. %, KAISER PERMANENTE. L
OPTU M RX Kaiser Permanente Insurance Company

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

Q

RxGroup (see ID card) Member ID (see ID card)

Last Name First Name Ml

Mailing Street Address Apt. #

City State ZIP

S _ . Gender

Prescription is for: O Self O Spouse O Dependent O Domestic Partner O Other OM OF
Date of Birth f"T"’ulf__T"]/f"T"T"T"’u
(mmiddlyyyy)w L0t _L_ b1 1]

Physician and Pharmacy Information

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 | filled a compound prescription (your pharmacist must complete section B on the back of this form)
O Urgent/Emergency visit
O Prescribed by Dentist
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

| 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.
1 1 J

Signature:

Date: I
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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)

e List VALID 11 digit NDC number (highest to lowest
cost) in the box at right. Include EACH ingredient

used in the compound prescription. :
pOHn 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.

* Receipt(s) must be provided with this claim form.

Date Days

Rt Filled Supply

" 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.

et |
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NONDISCRIMINATION NOTICE

Kaiser Permanente Insurance Company (KPIC) complies with applicable federal civil
rights law and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. KPIC does not exclude people or treat them differently because of
race, color, national origin, age, disability or sex. We also:

e Provide no cost aids and services to people with disabilities to communicate
effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats, such as large print, audio, and
accessible electronic formats

e Provide no cost language services to people whose primary language is not
English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, call: 1-866-213-3062 (TTY: 711)

If you believe that KPIC 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 by mail or phone at: KPIC Civil Rights Coordinator, 3701 Boardman-Canfield
Rd, Canfield OH 44406, telephone number 1-866-213-3062.

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

HELP IN YOUR LANGUAGE

ATTENTION: If you speak English, language assistance services, free of charge,
are available to you. Call 1-866-213-3062 (TTY: 711).

&7CT (Amharic) “10308: 291574 £7% ATICE WPt OTFCH° hC/T £CEFF N1R ALIHPF
THOEAPA: OL T TAD- :TC 2L+ 1-866-213-3062 (TTY: 711).

Olaally el ) 655 4 gall) ac lusall Chland ()8l jall Caaai i€ 13 148 sata (Arabic) 4m )
(711 :TTY) 1-866-213-3062 A& » Jail

Zuytpku (Armenian): NRTUCNRESNRUL. Lpt fununid Ep huybpkl, wyw dkq

wlyfwp Jupnn kb npudwunnyty (kquljut wewlgnipjut swnwynipiniuttp:
Quitiquhuwpkp 1-866-213-3062 (TTY 711):
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‘Basdd Wudu (Bassa) Dé de nia ke dyédé gbo: O ju ké m Basdd-wudu-po-ny?d ju
ni, nii, a wudu ka ko do po-pod bé€in m gbo kpaa. Ba 1-866-213-3062 (TTY: 711)

IR (Bengali) 7% Fga0: I =T IR, FAT F0 AES, ORE W36 SR NRTO!
AREIT TTed AR @ FFA 1-866-213-3062 (TTY: 711))

13X (Chinese) JE& : WIREEMEHRE T > A LGB ESESTRIIRT - 52L&
1-866-213-3062 (TTY : 711) -

Led sl 8l ey ) gt 2 0 KA 8 ) 40 R 14a 65 (Farsi)
80 S (711 :TTY) 1-866-213-3062 L . 230 o« aal

Francais (French) ATTENTION: Si vous parlez francais, des services d'aide
linguistique vous sont proposés gratuitement. Appelez le 1-866-213-3062 (TTY: 711).

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-866-213-3062 (TTY: 711).

a1l (Gujarati) Yusll: %8l dAR dfAcll ollcAdll &, Al (A:2es enl AslaL Al
AHRL 1R GUAoY 8. Slot 5 1-866-213-3062 (TTY: 711).

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis
ed pou lang ki disponib gratis pou ou. Rele 1-866-213-3062 (TTY: 711).

e (Hindi) €amet &: afe 3mu &) arerd & oY 31meh fore Hord 3 19T Feradr dard
3Ty &1 1-866-213-3062 (TTY: 711) WX Pt Y|

Hmoob (Hmong): CEEB TOOM: Yog tias koj hais lus Hmoob, muaj cov kev pab
txhais lus, uas pab dawb rau koj. Hu rau 1-866-213-3062 (TTY: 711).

Igbo (Igbho) NRUBAMA: O buru na i na asu Igbo, oru enyemaka asusu, n’efu, diiri gi.
Kpoo 1-866-213-3062 (TTY: 711).

Italiano (Italian) ATTENZIONE: In caso la lingua parlata sia l'italiano, sono
disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-866-213-3062 (TTY: 711).

HAFE (Japanese) EEEH . HARGEZESNAGE. BEIOSREEEZ ZHIHW
7-720F £9, 1-866-213-3062 (TTY:711) £ T. BEERICTCIEKE I E W,

121 (Khmer) [utiss: 150 SgmSunw Manisl) hsSwigsAman 1w s
AW SENGESONUUTTHSY 51 1005 1-866-213-3062 (TTY: 711)

gh=o] (Korean) F9: gt=1 o] & ALE-3FA| = A5, o] A AH| 28 FEE
o] &3l 4= A5 Ut 1-866-213-3062 (TTY: 711) H O 2 H3}el FHA L.

290 (Laotian) uoagau: 11959 Wncdawrzm 270, NIO3NIvgoscEecILWII, Loed
3389, ccivSsvlvivion. tns 1-866-213-3062 (TTY: 711).
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Naabeehd (Navajo) Dii baa ako ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
akd’'anida’awo’'déé’, t'aa jiik'eh, éi na hold, koji’ hadiilnih 1-866-213-3062 (TTY: 711).

AuTell (Nepali) €A1 el durser Aurell =G 9T dUTSeR! TR HTeT Hergan
AT el :Qeh TUHAT 3Ueled & | 1-866-213-3062 (TTY: 711) i Iefeid |

Afaan Oromoo (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila
gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 1-866-213-3062 (TTY: 711).

Portugués (Portuguese) ATENCAO: Se fala portugués, encontram-se disponiveis
servigos linguisticos, gratis. Ligue para 1-866-213-3062 (TTY: 711).

YAt (Punjabi) fimrs fe€: A 3#T Urrslh gse I, 3 3 9 AgfesT A 3973 38
He3 GusET J1 1-866-213-3062 (TTY: 711) '3 S &3]

Roména (Romanian) ATENTIE: Daca vorbiti limba roména, va stau la dispozitie
servicii de asistenta lingvistica, gratuit. Sunati la 1-866-213-3062 (TTY: 711).

Pycckun (Russian) BHUMAHMWE: ecnu Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BaM
AOCTynHbl 6ecnnaTtHele ycnyru nepesoga. 3BoHuTe 1-866-213-3062 (TTY: 711).

Espafiol (Spanish) ATENCION: si habla espafiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al 1-866-213-3062 (TTY: 711).

Tagalog (Tagalog) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-866-213-3062 (TTY: 711).

Ine (Thai) BBau: draauwan lng aaduisalausnashamdanamelaws Tns
1-866-213-3062 (TTY: 711).

YkpaiHcbka (Ukrainian) YBATA! AkwLo BM po3MOBASAETE YKPAiHCHLKOK MOBOO, BU
MOXEeTe 3BEPHYTMCS A0 6e3KOLTOBHOI Cry6u MOBHOI NiATpuMKK. TenedoHynTe 3a
Homepom 1-866-213-3062 (TTY: 711).

Gl (e e ciledd S 33 S ) S o 5 en g sl )zl (Urdu) o
(711 :TTY) 1-866-213-3062 2 S JS - o

Tiéng Viét (Vietnamese) CHU Y: Néu ban néi Tiéng Viét, ¢ cac dich vu hd tro
ngdn nglr mién phi danh cho ban. Goi s6 1-866-213-3062 (TTY: 711).

Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun
yin 0. E pe ero ibanisoro yi 1-866-213-3062 (TTY: 711).
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