MEMBER REIMBURSEMENT DRUG CLAIM FORM

Coverage provided by Kaiser Foundation Health Plan of Washington

Complete this form, attach prescription labels and mail to:

Q : S, KAISER
{ OPTUMRx ok 0% Sermanen.

Hot Springs, AR 71903
Cardholder Information

Cardholder’s ID Number: Group / Employer / Name and Number:
Cardholder’'s Name: (Last, First, Middle) Cardholder’s Birthdate: (MM/DD/YYYY)
Cardholder’s Address: (Street, City, State, Zip) Cardholder’s Telephone Number:

Patient Information |

Prescription(s) were for:
Patient Name: (First, Middle, Last) Gender: Employee  Spouse Dependent Patient Birthdate (MM/DD/YYYY)
[0 Male [ Female O O O

Reason for Request

O coordination of benefits with primary pharmacy or O Eligibility issue at the pharmacy

medical plan. O other, please describe:
O Compound claim

O out of area / urgent / emergency request

Pharmacy Information
Pharmacy Name: Pharmacy NABP Number:

Pharmacy Address: (Street, City, State, Zip)

Pharmacy Telephone Number: Pharmacist Signature: Date:

( )
Prescription Information \

Please include the prescription labels with this form (receipts are not acceptable) or a pharmacy printout signed by the pharmacist. You can
ask your pharmacist for assistance in completing the information below. Completing this entire form will result in timely processing of your
claim. For questions concerning this claim please call the toll free number listed on your pharmacy ID card.

O Date Filled: Rx Number: Rx: (Check One) Quantity: Day’s Supply: National Drug Code: (11 digits)

O New O Refi L] | | ] |
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:
@ Date Filled: Rx Number: Rx: (Check One) Quantity: Day's Supply: National Drug Code: (11 digits)

O New [T Refill L] | | ]|
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:
© Date Filled: Rx Number: Rx: (Check One) Quantity: Day’s Supply: National Drug Code: (11 digits)

O New [ Refill | ] | | | 1] |
Medication Name, Strength, Dosage Form: Physician Name: NPI/DEA # Rx Price Paid:

| certify that all information provided on this form is correct and that the prescription(s) submitted are for me or for members of my family
who are eligible. | certify that the prescription(s) submitted are for the sole use of the named patient. | understand that fraudulent acts
(including false claims) may be subject to civil or criminal penalties. | also authorize release of eligible information pertaining to this
claim(s) to the plan administrator, underwriter, plan sponsor, policyholder and/or employer.

Signature: Date:

All Optum™ trademarks and logos are owned by Optum, Inc. All other brands or product names are trademarks or registered marks of their respective owners. -
© 2015 Optum, Inc. All rights reserved. E-ﬁ
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Kaiser Permanente Nondiscrimination Notice

and Language Access Services

& KAISER PERMANENTE.

KAISER PERMANENTE NONDISCRIMINATION NOTICE

Kaiser Foundation Health Plan of Washington and Kaiser Foundation Health Plan of Washington Options, Inc.
(“Kaiser Permanente”) comply with applicable Federal civil rights laws and do not discriminate on the basis of race,
color, national origin, age, disability, or sex. Kaiser Permanente does not exclude people or treat them differently

because of race, color, national origin, age, disability, or sex.

Kaiser Permanente:

Provides free aids and services to people with disabilities to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact the Kaiser Permanente Civil Rights Coordinator.

If you believe that Kaiser Permanente 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:

Kaiser Permanente Civil Rights Coordinator, Kaiser Foundation Health Plan of Washington Headquarters,

320 Westlake Ave. N., Suite 100, GHQ-E2N, Seattle, WA 98109, 206-448-5819, 206-877-0645 (Fax),
complianceoffice@kp.org. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Kaiser Permanente Civil Rights Coordinator 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, DC 20201, 1-800-368-1019, 800-537-7697 (TDD).

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

LANGUAGE ACCESS SERVICES

English: ATTENTION: If you speak English, language
assistance services, free of charge, are available to you.
Call 1-888-901-4636 (TTY: 1-800-833-6388 or 711).

Espariol (Spanish): ATENCION: si habla espafiol,
tiene a su disposicion servicios gratuitos de asistencia
lingUistica. Llame al 1-888-901-4636
(TTY:1-800-833-6388/711).

13 (Chinese): FE: MREGERAEE T, EAJA
G EESESENERE. 35E 1-888-901-4636
(TTY: 1-800-833-6388/711) »

© 2017 Kaiser Foundation Health Plan of Washington
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Tiéng Viét (Vietnamese): CHU Y: Né&u ban néi Tiéng
Viét, c6 cac dich vu hé trg ngdon ngl mién phi danh
cho ban. Goi s6 1-888-901-4636

(TTY: 1-800-833-6388/711) .

Sk 0{(Korean): F9O|: st 0{E AtESHA|E= 4
A0l X[ MHIAE RE2 0|85 = A&
1-888-901-4636 (TTY: 1-800-833-6388/711) H
Hotsf FHAL.

Pycckuii (Russian): BHUMAHUE: Ecnu Bbl roBopuTe
Ha PYCCKOM Ai3blKe, TO BaM JOCTYMNHbl 6ecnnatHble
ycnyrn nepesopa. 3soHute 1-888-901-4636
(tenetann: 1-800-833-6388 / 711).

Y0033_H5050_XB00O1444- %6
Accepted 08-21

001 00OOOOL 03/03



Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka
ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

YKpaiHcbKa (Ukrainian): YBATA! Akwo Bu
PO3MOBJIAETE YKPAIHCbKOK MOBOIO, BV MOXeTe
3BEPHYTUCA JO 6E3KOLUTOBHOI CNY>K6U MOBHOIT
niaTPUMKN. TenedoHylTe 3a HOMEPOM
1-888-901-4636 (tenetann: 1-800-833-6388/711).

menigr (Khmen)s iutne ndaisunswies,
Ut g IwnA IWBSARN A6SSUGNHAT Gig
187011-888-901-4636 (TTY: 1-800-833-6388 / 7111

H#AFE(apanese): FEHEIE | HAZZFAINSH
&, BHOEEXEEZ CHBWREITE T,
1-888-901-4636 (TTY:1-800-833-6388/711) %
T, PBRICTTEE TN,

A7ICT (Amharic): 7030 299.5145+ £7% ATICT nP
PFCTI° ACAF LCEPTE 12 ALLTHPT FHIBHPA: DL
Ttaa- ¢rC LR+ 1-888-901-4636

(o071t AtaGF@-: 1-800-833-6388 / 711).

Oromiffa (Oromo): XIYYEEFFANNAA: Afaan
dubbattu Oroomiffa, tajaajila gargaarsa afaanii,

kanfaltiidhaan ala, ni argama. Bilbilaa
1-888-901-4636 (TTY: 1-800-833-6388/711).

& Hlaglaagsaelun o Jgasll (3 2S00 (Arabic) 4zl
2 il ac Loeal) Cilada o ARl 83 Gaanti i€ 13 -ads ale
1-888-901-4636 ad_n Juail | laally el ) 55

(7117 1-800-833-6388 1o 5 puall ils i )

UrArsh (Punjabi) fimrs fe6: 7 37 Uarst s I,
3t 3 feg ATEST AT 393 9 He3 Qumen Jl
1-888-901-4636 (TTY: 1-800-833-6388/711)

‘3 TS T

Deutsch (German): ACHTUNG: Wenn Sie Deutsch
sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfliigung. Rufnummer:
1-888-901-4636 (TTY: 1-800-833-6388 / 711).

W1R12%0 (Lao): TUngw: o1 M WIFIRI0, NI
Inugouistuwigs, toadEyen, cluldsudinaw.
s 1-888-901-4636 (TTY: 1-800-833-6388 / 711).

Srpsko-hrvatski (Serbo-Croatian): OBAVIESTENJE
Ako govorite srpsko-hrvatski, usluge jezicke pomoci
dostupne su vam besplatno. Nazovite
1-888-901-4636 (TTY- Telefon za osobe sa oste¢enim
govorom ili sluhom: 1-800-833-6388 / 711).

Francais (French): ATTENTION : Sivous parlez
francgais, des services d’aide linguistique vous sont

proposés gratuitement. Appelez le 1-888-901-4636
(ATS:1-800-833-6388/711).

Roména (Romanian): ATENTIE: Dacd vorbiti limba
romandg, va stau la dispozitie servicii de asistentd
lingvisticd, gratuit. Sunati la 1-888-901-4636
(TTY:1-800-833-6388/711).

Adamawa (Fulfulde): MAANDO: To a waawi
[Adamawa], e woodi ballooji-ma to ekkitaaki wolde
caahu. Noddu 1-888-901-4636
(TTY:1-800-833-6388/711).

€ e S b b4 S ida g i(Farsi) outd
L8l (e pal gt Lad ) O8GIL) ) pas (S ) g
o4 (TTY: 1-800-833-6388/ 711) 1-888-901-4636
R
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