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OPTUMRX Health | HealthSelect:
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.

0 Member Information

RxGroup Member ID (see ID card)

U0744260

Last Name First Name Ml
Mailing Street Address Apt. #
City State ZIP Prescription is for Gender

O Self O Spouse O Dependent OM OF

Q Physician and Pharmacy Information

Date of Birth .’“T“’./f“T“‘./f"T"T"T"’u
| I | 11 | | | |

(mm/dd/yyyy) !.__J.__.l ' T S|

Prescribing Physician Name Dispensing Pharmacy Name

Prescribing Physician Phone Number with Area Code Dispensing Pharmacy Phone Number with Area Code

Reason For Request

Select appropriate options for your request:
O | did not use my Prescription Drug ID card
O | used a non-participating pharmacy (please explain)
O I filled a compound prescription (your pharmacist must complete section B on the back of this form)
O | purchased medication outside of the United States
Country Currency used
O My primary coverage is with another insurance carrier (coordination of benefits claim, see section C on back for details)
O | am submitting an Explanation of Benefits (EOB) from another Health Plan or Medicare
O | am submitting a copay receipt
O | was waiting for a drug approval
O | was retroactively enrolled with the plan
O My pharmacy billed the wrong plan
O Other (please explain)

Q Acknowledgement

L

| 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.

Signature: Date:

bl
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Instructions for Submitting Form _I

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: OptumRx Claims Department, P.O. Box 29044, Hot Springs, AR 71903

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) number 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) Date e
e List VALID 11 digit NDC number (highest to lowest Rt Filled Supply
cost) in the box at right. Include EACH ingredient
used in the compound prescription. :
POUNT Prescrip _ | VALID 11 digit NDC# Quantity* | Ingredient
e For each NDC number, indicate the metric quantity Cost

expressed in the number of tablets, grams, milliliters,
creams, ointments, injectables, etc.

¢ Indicate the TOTAL amount paid by the patient.

e 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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Notice of Nondiscrimination

Optum companies (together, “Optum”) provide services to health plans and other health programs or activities.
Optum on behalf of itself and its affiliated companies complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex. Optum does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Optum provides free aids and services to people with disabilities to communicate effectively with us, such as:
¢ 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:
Qualified interpreters
e Information written in other languages

If you need these services, please call toll-free (866) 336-9371,TTY 711, Monday through Friday, 8 a.m. to 7 p.m.
CT and Saturday, 8 a.m. to 3 p.m. CT.

If you believe that the Company 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 in writing by mail or email. A
grievance must be sent within 60 calendar days of the date that you become aware of the discriminatory action
and contain the name and address of the person filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the decision, you may file an
appeal within 15 calendar days of receiving the decision.

Optum Civil Rights Coordinator

11000 Optum Circle

Eden Prairie, MN 55344

Phone: 888-445-8745, TTY 711

Fax: 855-351-5495

Email: Optum_Civil Rights@Optum.com

If you need help filing a grievance, please call toll-free (866) 336-9371,TTY 711, Monday through Friday, 8 a.m. to
7 p.m. CT and Saturday, 7 a.m. to 3 p.m. CT.

You can also file a complaint directly with the U.S. Dept. of Health and Human services online, by phone or mail:
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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

Phone: Toll-free 1-800-868-1019, 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

English Text:

You have the right to get help and information in your language at no cost. To request an interpreter, please call
toll-free (866) 336-9371, TTY 711, Monday through Friday, 8 a.m. to 7 p.m. CT and Saturday, 8 a.m. to 3 p.m.CT.
This letter is also available in other formats like large print. To request the document in another format, please call
toll-free (866) 336-9371, TTY 711, Monday through Friday, 8 a.m. to 7 p.m. CT and Saturday, 8 a.m. to 3 p.m.CT.

-Continued on back-
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Spanish

Tiene derecho a recibir ayuda e informacion 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

Vietnamese

Quy vi co quyen dwoc gitip d& va cap thong tin bang ngén ngl cdia quy vi mién phi. Bé yéu
cau dwoc thong dich vién gilp d&, vui long goi so dién thoai mién phi danh cho héi vién
dwoc néu trén thé ID chuo’ng trinh bao hiém y té clia quy vij, bam s6 0. TTY 711

Chinese

THEENREUSHNSESIEHBNAS - B —UMES - FEHITREEEE T LR
RN EEETERE E}&O - BAESERERIFEM 711

Korean

Flote E= E2E Fote A0 Z HIE 280l 2= = Ues et AsUICH
LG fIoHAE Fote S IDIHEN JIMeE 8 2/& H3tHSZ M56t 0¥ S
FEYANL.TTY 711

Arabic

Sl Gl 8 5 Jomi) sy 58 an i allal AdISS (5 Jamd 52 iy il sbaall 5 saelaal) e Jgumnll 2 (3
711 (TTY) (oaidll gl 0 e Jaiaal 5 cimaall clilady ialal) 4 suinal) (el 2l 7 el slime YU Laldl

Urdu

G U5 e S 8l o n i o - G S 58 ool Slasbin 5l 2 ke e 0l ) S o
TTY 711 -0 0 c 2z 00 e S8 63 S o2 il S Gl s 0o S JS s (58 s

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

French

Vous avez le droit d'obtenir gratuitement de I'aide et des renseignements dans votre
langue. Pour demander a parler a un interpréte, 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.

Hindi

3179 o T 31T $7TST 3 HIRACT Ue SHeTehR foT:[eeh UTed &t &1 i8R §1 giiT & fow

IHANY A & AT, 39 B TolleT ID 1S TN g el-5hT #sR W BleT Y, 0 & TTY
711

10

Persian

o lad L (AL an yia Cad 53 53 (51 L amlad il 52 GBI sk aa 1) 258 ) 4 e Dl 5SS 48 35 Ga Led
TTY 711 a5 JL3 15 0 5ot Juala Gubad 363 gy 4alin Slulid ) o ead a8 &1 o8l

11

German

Sie haben das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um
einen Dolmetscher anzufordern, rufen Sie die geblhrenfreie Nummer auf Ihrer
Krankenversicherungskarte an und drticken Sie die 0.

TTY 711

12

Guijarati

A [Qotl YA HEE A AHZL el HEA Roalasll H@s1R . geu@a 1 (Qoidl
scll, AR dee wellat 1D 518 URell JALMi A A5l AoR Flot ool BUR Sl 3, 0
gollall. TTY 711

13

Russian

Bbl mMeeTe npaBo Ha GecnnaTtHoe nonyyYyeHme NOMOLLM M MHOPMAaLIMK Ha BalLeM SA3bIKe.
Y106kl NOAaTh 3anNpoc NepeBodyMKa No3BOHMTE MO GecnnaTHoMy HoMepy TenedoHa,
yKasaHHOMY Ha obpaTHOW CTOpOHE Ballen MaeHTUMUKALMOHHON KapTbl 1 HaxmMuTe 0.
JInina TTY 711

14

Japanese

CHEOEFETHYR—bERHEY. BREAFLEYTHOEATEFTT . HEEIH,
YERA, BRECFLEZDHZEE. ERTS00ID A— FICEHEIN TS AUN—FHD
JU—FAVXILETHEFEDN L, 0ZWL TS EE W, TIYERESE 711TY,

15

Laotian

awDSohaxdsunIvgosciinccarannEI05WNCILWITIZEINIVVDE ]398
(@92899199WIFI, INWBMIMLIBCITINIFFTLFISVL
gr0I3nMO2 VIS llogrwIdnaeguan, Hocon 0. TTY 711
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