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H u m G n G COMMERCIAL PRESCRIPTION DRUG
CLAIM FORM FOR MEMBER REIMBURSEMENT
Part 1: Member Information CLAIM FORM INSTRUCTIONS

1. Complete all informationunder Part 1. Your Humana ID Numberis on your memberID card.

2. Submitclaim receipts within the filing period specified by your Humana plan. You will have 12 months from
the date the prescription is filled to submit your claim. For questions about your filing period, please call
the numberon the back of your memberID card.

3. Please submita separate form for each family memberand pharmacy from which you purchase medications.

Part 2: Receipt Information

1. Include all original pharmacy receipt(s) AND proof of payment. Tape receipts to a separate page and submit
with claim form. If medication was givenin Emergency Room or Doctors office include detailed statement.

2. Receipt(s) must contain the information outlined under Part 2. If your receipt(s) are missingany of this
information, please ask your pharmacy to provide a printout with the information requiredin Part 2.

3. Rememberto keep a copy of the completed claim form and receipt(s) foryour records.

Part 3: Pharmacy Information
1. Provide information about the pharmacy where medications were received.

Once all sections have beenfilledin, please signand date. Your signature proves that all informationis
truthfully represented by the completed form and accompanying receipts.

Mail the completed form and Receipt(s)to:  Humana Pharmacy Solutions or Faxto: 866-754-5362
P.O. Box 14140
Lexington, KY 40512-4140

PART 1: MEMBER INFORMATION

Humana ID Number (claim cannot be processed without this)  Date of Birth (mm/dd/yyyy) Pagent Residence:
LT ]-00 ] - -] L] Home
Member Last Name Member First Name MLI. |:| Nur.smgH'o.me
(LTI I T I I T T I T T T TTT] [] |0 Asistediiving
Street Address [ ] Group Ho.me
HEEEEEEREEEENEREEEEEEEEEEEEEEN [] Intermediate Care
[ ] Hospice
City State Zip Code Member Phone Number
HNEEEEEEEEEEEEEREEnEEEEN NN EEEuEEEn
Gender

|:| Male |:| Female

PART 2: RECEIPT INFORMATION

Ensure your receiptindudes the following information:

D Date Filled D Medication Strength D RX Price (amountyou paid including tax)

D Medication Name |:| Dosage Form D PhysicianName

I:I RX Number I:[ Quantity I:I PhysicianID (NPl or DEAH)

D National Drug Code (NDQ) D Day(s) Supply D If drugis acompound, listthe NDGs for all ingredients and quantity of each

Dispenseas Written (DAW): Thiscode is a message fromyour doctor to the pharmacist about using generics. If itapplies to your prescription, it can
be found onyour pharmacy label or your pharmacy canprovideit.
D 0— Not Applicable |:| 1—Doctor requires that brand product be dispensed D 2—Patient requiresthat brand product be dispensed

D 5—Brand submittedas generic D 7—Brand mandated by statelaw
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H umana CLAIM FORM FOR MEMBER REIMBURSEMENT

PART 3: PHARMACY INFORMATION

Pharmacy Name Pharmacy NCPDP ID Pharmacy NPI

CLILT P e CE PP PP Jor PP ITITTT
Street Address

ANSEEESESENEEEENENEENENEEEEEEE

City State Zip Code Pharmacy Phone Number
(LTI ey Ly et e - g
Pharmacy Service Type

I:I Retal [I Compounding I:I Home Infusion ]:I Institutional [I Long Term Care D Managed Care Organization

|:| Mail Order D Specialty

DESCRIPTION OF ISSUE

D Pharmacy will not accept my Humana plan D | believe the claim was paid incarrectly

D Pharmacy was unable toprocessmy claim electronically D | was administered a Part D covered vaccineinmy doctor's office

D | did not have my plan information atthe time of purchase D I filled my medication during an emergency

D | was charged for medications received during an Emergency D | have drug coverage with a plan other than Humana (Coordinationof

Roomvisit Benefits): Name of Insurance Co:

Insurance Co Phone:

Employer Name:

MemberD:

Please explain the issue:

IMPORTANT CLAIM NOTICE
Caution: Any personwho, knowinglyand with intentto defraudany insurance company or other person: (1) files anapplicationforinsurance or
statement of dlaim containing any materially false information; or (2) concealsfor the purpose of misleading, information concerning any material
fact thereto, commits afraudulent act.

PLEASE SIGN FORM:

Member Signature X Date [/

Humana ID Number
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State Specific Fraud Warning Statements

Humana: Any person, who, with the intent to defraud or knowing that he/she is facilitating a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement maybe subject to
prosecution and punishment for insurance fraud. We may notify all state and federal law enforcement agencies of
any suspected fraud, as determined by Us. We reserve the right to recover any payments made by Us that were
made to You and/or any party on Your behalf, based on fraudulent or misrepresented information. Alabama
Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to
restitution fines or confinement in prison, or any combination thereof. Alaska, Delaware, Idaho, Maine, Minnesota,
New Hampshire, New Mexico, Ohio, Oklahoma, Tennessee, Texas, Virginia, Washington, West Virginia Residents:
WARNING: Any person who knowingly, and with intent to injure, defraud or deceive and insurer, makes any claim for
the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.
Arkansas, Louisiana, Rhode Island Residents: Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a
crime and may be subject to fines and confinement in prison. Arizona Residents: 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 of a loss is subject to criminal and civil penalties. California Residents: For your protection
California law requires the following to appear on this form. Any person who knowingly presents a 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. Colorado Residents: It is unlawful to knowingly provide false, incomplete or misleading facts or information to
an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance and civil damages, Any insurance company or agent of an insurance
company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant
for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or
award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the
Department of Regulatory Agencies. District of Columbia Residents: WARNING: It is a crime to provide false or
misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties
include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially
related to a claim was provided by the applicant. Florida Residents: Any person who knowingly and with intent to
injure, defraud or deceive any insurer files a statement of claim or an application containing any false, incomplete
or misleading information is guilty of a felony of the third degree. Indiana Residents: A person who knowingly and
with intent to defraud an insurer files a statement of claim containing any false, incomplete or misleading
information commits a felony. Kentucky, Pennsylvania Residents: Any person who knowingly and with intent to defraud
any insurance company or other person files an application for insurance or a statement of claim containing any
materially false information or conceals for the purpose of misleading, information concerning any fact material
thereto commits a fraudulent insurance act, which is a crime and subjects such person tocriminal and civil penalties.
Maryland Residents: Any person who knowingly or willingly presents a false or fraudulent claim for
payment of a loss of benefit or who knowingly or willfully presents false information in an application
for insurance is guilty of a crime and may be subject tofines and confinementin prison. New Jersey
Residents: Any person who knowingly files a statement of claim containing any false or misleading information is
subject to criminal and civil penalties. New York Residents: Any person who knowingly and with intent to defraud
any insurance company or other person files an application for insurance or statement of claim containing any
materially false information, or conceals for the purpose of misleading, information concerning any fact material
thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to
exceed $5,000 and the stated value of the claim for each such violation. Puerto Rico Residents: Any person who,
knowingly and with the intend to defraud, presents false information in an insurance request form, or who presents a
fraudulent claim for the payment of a loss, will incur a felony, and upon a conviction will be penalized for each violation
with a fine no less thanfive thousand (5,000) dollars nor more than ten thousand (10,000) dollars, or imprisonment for a
fixed term of three (3) years, or both penalties. Ifaggravated circumstances prevail, the fixed establishment
imprisonment may be increased to a maximum of five (5) years; if attenuating circumstances prevail, it may be reduced
to a minimum of two (2) years. The non-compliance of the dispositions of this Article will include the imposition of an
administrative fine no less than one thousand (1,000) dollars nor more than five thousand (5,000) dollars. If this notice is
not included in the indicated formularies it will not constitute a defense for the insured or third claimant to comply with
the dispositions of this Chapter.
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Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on
the basis of race, color, national origin, age, disability, or sex. Humana Inc. and its subsidiaries do not exclude
people or treat them differently because of race, color, national origin, age, disability, orsex.

Humana Inc. and its subsidiaries provide:

e Freeauxiliaryaids and services, such as qualified sign language interpreters, video remote
interpretation, and writteninformationin other formats to people with disabilities when such auxiliary
aids and services are necessary to ensure an equal opportunity to participate.

e Freelanguage servicesto people whose primary language is not English when those servicesare
necessary to provide meaningful access, such as translated documents or oral interpretation.

If you needthese services, call the number on your ID card or if you use a TTY, call 711.
If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminatedin
another way on the basis of race, color, national origin, age, disability, orsex, you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512 - 4618

If you need helpfilinga grievance, call the number on your ID card 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 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, D.C. 20201

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

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



Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
available to you. Call the number on your ID card (TTY: 711).

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia
linglistica. Llame al nUmero que figura en su tarjeta de identificacién (TTY: 711).

¥ (Chinese): i TE : MELFERERTO CALUGEESESEIRE SRECE £ EHEERE (TTY : 711) -
Tiéng Viét (Vietnamese): CHU Y: N&u ban néi Tiéng Viét, ¢é cac dich vu hd tro ngdn ngit mién phi danh
cho ban. Goi sd dién thoai ghi trén thé ID cla quy vi (TTY: 711).

$330] (Korean): 2| : $1=20{E A= 22, U0l X MH|AE REE 0|83 4 JUBLICH. ID FI=0 &3 QU=
M2 Mol FAAR (TTY: 711).

Tagalog (Tagalog — Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga

serbisyo ng tulong sa wika nang walang bayad. Tawagan ang numero na nasa iyong ID card (TTY: 711).

Pycckuii (Russian): BHUMAHMWE: Ecauv Bbl TOBOPUTE Ha PYCCKOM S3bIKe, TO Bam A0CTYNHbl 6ecniaTHble
ycayru nepesoja. Habepute Homep, ykasaHHbIN Ha Balllei KapTouKe-yaocToBepeHum (Tenetaiin: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis eéd pou lang ki disponib
gratis pou ou. Rele nimewo ki sou kat idantite manm ou (TTY: 711).

Francais (French): ATTENTION : Sivous parlez francais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le numéro figurant sur votre carte de membre (ATS : 711).

Polski (Polish): UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej.
Prosze zadzwonic¢ pod numer podany na karcie identyfikacyjnej (TTY: 711).

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos,
gratis. Ligue para o nUmero presente em seu cartdo de identificacdo (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero che appare sulla tessera identificativa (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfliigung. Wahlen Sie die Nummer, die sich auf Ihrer Versicherungskarte
befindet (TTY: 711).

B#EE (Japanese): FEEIH | HAREEZFEINDES. BHOEEIREZCAMAWVLREITEY, BFEFBDID
H—RIZBRINTVIBEESETTER 2TV (TTY 1 711),

s« (Farsi):
Sl oo @alyd e gly o Baly Sygay 3b) OMugud S o 9585 sl ol 4y S1iangs
ATTY: 711) 0S5 olas U slsbias &3S coy o8l ostas b
Diné Bizaad (Navajo): Dii baa ak6 ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee 4k&’anida’awo’dé¢’,
t’a4 jiik’eh, éi n4 hélg, nAmboo ninaaltsoos yézhi, bee néé ho’d6lzin bikad’igii bee hélne’ (TTY: 711).

4o 32)1 (Arabic):
Wilgll @8y Lail . ylaally el 819 dygalll Bacluall Slass 18 dalll (S Sisoes oS 13] @b goelo
(711 :aSlg pall wila @8y) ey dolsdl dygg)l d8lay e 392 gall



