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“J OPTUMRX

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 don’t have your 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.

Your claim may be changed due to your plan guidelines.

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:

OptumRx
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 name Member ID Date of Birth
Last name First name Middle Initial
Mailing address City, State ZIP code

Prescribing doctor’s name

Prescribing doctor’s phone number

Reason for request (At least one reason must be selected)

O I’'m a new member and didn’t have my prescription ID card.

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

O 1 was discharged from an inpatient facility after service hours.

[ 1 had an emergency outside of where | live and didn’t have my prescription ID card
(Provide proof of Urgent Care or Emergency Room Explanation of Benefits).

[J 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.

Today’s date

Primary member ID #

Primary health plan

Primary member: Last name

First name Middle Initial

By signing this form I’m confirming that:

e The member for whom this claim is made is covered by this prescription drug

program.

e This prescription is only for the named member.

e The claims | submitted for payment aren’t eligible for payment under a no-fault
automobile or workers’ compensation insurance program.

e | 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.
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United
'J Healthcare
Community Plan

Contract services are funded under contract with the State of Indiana. UnitedHealthcare Community
Plan does not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin,
you can send a complaint to:

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130

UHC_Civil_Rights@uhc.com

You must send the complaint within 60 calendar days of when you found out about it. A decision will
be sent to you within 30 calendar days. If you disagree with the decision, you have 15 calendar days
to ask us to look at it again.

If you need help with your complaint, please call Member Services at 1-800-832-4643, TTY 711,
8 a.m. - 8 p.m. EST, Monday - Friday.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

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 1-800-368-1019, 1-800-537-7697 (TDD)

Mail:

U.S. Dept. of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

If you need help with your complaint, please call Member Services at 1-800-832-4643, TTY 711.

Services to help you communicate with us are provided at no
cost to members, such as other languages or large print. Or,

you can ask for an interpreter. To ask for help, please call Member
Services at 1-800-832-4643, TTY 711, 8 a.m. - 8 p.m. EST,
Monday - Friday.
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ATTENTION: If you speak English language assistance services, free of charge, are available
to you. Call 1-800-832-4643, TTY 711.

ATENCION: Si habla espafiol (Spanish), tiene a su disposicion servicios de asistencia
gratuitos en su idioma. Llame al 1-800-832-4643, TTY 711.

AR MREERA (Chinese) » KR ES R EB S HBIIRTS © sBE
1-800-832-4643 > FEFEELR (TTY) 711

HINWEIS: Wenn du Deutsch (German) sprichst, stehen dir kostenlose Sprachdienste zur
Verfligung. Anrufe unter 1-800-832-4643, TTY 711.

Attention: Vann du Pennsylvania Deitsh (Pennsylvania Dutch) shvetsht, dann kansht du hilf
greeya funn ebbah es deitsh shvetzt, un’s kosht dich nix. Call 1-800-832-4643, TTY 711.

200308~ 2082005 [gSwd (Burmese) 003026300050 qICI 9200000070:32003305 3908
20560a8CdoopdI ealedes 1-800-832-4643, TTY 711.

a0 e Jemi) Tilae 2 sall) saeLisall cilaxs @l b i ((Arabic) du_yal) aaati cu 13) raps
JTY 711 ol Gkl <2464-383-800-1

A 1: 5t=20{(Korean)E FAISHA | = A2, EY AHIAE F 22 0|64 £ JUSLICL.
1-800-832-4643(TTY= 711)HO Z E9[5IMA| 2.

LUU Y: Néu quy vi noi tiéng Viét (Vietnamese), ching t6i c6 dich vu hé trg ngdén ngir mién phi
danh cho quy vi. Goi s6 1-800-832-4643, TTY 711.

ATTENTION : si vous parlez francais (French), vous pouvez obtenir une assistance
linguistique gratuite. Appelez le 1-800-832-4643, TTY 711.

AR | HASE (Japanese) # B LICKR D BAIF. SBXET—EXEZERTIHFAV
1T E9, BEEHES 1-800-832-4643, FT/-IETTY 711 FTITEELTEIL,

LET OP: Als u Nederlands (Dutch) spreekt, kunt u gratis gebruikmaken van
taalhulpdiensten. Bel 1-800-832-4643, TTY 711.

ATENSYON: Kung nagsasalita ka ng Tagalog (Tagalog), may magagamit kang mga serbisyo
na pantulong sa wika na walang bayad. Tumawag sa 1-800-832-4643, TTY 711.

BHMMAHWE: Ecnu Bbl roBopute no-pyccku (Russian), Bl MoxeTe 6ecnnaTHO BOCMONb30BaTbCA
nomoLybto nepesogumnka. lMossoHute: 1-800-832-4643, TTY 711.

AeUes: 7t 3HT YA (Punjabi) 88 d 3t 3m AITEsT Rerel 3073 BEt He3 Susay Ia|
1-800-832-4643, TTY 711 3 aS adl.

& < gfe 319 f&eY (Hindi) STed &, a1 31udh Ty F:3]eeh HTST JeTadl ATy 3 &
1-800-832-4643, TTY 711 TR Hid D1l
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