








Prescription Drug Claim Form for Member Reimbursement 

Section 4: Reason for request 

D Pharmacy will not accept my Humana 

Healthy Horizons® in Virginia plan 

D I did not have my plan information at the 

time of purchase 

D I was charged for medications received 

during an ER visit 

D I believe the claim was paid incorrectly 

D I received a medication while on a cruise 

(Cruise itinerary must be included with 
request) 

Please further explain the issue: 

D I received a Part D covered vaccine in my 

I 
doctor's office

D I filled my medication during a natural 

disaster or state of emergency 

D Other: 

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 Humana.com/member/documents-and-forms for your convenience.

Member signature: 

Return the completed form and receipt(s): 
Mail: Humana Pharmacy Solutions

P.O. Box 14359 

Lexington, KY 40512-4140 

l_fax: 866-754-5362

Date: 


