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Limited Income NET Program PRESCRIPTION DRUG CLAIM FORM

FOR MEMBER REIMBURSEMENT
Part 1: Member Information CLAIM FORM INSTRUCTIONS

1. Complete all information under Part 1. Missing or incomplete information may result in delay or denial of
your request.
2. You will have 36 months from the date the prescription is filled to submit your claim. Note: Services incurred

outside the United States are not payable under Medicare Part D Plan.
3. For help and information please contact our customer care team at 1-800-783-1307. If you use a TTY dial 711.

Someone will be available to take your call Monday - Friday 8 a.m. - 11 p.m. EST.

administered by Humana®

Part 2: Receipt Information
1. Include all pharmacy receipt(s) AND proof of payment. Tape receipts to a separate page and submit with

claim form. If medication was given in Emergency Room or Doctor’s office include detailed statement.
2. Receipt(s) must contain the information outlined under Part 2. If your receipt(s) are missing any of this

information, please ask your pharmacy to provide a printout with the information required in Part 2.
3. Remember to keep a copy of the completed claim form and receipt(s) for your records.

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

Once all sections have been filled in, please sign and date. Your signature proves that all information is

truthfully represented by the completed form and accompanying receipts. If you are a representative of
Member and are authorized to submit on their behalf please provide proof of Appointment of Representation.

Mail the completed form and Receipt(s) to:  Medicare's Limited Income NET Program or Fax to: 877-210-5592
P.O. Box 14310
Lexington, KY 40512-4310

PART 1: MEMBER INFORMATION

Humana ID Number Medicare ID Number

T : (TITTITTTTT] —
Member Last Name Member First Name ML DPzi'c:)err]:ceRegdence:
[TTTTTTTTTTIT IO I TIT I TTTITTTTT O] 3 NursivgHome
Street Address Date of Birth (mmy/dd/yyyy) [ ] Assisted Living
LI PP Lhf-L0f-LL T T |7 croupHome
Cin Smte  ZipCode [ ] Intermediate Care
HNEEEEENEENEEEEREEREEEEN [] Hospice
Member Phone Number Gender Person Completing This Form

(| | | |)| | | |—| | | | | |:|Male|:|FemaIe |:|Member|:|5pouse |:|Child |:|Other

PART 2: RECEIPT INFORMATION

Ensure your receipt indudes the following information:

|:| Date Filled |:| Medication Strength |:| RX Price (amount you paid including tax)

I:l Medication Name I:l Dosage Form I:l Physician Name

[ ] RxNumber [ ] auantity [ ] Physician ID (NP1 or DEAH)

I:l National Drug Code (NDC) I:l Day(s) Supply I:l If drug is a compound, list the NDCs for all ingredients and quantity of each

Dispense as Written (DAW): This code is a message from your doctor to the pharmacist about using generics. If it applies to your prescription, it can

be found on your pharmacy label or your pharmacy can provide it.
I:l 0—Not Applicable |:| 1—Doctor requires that brand product be dispensed |:| 2—Patient requires that brand product be dispensed

I:l 5—Brand submitted as generic |:| 7—Brand mandated by state law
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PART 3: PHARMACY INFORMATION

Pharmacy Name Pharmacy NCPDP ID Pharmacy NP

LA PP PP PP PPy L o LI TTITTTT]
Street Address

HEEEEEEEEEEEEEEENEEEEEEEEEEEEN

Gty State  ZipCode Pharmacy Phone Number

(TITIT I I e et et -t il
Pharmacy Service Type

I:l Retail |:| Compounding |:| Home Infusion |:| Institutional |:| Long Term Care |:| Managed Care Organization

I:l Mail Order |:| Specialty

DESCRIPTION OF ISSUE

|:| Pharmacy will not accept my LINET plan |:| | believe the daim was paid incorrectly
|:| Pharmacy was unable to process my daim electronically |:| | was administered a Part D covered vaccine in my doctor's office
|:| | did not have my plan information at the time of purchase |:| I filled my medication during an emergency

|:| | was charged for medications received during an Emergency |:| I have drug coverage with a plan other than LI NET (Coordination of
Room visit Benefits):  Name of Insurance Co:

Insurance Co Phone:

Employer Name:

Member ID:

Please explain the issue:

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 daim containing any materially false information; or (2) conceals for the purpose of misleading, information conceming any material
fact thereto, commits a fraudulent act.

PLEASE SIGN FORM:

Member Signature X Date /]

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/medicare-support/tools/member-forms for
your convenience.

Medicare ID Number
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Discrimination is Against the Law

Medicare’s Limited Income NET Program complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Medicare’s Limited Income
NET Program does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Medicare’s Limited Income NET Program provides:

e 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.

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

If you need these services, call 1-800-783-1307 or if you use a TTY, call 711.

If you believe that Medicare’s Limited Income NET Program 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 with:

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

If you need help filing a grievance, call 1-800-783-1307 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)

Complaint forms 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 1-800-783-1307 (TTY: 711).

Espaiiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia lingtistica. Llame al 1-800-783-1307 (TTY: 711).

EREPX (Chinese): 15 MMREEAERT R BERSESEIDRE - ARE

1-800-783-1307 (TTY: 711)-

Tiéng Viét (Vietnamese): CHU Y: Néu ban ndi Tiéng Viét, c6 cac dich vy hd trg ngén

nglt mién phi danh cho ban. Goi s6 1-800-783-1307 (TTY: 711).

20| (Korean): F2| : THIUE AE3tAl= FF, U X MHIAE E22 0|24 £ ASLICH

1-800-783-1307 (TTY:711) HOZ M3l FHAIL .

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

mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-800-783-1307 (TTY: 711).

Pycckwnia (Russian): BHUMAHWE: Ecnv Bbl roBOpKYTE Ha PyCcCcKOM S13blKe, TO BaM AOCTYIHbI
becnnatHble ycayrn nepesoja. 3soHnTe 1-800-783-1307 (Tenetaiin: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib
gratis pou ou. Rele 1-800-783-1307 (TTY:711).

Francais (French): ATTENTION : Si vous parlez francais, des services d’aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-783-1307 (ATS:711).

Polski {Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;j.
Zadzwon pod numer 1-800-783-1307 (TTY:711).

Portugués (Portuguese): ATENCAQ: Se fala portugués, encontram-se disponiveis servigos
linguisticos, grdatis. Ligue para 1-800-783-1307 (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-783-1307 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-800-783-1307 (TTY: 711).

B#EE (Japanese): :TEFE  HFREZHEINSBS. EROSHEEETRIAWCLITES, 1-800-783-1307
(TTY :711) =T, BEFEICTITEB IV,
38 (Farsi):
bty o palsd laa gly o Baly Sysas Uy OMagus wuS o 65588 a3 Ly 4 Sliengs
A3y elas (TTY: 711) 1-800-783-1307
Diné Bizaad (Navajo): Dii baa ako ninizin: Dii saad bee yanitti‘go Diné Bizaad, saad bee
aka'anida’awo’dé¢’, t'aa jiik'eh, éi na holg, kojj’ hodiilnih 1-800-783-1307 (TTY: 711).
4=l (Arabic):
1-800-783-1307 @y Juauil . oyloally el 381555 a2l sasluall Ciloss ol8 (g sell @80l Sumti ciS 13] 1@ 5ode
(711 el sla)

Y0040 MultiLanguagelnsert Phone Number
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