws




(Farsi) (g b b 4 qullaa

Cledd 5 LSS 2,80 il 1-866-270-5785 (TTY 711) L cawiS <ily 50 S 254 (L 40 il 53 e R s
1-866-270-5785 L .l 3gn e 33«8 cagm bicla s doydad sladd atile «ul glaa (5) )1y 3l il [a sads
e A1) OB lead ol a8 Gl (TTY 711)

Pycckuit choraHd (Russian)

BHUMAHMWE! Echm Bam HyXHa NOMOLLb Ha Ballem POAHOM fi3blKe, 3BOHUTE NO HOMEpPY
1-866-270-5785 (nuHua TTY: 711). Takke npeAoCTaBNAOTCA CPeACTBA U YCAYTM ANA NOAEN C
OrpaHUYEeHHbIMM BO3MOMXKHOCTAMMU, HaNpUMepP AOKYMEHTbI KPYMHbIM WpndTom mnm wpudtom bpaiinsa.
3BoHuTe no Homepy 1-866-270-5785 (nnHua TTY: 711). Takme ycnyrm npegoctasnstotca 6ecnnatHo.

Mensaje en espaiol (Spanish)
ATENCION: si necesita ayuda en su idioma, llame al 1-866-270-5785 (TTY 711). También

ofrecemos asistencia y servicios para personas con discapacidades, como documentos en braille
y con letras grandes. Llame al 1-866-270-5785 (TTY 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagalog)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa 1-866-270-5785 (TTY: 711).
Mayroon ding mga tulong at serbisyo para sa mga taong may kapansanan,tulad ng mga
dokumento sa braille at malaking print. Tumawag sa 1-866-270-5785 (TTY: 711). Libre ang mga
serbisyong ito.

wiinlavnru1'lng (Thai)

Tdsansu: wnaasasmsanuhamdaiiumsnzasan nsanTnsdwiiludivaneay 1-866-270-
5785 (TTY: 711) uanaiail dynsaulvianuramdanazruinisey 9 S1niuuaaaninunnig tau

lanassine 9 Mlludnesusasuasianssinuwmafsnrsaualva nsanInsdwiiluivanaa
1-866-270-5785 (TTY: 711) ‘hufiaTafanad nsuuinisinanil

Mpumitka ykpaiHcbkoto (Ukrainian)

YBATA! AKkw,o Bam noTpibHa gonomora Balloo piAHO MoBoOlto, TenedoHylTe Ha Homep 1-866-270-5785
(TTY: 711). NMiogn 3 0oBMEKEHMMU MONKAMBOCTAMM TAKOXK MOXKYTb CKOPUCTATMUCA AOMNOMIKHUMM
3acobamu Ta MoCAyramu, Hanpuknag, OTPMMATU AOKYMEHTU, HaApyKoBaHi wpudtom Bpaina Ta
Be KM wpudTtom. TenedoHyiTe Ha Homep 1-866-270-5785 (TTY: 711). Ui nocnyrn 6e3KOLWTOBHI.

Khau hiéu tiéng Viét (Viethamese)

CHU Y: Né&u quy vi can trg giup bang ngén ngit cta minh, vui 16ng goi s6

1-866-270-5785 (TTY: 711). Chung t6i cling hé trg va cung cap céac dich vu danh cho ngudi khuyét
tat, nhu tai lieu bang chit ndi Braille va chit khé 16n (chit hoa). Vui 1dng goi s8 1-866-270-5785
(TTY: 711). Cac dich vu nay déu mién phi.
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