Prescription drug reimbursement claim form

(ConnectiCare, inc. and ConnectiCare of Massachusetts, inc.)

Cardholder's Name (Last, First, MI): Date of Birth: Gender: Cardholder ID Number:
Om 0OF
[ check if new address
Address: Street
City/State Zip Code Daytime Telephone* ( )
Employer Group Number

PLEASE SIGN AND DATE HERE: | certify that all information provided is correct and that the prescription(s) submitted are for me or members of my
family who are eligible. The patient(s) listed below has (have) received the medication, and | authorize release of all information contained on this claim to
Express Scripts, Inc. and my Plan Sponsor. Any person who, knowingly and with intent to defraud ConnectiCare, Inc. or its members, files a statement of claim
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, is guilty of committing

a fraudulent insurance act, which is a crime punishable in accordance with applicable law.

Cardholder’s Signature » Date

Patient’s Name Relationship to cardholder Gender: Date of Birth: Total number of

1 receipts attached:
Oseir O Spouse O Dependent Om OF

Physician Name (name of prescribing doctor) and NPI#

Pharmacy Name and Address:

Relationship to cardholder Gender: Date of Birth: Total number of

Patient’s Name
receipts attached:

2 Oselr O Spouse O Dependent Om OF

Physician Name (name of prescribing doctor) and NPI#

Pharmacy Name and Address:

Date of Birth: Total number of

Patient’s Name Relationship to cardholder Gender:
receipts attached:

3 Oseir O Spouse O Dependent Om OF

Physician Name (name of prescribing doctor) and NPI#

Pharmacy Name and Address:

Does the patient reside in an assisted living facility? [Jyes [1no | Is this claim for allergy serum? [Jyes [Jno

Does the patient have primary prescription drug coverage through another insurance carrier? O yes Ono

Did the patient submit this claim to the other carrier? |:|yes Ono If yes, please attach an explanation of benefits from your primary carrier.

PRESCRIPTION INFORMATION

IMPORTANT Al prescription claims must have prescription receipts/labels which include:
= Pharmacy Name/Address = Date Filled = Drug Name, Strength and NDC = Rx Number = Quantity = Days Supply = Price = Patient's Name

Claims received missing any of the above information may be returned or payment may be denied or delayed
O Please tape receipts to separate piece of paper.

[0 Patient history print outs from the pharmacy are also acceptable but MUST be signed by the Pharmacist.
[0 CASH REGISTER RECEIPTS ARE NOT ACCEPTABLE FOR ANY PRESCRIPTIONS.

Reason for claim submission or special notes:

*| understand that the phone numbers | provided on this application may be used by ConnectiCare
or any of its contracted parties to contact me about my account, the provision of services to me or

my health benefit plan or related programs.
2020 ConnectiCare, Inc. & Affiliates O n n e c t I a re
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PLEASE READ THE FOLLOWING INSTRUCTIONS CAREFULLY AND
COMPLETE FORM ON REVERSE SIDE.

Cardholder’s Information
1. Print Cardholder's name (last, first, middle initial).

Print Cardholder's date of birth.
Circle the correct letter to indicate if Cardholder is male or female.
Print Cardholder's ID number (found on your ConnectiCare card).

Print Cardholder's mailing address and telephone numbers. Check box if this is a new address.

o v A~ W N

Indicate Cardholder's employer (if applicable), and group number (found on your ConnectiCare card).

IMPORTANT: CLAIM FORM MUST BE SIGNED.
UNSIGNED CLAIM FORMS CANNOT BE PROCESSED AND WILL BE RETURNED.

Patient Information
1. Print Patient's name.

2. ldentify relationship to cardholder, gender, date of birth, and number of prescriptions submitted for each patient.
3. Print Pharmacy name and address and the prescribing Doctor and NPl number used by each patient.

Specific Claim Information

Answer each question by checking correct box. Use the space provided for special notes if necessary.

Prescription Information

Each submission must include prescription receipts/labels or a patient history printout from your pharmacy, signed by the
dispensing pharmacist, which include all information listed below:

* Pharmacy name and address * Drug name, strength and NDC number
= Quantity = Price

= Date filled = Rx Number

= Days Supply = Patient name

Please note that claims received that are missing any of the above information may be denied. It is preferable to have
receipts unattached or taped to a separate piece of paper. Please do not staple or glue.

Please return this claim to:

Express Scripts

ATTN: Commercial claims
P.O. Box. 1471

Lexington, KY 40512-4711
Fax: 1-608-741-5475

Questions?
Call ConnectiCare Member Services at 1-800-251-7722



ConnectiCare

Language & Non-Discrimination Notice

ConnectiCare complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. ConnectiCare does not exclude people or treat them
differently because of race, color, national origin, age, disability, or sex.

ConnectiCare:

= Provides free aids and services to people with disabilities to communicate effectively with us,
including qualified interpreters and information in alternate formats.

* Provides free language services to people whose primary language is not English, including
translated documents and oral interpretation.

If you need these services, contact The Committee for Civil Rights.

If you believe that ConnectiCare 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:

The Committee for Civil Rights, ConnectiCare, 175 Scott Swamp Road, Farmington, CT 06032,

Phone: 1-800-251-7722, and TTY: 711. You can file a grievance in person or by mail. If you need help
filing a grievance, The Committee for Civil Rights 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.

Continued =
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ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia linguistica. Llame al
1-800-251-7722 (TTY: 711).

ATENGAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para
1-800-251-7722 (TTY: 711).

UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwonh pod numer
1-800-251-7722 (TTY: 711).

AT NREGEAERETX, BRALABRERESIEDRE. #FEEL1-800-251-7722
(TTY: 711) .

ATTENZIONE: 1In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-251-7722 (TTY: 711).

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-251-7722 (ATS: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 1-800-251-7722
(TTY: 711).

BHNMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM s3blke, TO BaM AOCTYMHbI 6ecnnaTHble ycnyrm nepeesoga. 3BOHUTE
1-800-251-7722 (tenetann: 711).

CHU Y: N&u ban néi Tiéng Viét, cé cac dich vu hd trg ngdn nglr mién phi danh cho ban. Goi s
1-800-251-7722 (TTY: 711).

el Citla 8 5) 800-251-7722-1 s ol lanally @l il 555 &y sal) Sae Lusall laoi (8 Aalll 3 ot S 13) AL pale

(711 Sy

Fo: &=0E AMSotAle 32, 80 K& AMEIASE 222 012
1-800-251-7722 (TTY: 711)HC =2 d3alofl F=HAIL,

te &=~ JASLICH

Qli

KUJDES: Nése flitni shqgip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-251-7722 (TTY: 711).

ereT & e 3T Y steray § A 3maeh fAT HoR H 19T HErIaT AaTU 3 &
1-800-251-7722 (TTY: 711) W &id |

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-251-7722 (TTY: 711).

MPOZOXH: Av WAaTe €AAnvika, ortn 01aBson oag PBpiokovTal unnpecieq YAwAalKAG unoaTnpi§ng, Ol OMoigg
napexovral dwpedv. KaAéote 1-800-251-7722 (TTY: 711).

s 1IGgsmEsSuw Manigl, wNSSwigAM N INWSSSS U SFCGEISINUUITESY 1 giain
1-800-251-7722 (TTY: 711)1

Yuoll: B AN oAl el 8, Al [(A:ges eunl Asta AU dAHRL HE GUEst B, Slot 53
1-800-251-7722 (TTY: 711).



