
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

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 a new 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 must include 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’t read 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) 
□	 I’m a new member and didn’t have my prescription ID card. 

□	 My pharmacy couldn’t find my information in the pharmacy system.

□	 I was discharged from an inpatient facility after service hours. 

□	 I had an emergency outside of where I live 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 I submitted 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/ 
or employer. 

Signature Date 

Please keep a copy of this form and receipts for your records. 

© 2022 Optum, Inc. All rights reserved. WF8091886-B   09/22



Nondiscrimination notice

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. 

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
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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.

mailto:CivilRights@dhcs.ca.gov
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
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 5785-270-866-1 اب .تسا دوجوم زین ،گرزب فورح اب پاچ و لیرب طخ یاھھخسن دننام ،تیلولعم یاراد دارفا صوصخم

(TTY 711) دنوشیم ھئارا ناگیار تامدخ نیا .دیریگب سامت. 

 

Русский  слоган  ((RRuussssiiaann))  

 ВНИМАНИЕ! Если вам нужна помощь на вашем родном языке, звоните по номеру  
1-866-270-5785 (линия TTY: 711). Также предоставляются средства и услуги для людей с 
ограниченными возможностями, например документы крупным шрифтом или шрифтом Брайля. 
Звоните по номеру 1-866-270-5785 (линия TTY: 711). Такие услуги предоставляются бесплатно. 

 

MMeennssaajjee  eenn  eessppaaññooll  ((SSppaanniisshh))  
ATENCIÓN: 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. 
 

TTaaggaalloogg  TTaagglliinnee  ((TTaaggaalloogg))  

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. 

 

แท็กไลนภ์าษาไทย ((TThhaaii))    

โปรดทราบ: หากคณุตอ้งการความชว่ยเหลอืเป็นภาษาของคณุ กรณุาโทรศพัทไ์ปทีFหมายเลข 1-866-270-
5785 (TTY: 711) นอกจากนีH ยงัพรอ้มใหค้วามชว่ยเหลอืและบรกิารตา่ง ๆ สําหรับบคุคลทีFมคีวามพกิาร เชน่ 
เอกสารตา่ง ๆ ทีFเป็นอกัษรเบรลลแ์ละเอกสารทีFพมิพด์ว้ยตวัอกัษรขนาดใหญ ่กรณุาโทรศพัทไ์ปทีFหมายเลข 
1-866-270-5785 (TTY: 711) ไมม่คีา่ใชจ้า่ยสําหรับบรกิารเหลา่นีH 

  



 
"# $%&ែខ)រ (CCaammbbooddiiaann))  
ចំ#៖ំ េប(អ*ក,ត.វ0រជំនួយ678របស់អ*ក សូមទូរស័ព@េAេលខ 1-866-270-5785 (TTY 711)។ ជំនួយ 
និងេសGកមHស,Iប់ជនពិ0រ ដូច6ឯក8រ6អកLរផុសស,Iប់ជនពិ0រែភ*ក 
ឬឯក8រ6អកLរពុមRធំក៏UចរកVនផងែដរ។ ទូរស័ព@មកេលខ 1-866-270-5785 (TTY 711)។ 
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