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Member Phone Number 

(       )       −         

 

 
 
 
 
 

Part 1: Member Information 
1. Complete all information under Part 1. Your Humana Medicare-Medicaid ID Number is on your member ID 

card. 
2. Submit claim receipts within the filing period specified by your Humana plan. You will have 36 months from 

the date the prescription is filled to submit your claim. For questions about your filing period, please call 
the number on the back of your member ID card. 

3. Please submit a separate form for each family member and pharmacy from which you purchase medications. 
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 Doctors office include detailed statement. Note: Services 
incurred outside the United States are not payable under Medicare/Medicaid plan. 

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 

1. 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: Humana Pharmacy Solutions or Fax to: 866-754-5362 
 P.O. Box 14140 
 Lexington, KY 40512-4140 
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Humana ID Number (claim cannot be processed without this) 
               −     

 

Date of Birth (mm/dd/yyyy) 

    −     −         

 

Patient Residence: 
  Home 
  
  Nursing Home 
  
  Assisted Living 
  
  Group Home 
  
  Intermediate Care 
  
  Hospice 

 
 
 

Member Last Name 

                              

 

Member First Name 

                              

 

Gender  
  Male   Female 

 

Street Address 

                                                            
 
City State Zip Code 

                                       

 
 
 
 
 
 

M.I. 

  

 

Person Completing This Form 
  Member   Spouse   Child   Other 

 

PART 1:  MEMBER INFORMATION 

PART 2:  RECEIPT INFORMATION 

Ensure your receipt includes the following information: 
 

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

      

  Medication Name   Dosage Form   Physician Name 

      

  RX Number   Quantity   Physician ID (NPI or DEA #) 

      

  National Drug Code (NDC)   Day(s) Supply   If drug is a compound, list the NDCs for all ingredients and quantity of each 
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PART 3:  PHARMACY INFORMATION 

DESCRIPTION OF ISSUE 
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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. 

  0 – Not Applicable  1 – Doctor requires that brand product be dispensed  2 – Patient requires that brand product be dispensed 
          
  5 – Brand submitted as generic  7 – Brand mandated by state law 

          
          

 
 
 

Street Address 

                                                            
 
City State Zip Code 

                                       

 
 
 
 
 
 

Pharmacy Name 

                                   

 

Pharmacy NCPDP ID Pharmacy NPI 

               OR           

 

Pharmacy Phone Number 

(       )       −         

 
Pharmacy Service Type 

  Retail  Compounding  Home Infusion  Institutional  Long Term Care  Managed Care Organization 
         
  Mail Order  Specialty  

            
            

 
 
 

  Pharmacy will not accept my Humana plan   I believe the claim was paid incorrectly 

    

  Pharmacy was unable to process my claim electronically   I was administered a Part D covered vaccine in my doctor's office 

    

  I did not have my plan information at the time of purchase   I filled my medication during an emergency 

    

  I was charged for medications received during an Emergency 
Room visit 

  I have drug coverage with a plan other than Humana (Coordination of 
Benefits):   

 
 
 

Name of Insurance Co:  
Insurance Co Phone:  
Employer Name:  
Member ID:  
  
  

 
 
 

Please explain the issue: 
 

 

 

 

 

 

 
 

Humana ID Number  
               −     

 

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. 
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PLEASE SIGN FORM: 
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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. 
 

Humana Gold Plus Integrated H0336-001 (Medicare-Medicaid Plan) is a health plan that contracts with both 
Medicare and Illinois Medicaid to provide benefits of both programs to enrollees. 
 
Call if you need us 
If you have questions, you can call us at 1-800-787-3311 (TTY: 711). We’re available Monday - Friday, from 8 
a.m. – 8 p.m. Central time. However, please note that our automated phone system may answer your call 
after hours, during weekends, and holidays. Please leave your name and telephone number, and we’ll call you 
back by the end of the next business day. The call is free. Visit humana.com/medicare/medicaid-dual/illinois 
for 24 hour access to information such as claims history, eligibility, and Humana’s drug list. There you can also 
use the physician finder and get health news and information. 
 
You can get this document for free in Spanish, or speak with someone about this information in other 
languages for free. Call Customer Care at 1-800-787-3311 (TTY: 711). The call is free.   
 
Puede obtener este documento gratis en españolo, hablar con alguien sobre esta información en otros 
idiomas gratuitamente. Llame al 1-800-787-3311. La llamada es gratuita. 
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Humana ID Number  
               −     

 



 

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, or sex. 
 
Humana Inc. and its subsidiaries: 

• Provide free 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 (large print, audio, accessible electronic formats, 

other formats) 
• Provide free 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, contact Customer Service at 1-800-787-3311 (TTY 711). 
 
If you believe that Humana Inc. or its subsidiaries have 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  
1-800-787-3311, or if you use a TTY, call 711. 
 
You can file a grievance by mail or phone. If you need help filing a grievance, Customer Service is available 
to help you.  
 
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. 

 
 
 
 
 
 
 
 
 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html


 

 

 


