Healthy Connections >.

Prescription Drug Claim Form for Member Reimbursement

| Section 1: Member Information
Section 1 Instructions:

1. Complete this section fully and submit this request within the filing period which is 365
days from the date the prescription is filled. For questions about the filing period,
please call the number on the back of your member ID card;

2. If submitting a request where medications were obtained from multiple pharmacies or
physicians or a request is for multiple members, please submit a separate form for each
pharmacy or physician and member.

Member ID Number (required):

Member Name (Last, First, MI): Date of Birth (mm/dd/yyyy):
Street Address: Phone Number:
City: State: Zip Code:
Gender: Person Completing Form:

OMember O spouse O Child O Other:

Patient Residence:
O Home O Nursing Home (OAssisted Living (Olmmediate Care OHospice

Is the member eligible for primary prescription drug coverage

from another insurance provider? O N O Y
If yes:  Was the claim submitted to the other insurance provider? O N O \%

Did the other insurance provider pay as the primary insurer? O NOY
Name of other insurance provider: Member ID:

Section 2: Pharmacy and Provider Information |

Section 2 Instructions:

1. Provide the requested information about the pharmacy where medications were
received AND the doctor that prescribed them;

2. Your pharmacy and doctor will be able to assist you if you are missing any of this

information.
Pharmacy Information
Pharmacy Name: Pharmacy NCPDP or NPI:
Street Address: Phone Number:
City: State: Zip Code:

Pharmacy Service Type: () Retail OCompounding OHome Infusion Olnstitutional
OLong—term Care OManage Care Organization OMaiI Order O Specialty
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Prescription Drug Claim Form for Member Reimbursement

Physician Information

Physician Name: Physician NCPDP or NPI: |Physician Tax ID:
Street Address: Phone Number:
City: State: Zip Code:

Section 3: Prescription Drug Information

Section 3 Instructions:

1. Fill out the space below completely for EACH requested medication. If any information is
missing, we will be unable to process your request. Your pharmacy can provide any
information you are missing;

2. Include pharmacy receipt(s) AND proof of payment. Tape receipts to a separate page and
submit with claim form. If medication was given in the emergency room or doctor’s
office include detailed statement.

Note: Services incurred outside the United States are not payable under Medicaid plans.

Is this a compound medication? O No O Yes
If yes, please attach compound form from pharmacy if available
Was this prescription filled outside the US? () No (7)Yes
Is this a vaccine? If yes:
O No O Yes Vaccine Cost: $ Admin Fee: S
National Drug Code (NDC) Drug Name: Total Cost:
$
Fill Date (mm/dd/yyyy): Rx Number: Qty: Day Supply:
Dosage Form Strength: Dispense as Written Code (if applicable):
Is this a compound medication? ONO OYes
If yes, please attach compound form from pharmacy if available
Was this prescription filled outside the US? O No OYes
Is this a vaccine? If yes:
ONo Oves Vaccine Cost: $ Admin Fee: $
National Drug Code (NDC) Drug Name: Total Cost:
S
Fill Date (mm/dd/yyyy): Rx Number: Qty: Day Supply:
Dosage Form Strength: Dispense as Written Code (if applicable):
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Prescription Drug Claim Form for Member Reimbursement

Is this a compound medication? ONo Oves
If yes, please attach compound form from pharmacy if available
Was this prescription filled outside the US? O No OYes
Is this a vaccine? If yes:
ONo Oves Vaccine Cost: $ Admin Fee: $
National Drug Code (NDC) Drug Name: Total Cost:
S
Fill Date (mm/dd/yyyy): Rx Number: Qty: Day Supply:
Dosage Form Strength: Dispense as Written Code (if applicable):
Is this a compound medication? ONo OYes
If yes, please attach compound form from pharmacy if available
Was this prescription filled outside the US? O No OYes
Is this a vaccine? If yes:
ONo OYes Vaccine Cost: $ Admin Fee: S
National Drug Code (NDC) Drug Name: Total Cost:
S
Fill Date (mm/dd/yyyy): Rx Number: Qty: Day Supply:
Dosage Form Strength: Dispense as Written Code (if applicable):

If additional space is needed, you may access a blank drug information form from our website
at: https://www.humana.com/pharmacy/prescription-coverages/medicare-claim-forms

| Section 4: Reason for Request

H Pharmacy will not accept my Humana Plan [ received a Part D covered vaccine in my

1 did not have my plan information at the doctor’s office
time of purchase 1 filled my medication during a natural
1 was charged for medications disaster or state of emergency
received during an ER visit [] other:

L1 believe the claim was paid incorrectly
|:|I received a medication while on a cruise

(Cruise itinerary must be included with
request)
Please further explain the issue:
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IMPORTANT CLAIM NOTICE
Caution: Any person who, knowingly and with intent to defraud any insurance company or
other person: (1) files an application for insurance or statement of claim containing any
materially false information; or (2) conceals for the purpose of misleading, information
concerning any material fact thereto, commits a fraudulent act.

Section 5: Sign and Return

NOTE: If this form is signed by anyone other than the member, additional documentation is
required authorizing that representative. This may include an Appointment of Representative
(AOR) form or statement, a Power of Attorney (POA), or other legal documentation. An AOR
form is available at https://www.humana.com/member/documents-and-forms for your
convenience.

Member Signature: Date:

Return the completed form and receipt(s):
Mail: Humana Pharmacy Solutions
P.O. Box 14140
Lexington, KY 40512-4140

Fax: 1-866-754-5362
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Call If You Need Us

If you have questions or need help reading or understanding this letter, call us at
1-866-432-0001 (TTY: 711). We are available Monday — Friday, from 8 a.m. to 8 p.m. Eastern
time. We can help you at no cost to you. We can explain the letter in English or in your first
language. We can also help you if you need help seeing or hearing.

Please refer to your Member Handbook regarding your rights.

Important!

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race,
color, national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry,
ethnicity, marital status, religion, or language. Discrimination is against the law. Humana and
its subsidiaries comply with applicable Federal Civil Rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there are ways to get help.

* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need helpfiling a grievance, call 1-866-432-0001 or if you use a TTY, call 711.

* You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically
through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and
Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington,
DC 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.

Auxiliary aids and services, free of charge, are available to you.
1-866-432-0001 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters,
video remote interpretation, and written information in other formats to people with

disabilities when such auxiliary aids and services are necessary to ensure an equal opportunity
to participate.

Humana Healthy Horizons in South Carolina is a Medicaid Product of Humana Benefit
Plan of South Carolina, Inc.

Page 1 of 2



Language assistance services, free of charge, are available to you.
1-866-432-0001 (TTY: 711)

English: Call the number above to receive free language assistance services.

Espaiol (Spanish): Llame al nimero que se indica arriba para recibir servicios gratuitos
de asistencia linguistica.

FHESH X (Chinese): e LURIT LM B EERIELLE SR EMNE S HURTE.

Tiéng Viét (Vietnamese): Goi s6 dién thoai ¢ trén d& nhan cac dich vu ho tro ngon ngir
mién phi.
et 0] (Korean): =& Q10 X[ MH|AF Zo{H @ Ho = TastiA| 2.

Frangais (French): Appelez le numéro ci-dessus pour recevoir des services gratuits
d’assistance linguistique.

Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas para makatanggap ng mga
libreng serbisyo sa tulong sa wika.

Pycckuii (Russian): Mo3BoHMTE MO BbllLieyKa3aHHOMY HOMEpPY, YTO6 bl MONYYNTb
6ecnnaTHyo A3bIKOBYO NOALEPKKY.

Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose
sprachliche Hilfsdienstleistungen zu erhalten.

1%l (Gujarati): H5cl HINL USIU AdA] Aodd] HIZ GU HIUE] {62 U
sl 5.
Alaal) 4y salll saclisd) clead e J seaall oDl Cailell a8 50 Juaiille 5 (Arabic) W s

Portugués (Portuguese): Ligue para o nimero acima para receber servicos gratuitos
de assisténcia no idioma.

BHAEE (Japanese): BN ERBXZEY—ERXEZIT5I2X. LEDESETTHEE
E R it AV

YkpaiHcbka (Ukrainian): 3atenecoHynTe 3a BKa3aHMM BULLE HOMEPOM ANA
OTPMMAHHA 6E€3KOLWTOBHOT MOBHOT NiATPMMKM.

f&dl (Hindi): HTST T8TTAT YaTd Jud H Ui & & ol SUR & R R HId Be |

124 (Cambodian): wrigmiugsiig il 1I8gjs guon SN/ guUMiUM AN wE s
HEO[EN /A 4
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