N\ WellCare

Beyond Healthcare. A Better You.
P.O. Box 31577
Tampa, FL 33631-3577

Prescription Drug Direct Member Reimbursement Form

Instructions: Use this form when you paid full price for a covered prescription drug and you are
asking us for a refund. Fill it out and send it to us. Be sure to add proof that you paid for the drug.
(This could be the prescription label receipt(s) and cash/credit card receipts). You can ask your
pharmacy to help with this. Important:
¢ Forms without the needed information, that are not legible, or drug bill was not paid
yet, may cause processing delay or denial
e Reimbursement is not guaranteed

Please mail prescription label receipt(s), cash register receipts, and this completed form to:
WellCare Reimbursement Department
PO Box 31577
Tampa, FL 33631-3577

Please call us if you need help with this form. The Customer Service phone number is listed on the
back of your member card.

Example Prescription Label

Below is a sample prescription label. Use this as a guide to find the information you need to
complete this form. Each pharmacy has its own label format. Please ask your pharmacy to obtain
any missing information.

ABC Pharmacy #1234 {813)555-1234

NPI: 1234567890 Date of Fill: 1/1/2008 ——2
123 Any Road Physician Name: Smith ——;
Tampa, FL 12345-6789 NPE 1234567890 —4
John Doe RX#: 1234567 5
Take one (1) capsule by mowuth three (3) times daily. Copay: $10.00 6

Amaxicillin 500mg capsules {Teva) Cluantity Dispensed: 30 —7

12345678901 Day Supply: 10 "1
Refills Remaining: 1
Original Date: 1/1/2008

\ N\

10 9

1. Pharmacy NPI (National Provider Identification) 6. Amount Paid

2. Date of Fill 7. Quantity Dispensed

3. Physician Name 8. Day Supply

4. Physician NPl Number 9. Drug Name

5. Prescription (RX) Number 10. NDC (National Drug Code for the drug filled)

CAD_43258E_ State Approved 10232019
©WellCare 2019 KY9KMDFRM43258E_0000



Who is making this request? Member [ | Appointed Representative [ |

Appointed Representatives:
e Please include a signed Appointment of Representative form (CMS-1696) or equivalent
notice

Complete the following section ONLY if the person making this request is not the member
or prescriber:

Requestor's Name

Requestor’s Relationship to Member

Address

City State ZIP Code

Requestor Phone

Representation documentation for requests made by someone other than member or the
member’s prescriber:

o Attach documentation showing the authority to represent the member (a
completed Authorization of Representation Form CMS-1696 or a written equivalent)

o For more information on appointing a representative, contact your plan or 1-
800-Medicare

Member Information

Member’'s Name:

Member ID #: | Member Phone:
Address:

City: | State: | ZIP Code:

Reason for Request

% Drug received during hospital stay [ 1| Copayment Discrepancy
No Identification Card Available [] Pharmacy Unable to Process Claim Electronically
% Out of Network Pharmacy Used [ 1] Vaccine

Emergency — Please describe below | [ ]| Other — Please describe below
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Clearly mark in this section the drug(s) you are asking for reimbursement. Only drugs listed in this section will
be considered. Use more copies of this section of the form if you need more space. Dr. Name and NPI, please
provide the physician information who prescribed the drug.

Requested Prescription Drug Information

Drug Name Date of Fill Quantity Day Supply Amount Paid
NDC Physician Name/NPI Pharmacy NPI RX#
Drug Name Date of Fill Quantity Day Supply Amount Paid
NDC Physician Name/NPI Pharmacy NPI RX#
Drug Name Date of Fill Quantity Day Supply Amount Paid
NDC Physician Name/NPI Pharmacy NPI RX#
Drug Name Date of Fill Quantity Day Supply Amount Paid
NDC Physician Name/NPI Pharmacy NPI RX#
Drug Name Date of Fill Quantity Day Supply Amount Paid
NDC Physician Name/NPI Pharmacy NPI RX#

| certify that the prescription(s) referred to above have been received and information stated is
accurate. | certify that the patient for whom this claim is made is a covered person and that the
prescription is for the sole use of the named patient. | release all information pertaining to the
above claim(s) to the plan administrator, underwriter, sponsored policy holder and/or any person
or entity acting on behalf of the patient at their request.

Enrollee Signature*:

Date:

*If the individual cannot sign, a person who is authorized to do so under state law in the state
where the individual resides must sign above. This signature certifies that the person signing is
authorized under state law to complete this form and that all documentation of this authority is
available upon request by the plan from the individual state Medicaid agency or by the Centers for
Medicare & Medicaid Services, the federal agency that runs Medicare.
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Discrimination is Against the Law

WellCare of Kentucky complies with all applicable federal civil rights laws. We do not
exclude or treat people in a different way based on race, color, national origin, age,
disability or sex.

We have free aids and services to help people with disabilities communicate with us.
That includes help such as sign language interpreters. We can also give you info

in other formats. Those formats include large print, audio, accessible electronic
formats and Braille.

If English is not your first language, we can translate for you. We can also provide
written info in other languages.

If you need these services, call us at 1-877-389-9457. TTY users can call 711. We're
here for you Monday—Friday from 7 am. to 7 p.m.

Do you feel that we did not give you these services? Or do you feel we discriminated
in some way? If so, you can file a grievance in person, by mail, fax, or email. You can
reach us at WellCare of Kentucky Grievance Department, PO. Box 31384, Tampa, FL
33631-3384. You can reach us by phone at 1-866-530-9491; TTY 711. Our fax is
1-866-388-1769. Our email is OperationalGrievance@wellcare.com. If you need help
filing a grievance, a WellCare of Kentucky Civil Rights Coordinator can help you.

You can also file a civil rights complaint online with the U.S. Dept. of Health

and Human Services, Office for Civil Rights. Go to the Complaint Portal at
http://ocrportal.hhs.gov/ocr/portal/lobby.sf. File by mail to: U.S. Dept. of Health
and Human Services, 200 Independence Ave. SW., Room 509F, HHH Building,
Washington, DC 20201. You can call them at 1-800-368-1019, 1-800-537-7697 (TTY).

You can get complaint forms at http://www.hhs.gov/ocr/office/file/index.html.

If English is not your first language, we can translate for you. We can also give you
info in other formats. That includes Braille, audio and large print. Just give us a call
toll-free. You can reach us at 1-877-389-9457. For TTY, call 711.

Si el esparfol es su lengua materna, podemos brindarle servicios de traduccion.
También podemos proporcionarle informacién en otros formatos, como
braille, audio y letra de imprenta grande. Simplemente, lldmenos sin cargo al
1-877-389-9457. Para TTY llame al 711.
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MERPRENERE B TLAEEE - AU ITUBEERNAGRM
Eifl - EERNEFEMEEN ~ FHEMAKTE - EFRITRMANRESE -
TR AT AT 1-877-389-9457 HEAEERAPS o TTY B EBHEEFT m o

Wenn Deutsch lhre erste Sprache ist, konnen wir fur Sie Ubersetzen. Wir konnen
lhnen auch Informationen in anderen Formaten. Dazu gehéren Braille, Audio und
Grofddruck. Rufen Sie uns einfach an. Sie erreichen uns unter 1-877-389-9457
(TTY 7M).

Néu Tiéng Viét 1a ngdn ngir chinh ctia quy vi, chiing téi c6 thé thong dich cho
quy vi. Chuing t6i cling c6 thé cung cdp cho quy vi thong tin & cac dinh dang
khac nhu ch ndi Braille, &am thanh va ban in c& Ién. Chi can goi ching ti theo
sO mién phi 1-877-389-9457 (TTY 71).

Jia 6,51 IS § Oloslell (Sillas] Lol LiSgy el daz il Lislhzaly goud dy =l 2l oo AoVl elazd SIS 13)
o3 haid . bilie 999 Bloxe puds Gloasdl ode . uSUl gzadl OIS Olegdally Gigally oxdaSall Jal ! day b
(TTY 7M) 5 1-877-389-9457 :jlxbl 54kl 63 e JLas¥ly

Ako srpsko-hrvatski je svoj prvi jezik, mozemo prevesti za vas. Mi takoder
mogu vam dati informacije u drugim formatima. To ukljucuje i Brailleovo
pismo, audio i velike ispis. Samo nas nazovite besplatni. MoZete nas
kontaktirati na 1-877-389-9457 (TTY 71).

HAZENBGEZETHS ~ %ﬂ%R?‘é EWNTEZFYT - O DIEREIR
HLUTOLWET - ZNICIT = FE KBRS ENE T - T —
AT TTEZL F2E U°1877-389-9457 (TTY7N) FTHBFEL TS 0

Si votre langue maternelle est le frangais, nous pouvons faire la traduction. Nous
pouvons également vous fournir 'information dans des formats comme le braille,
en version audio et imprimé en gros caracteres. Il suffit de nous appeler au
numéro sans frais 1-877-389-9457 (TTY 71).

Fste] =207t §t=0{ Q1 AL, EQYMH|AE NZsH =LICH XL 2Ll 2
X SCIE gAoZ Bl HEHE Xl&sl| E2 # Q&L|CtH B2 FM35}1-877-389-9457
(TTY 71) HHOZ F3} TAIA|Q.

Als Pennsylvania Nederlands uw eerste taal, kunnen wij voor u vertalen. We
geven u ook informatie in andere formaten. Dat geldt ook voor braille, audio en
grote print. Geef ons een toll-free bellen. U kunt ons bereiken op 1-877-389-9457
(TTY 71).
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TATAT STRAT TEIAT ATHT BT A, FTHT TUTE I AN AqATE T TG TS|
ETHT IAT qUTE T STATHT SITHFRET & T | T a3, ASHAT T 34T
e T T T ZHETS U Fr ALY T qTE 1-877-389-9457

(TTY 711) AT gTHATE T TR

Oromoon Afaan kee kan jalgabaa yoo ta’e, siif hikuu ni dandeenya. Haala danaa
biraatiinis odeffannoo siif kennu ni daneenya. Kunis karaa sirrina barreefama
garo-dhabeeyyii, sagalee fi maxxansa qubee gurgudaatiin ta'u danda’a.
Kallatiin karaa bilbila kanfaltii maleetiin nuuf bilbilaa. Karaa 1-877-389-9457
(TTY 71) tiin nu argu dandeessu.

Ecnn pyccknin Baw OCHOBHOWM POAHOM A3bIK, Mbl MOXeM nepesecTu ana Bac. Mol
TaKXe MOXeM NpeaoCTaBnTb MHGOPMaLMIO B APYrx GopmaTax, Hanpumep, Ha
wpwudTe bpanns, 3anncaHHyo Ha ayAMOHOCUTENAX 1 pacneyaTaHHYH KPYNHbIM
wpwudTom. [NpOoCTo NO3BOHMTE Ham NO becnnatHoMy Homepy 1-877-389-9457
(TTY 7).

Kung hindi ka nagsasalita ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika. Kasama dito ang Braille, audio at malalaking letra. Tumawag ng
libre sa 1-877-389-9457 (TTY 71).

Yaba lkirundi ari rwo rurimi uvuga ubwa mbere, turashobora kugusigurira mu rundi
rurimi. Turashobora kandi kukuronsa amakuru mu zindi foruma. Harimwo inyandiko
ikoreshwa n'abatabona, amajwi twafashe ku vyuma n’'inyandiko yanditse mu
ndome niniya cane. Utegerezwa kuduhamagara gusa kuri telephone bahamagara ku
buntu. Wodutera akamu kuri nomero 1-877-389-9457 (TTY 71).
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