HUMANA GOLD PLUS INTEGRATED (Medicare-Medicaid Plan)

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

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

PART 1: MEMBER INFORMATION

Humana ID Number (claim cannot be processed without this) Date of Birth (mm/dd/yyyy)

Member Last Name Member First Name M.

EEEEEEEEEEEEEEENEEEEEEEEEEEEEENE

Patient Residence:

[ ] Home

[ ] NursingHome

[ ] Assisted Living
Street Address
ANEEEEEEEEEEEEEEEEEEEEEEEEEEEE [] GroupHome
City State Zip Code Member Phone Number —
HEEEEEEEEEEEEEEnEEpEEEEEIEEN N EEEG NN
Gender Person Completing This Form

|:| Male |:| Female I:l Member |:| Spouse |:| Child D Other

PART 2: RECEIPT INFORMATION

Ensure your receipt incdludes the following information:

|:| Date Filled |:| Medication Strength D RX Price (@amount you paid induding tax)
|:| Medication Name |:| Dosage Form D Physician Name
|_| RX Number |_| Quantity |_| Physician ID (NPl or DEAH)

HO0336_ILHJH8CEN




HUMANA GOLD PLUS INTEGRATED (Medicare-Medicaid Plan)
H u m u n CI PRESCRIPTION DRUG CLAIM FORM
FOR MEMBER REIMBURSEMENT
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 l:l 1—Doctor requires that brand product be dispensed |:| 2—Patient requires that brand product be dispensed
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|:| 5—Brand submitted as generic |:| 7—Brand mandated by state law

PART 3: PHARMACY INFORMATION

Pharmacy Name Pharmacy NCPDP ID Pharmacy NPI

LA PP PP PPy PP forf PP TTTTT
Street Address

HNEEEEEEEEEEEEEEEEEEEEEEEEEEEN

City State Zip Code Pharmacy Phone Number
(TTTTTIITITIII Iy o ey et b - |
Pharmacy Service Type

|:| Retail D Compounding D Home Infusion |:| Institutional |:| Long Term Care |:I Managed Care Organization
|:| Mail Order |:| Spedialty

DESCRIPTION OF ISSUE

|:| Pharmacy will not accept my Humana plan |:I | believe the claim 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

Name of Insurance Co:

|:| | was charged for medications received during an Emergency |:| | have drug (I:%%r%%%e“%@ BB%: otherthanHurana{Coordinationof——

Room visit Benefits): 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 claim containing any materially false information; or (2) conceals for the purpose of misleading, information conceming any material
fact thereto, commits a fraudulent act.
Humana ID Number
H0336 ILHJH8CEN | | | | | | | | | 'l | |
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H u m G n G FOR MEMBER REIMBURSEMENT

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.

Humana Gold Plus Integrated H0336-001 (Medicare-Medicaid Plan) is a health plan that contracts with both
Medicare and lllinois 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 espafiolo, hablar con alguien sobre esta informacidn en otros
idiomas gratuitamente. Llame al 1-800-787-3311. La llamada es gratuita.

Humana ID Number

H0336_ILHIHBCEN LLT PP y-L0




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:

e 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)
e 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, orif 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

Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge, are
avallable toyou. Call 1-800-787-3311 (TTY: 711).

Espaiiol (Spanish): ATENCION: sl habla espafiol, tiene a su disposiclén serviclos gratuitos de
asistencla lingUistica. Llame al 1-800-787-3311 (TTY: 711).

Polski (Polish): UWAGA: Jezell moéwIsz po polsku, mozesz skorzysta¢ z bezplatne) pomocy
Jezykowe). Zadzwon pod numer 1-800-787-3311 (TTY: 711).

¥RBX (Chinese): ‘I8 : MR EEAERP SRR BREFRMET - #RT1-800-787-3311
(TTY: 711)

t20] (Korean): 2| : B130{E A3l F2, A0 XY MHIAE RER 0|83t + AELICH. 1-800-787-3311
(TTY: 711) Hoz Hatd FHUAL.

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaarl kang gumamit
ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-787-3311 (TTY:711).

Pycckuia (Russian): BHUMAHME: Ecim Bbl roBOpUTE Ha PYCCKOM 5i3bIKe, TO BaM A0CTYMNHb!
6ecnnatHble yciyrv nepesoja. 3soHuTe 1-800-787-3311 (Tenertain: 711).

yasudl (Gujarati): -t ol i Yol alledl ¢l dl [es et Asre AdRAl dHRL H12 Budedt B, gl
51 1-800-787-3311 (TTY: 711).

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hé trg ngon
ng({r mién phi danh cho ban. Goi s6 1-800-787-3311 (TTY: 711).

Itallano (Italian): ATTENZIONE: In caso la lingua parlata sla l'ltaliano, sono disponiblli servizi di
assistenza linguistica gratuitl. Chiamare Il numero 1-800-787-3311 (TTY: 711).

Frangals (French): ATTENTION : Sl vous parlez frangals, des services d’alde linguistique vous sont
proposés gratultement. Appelez le 1-800-787-3311 (ATS:711).

AANViIKA (Greek): MPOZOXH: Av J\ATE EAANVLKQ, 0T SLaBeor| oag BplokovTtal UTINPETLEC
YAWOOLKNG UTTOOoTr)PLENG, OL OTTOLEC TTapéxovtal Swpedv. Kaéote 1-800-787-3311 (TTY: 711).

Deutsch (German): ACHTUNG: Wenn Sle Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdlenstlelstungen zur Verfigung. Rufnummer: 1-800-787-3311 (TTY:711).

Diné Bizaad (Navajo): Dii baa aké ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee
aka'anida’awo’déé’, t'aa jiik'eh, éi na holg, koji’ hodiilnih 1-800-787-3311 (TTY: 711).

a2l (Arabic):
1-800-787-3311 a3y Lol . oylnally ol 331935 &y9al)l Bacluall Olass 418 (duyall A8 St S 13] 1 gonla
(711 115 poll Aila @)

& (Hindi): e &: af ama & aied § ot smuds forg o A wer graar 4ad Jueey 31
1-800-787-3311 (TTY: 711) R @it &

I35 (Urdu):
1-800-787-3311 155 JIS. o wlituss jun o Olass S 3na S b o5 Ol 63w Hor 93yl OF S12ylays
(TTY: 711)
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