Prescription Drug Claim Form

eoCcCo

EASTERN OREGON
COORDINATED CARE
ORGANIZATION

This claim form can be used to request reimbursement of covered expenses. This form encompasses standard
reimbursement requests, as well as requests for Compound Claims. If your drug is not a compound, some of the
requested fields may not be applicable. Please allow up to two weeks for processing after we receive
your claim.

Please indicate the reason for your reimbursement request.

(] I did not have my member ID card at the time of purchase.
[ 1 was charged for medication(s) received during an urgent care/emergency visit.

(] I was administered a Medicare Part D covered vaccine in my doctor's office.

(] Primary coverage is with another insurance carrier. (Coordination of Benefits)

[ Other:

Part 1: Member Information

Complete ALL information. Your ID Number can be located on the front of your member ID card.

2. Submit claims within the filing period specified by your Benefit plan. For questions about your
filing period, please review your Member handbook or call the Customer Care number on your
member ID card.

3. Please submit a separate form for each patient for whom you are submitting receipts.

4. Reimbursement will be made directly to the CARDHOLDER unless otherwise noted.

First Name Last Name Ml
Telephone Number Date of Birth Gender (Circle One)
( ) Male Female
ID Number Subscriber’'s Employer (PCN)
MCD
Mailing Address
City State ZIP Code
Member Signature Date Signed
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Part 2: Pharmacy Information

1. Complete ALL information.

2. Please submit a separate form for each pharmacy from which you purchased medications.

Name

Street Address

City State

ZIP Code

Pharmacy/or Provider of Service National Provider Number (NPI)

Telephone Number

()

Part 3: Receipt Information

1. Include Proof of Payment with the original pharmacy receipt(s) or pharmacy printout(s). Cash Register
Receipt(s) without pharmacy detail will not be accepted. Tape all receipt(s) to the bottom of this page.

Please DO NOT staple.

a. Compound medications must have at least 2 ingredients, and at least 1 ingredient must be a

Federal legend (prescription) drug.

b. All active ingredients must be covered as part of your formulary and all prescription

information must be submitted.

2. Receipt(s) must contain the information outlined under Part 4. If your receipt(s) are missing any of
this information, please have your pharmacist fill in the missing information.
3. Please provide the explanation of benefits (EOB) or denial letter from the primary insurance carrier if

you have primary coverage with another insurance carrier.

4. Anincomplete form may be denied, delayed or returned.

5. Receipts will not be returned. Please remember to keep a copy of the completed claim form and

receipt(s) for your records.

Part 4: Drug Information: This information should be listed in your original pharmacy receipt, pharmacy
printout, or Medical Invoice. If the receipt or invoice is missing any of this information, please ask your
pharmacist/or Medical Provider to help fill in the missing detalils. If you are unable to obtain the information we

will attempt to contact your pharmacy.

Rx Written Date Diagnosis Code and Description Medication Name
Date Rx Filled Final Form of Compound (cream, patches, suppository, suspension, etc.)
Rx Number Quantity Day Supply

(continued on page 3) -
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National Drug Code Total Volume (grams, ml, each, etc.)

Prescriber First/Last Name Prescriber NPI

Original Cost of Rx Amount Primary Insurance Member Paid Amount
Paid on Rx

For Reimbursement of Compound Drug Preparation, see the table below.
Please indicate the time spent preparing the compound drug in the Receipt Information.

Time Reimbursement
1- 4 minutes $15.00
5 — 14 minutes $25.00
15 — 29 minutes $35.00
30 -59 minutes $50.00
60+ minutes $75.00
Compound Ingredients
Ingredient Name Ingredient NDC Metric Decimal AWP/WAC
Quantity (Ingredient
Cost)
1
2
3
4
Reimburse Total Ingredient
_(Circle One) C?St '
( Pharmacy )‘ Member Preparation Time
Member Copay
Mail this form along with receipts to: Or Fax this form along with receipt to:
Navitus Health Solutions, LLC Toll Free 1-855-668-8550
PO BOX 999
Appleton, WI 54912-0999
Questions?
Call EOCCO Pharmacy Customer service at 888-474-8539
You can get this form in a different format. You can ask for another language,
large print, a computer disk, audio tape, spoken presentation or Braille. Please call
EOCCO Customer Service at 1-888-788-9821. TTY users, please dial 711. Page 3 of 3




Nondiscrimination notice

eoCCoO

EASTERN OREGON
COORDINATED CARE
ORGANIZATION

We follow state and federal civil rights laws. We cannot treat
people unfairly in any of our services or programs because of a
person’s age, color, disability, gender identity, marital status,
national origin, race, religion, sex or sexual orientation.

Everyone has the right to know about our programs and services.
All members have a right to use our programs and services. We give free
help when you need it. Some examples of free help we can give are:

« Sign language interpreters

« Spoken language interpreters for
other languages

« Written material in other languages

If you need any of the above,
call Customer Service at:

888-788-9821 (TDD/TTY 711)

If you think we did not offer
these services or treated you
unfairly, you can file a written

complaint. Please mail or fax it to:

EOCCO

Attention: Appeal Unit
601 SW Second Ave.
Portland, OR 97204
Fax: 503-412-4003

Nick Gross coordinates our
nondiscrimination work:
Nick Gross,

Chief Compliance Office

601 SW Second Ave.

Portland, OR 97204

503-952-5033
compliance@eocco.com
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« Braille
e Large print
« Audio and other formats

If you need help filing a complaint,
please call Customer Service.

You can also file a civil rights complaint with
the U.S. Department of Health and Human
Services Office for Civil Rights at
ocrportal.hhs.gov/ocr/portal/lobby.jsf,

or by mail or phone:

U.S. Department of Health

and Human Services

200 Independence Ave. SW, Room 509F
HHH Building, Washington, DC 20201

800-368-1019, 800-537-7697 (TDD)

You can get Office for Civil Rights complaint
forms at hhs.gov/ocr/office/file/index.html.



ATENCION: Si habla espafiol, hay
disponibles servicios de ayuda con el
idioma sin costo alguno para usted.
Llame al 1-877-605-3229 (TTY: 711).

CHU Y: Néu ban noi tiéng Viét, c6 dich
vu hé trg ngén ngr mién phi cho ban.
Goi 1-877-605-3229 (TTY:711)

AE NMREERAPN > 0[5 EIREES EERTE o
EEE1-877-605-3229 (EEIEAEHR - 711)

Fo|: gt=olz & 20 X ME|AE
0|32 FAlE{H S AZIXZ HEtsF A7

[== R B |

HiZtLCh M3} 1-877-605-3229 (TTY: 711)

PAUNAWA: Kung nagsasalita ka ng Tagalog,
ang mga serbisyong tulong sa wika, ay
walang bayad, at magagamit mo. Tumawag
sanumerong 1-877-605-3229 (TTY: 711)

Ciladd Slligd Ay yall hasts Ci€ 1)) 4
A8 1 daail Ulae @l dalia 4 g3l 3ac Lo
(711 : =il &ilell) 1-877-605-3229

Py 7S 9 (URDU) 3L 7 2 2y
e b L LT
1-877-605-3229 (TTY: 711) ./ Js 4

BHVIMAHWE! Ecnu Bbl roBopuTte no-pyccku,
BOCMNOSb3ylMTeCb 6ecnnaTHOM A3bIKOBOW
nopaep»kkon. lNo3soHnTe No Ten.
1-877-605-3229 (TekcToBbIN TenedoH: 711).

ATTENTION : sivous étes locuteurs
francophones, le service d’'assistance
linguistique gratuit est disponible. Appelez
au 1-877-605-3229 (TTY : 711)

Gladd (1S (oo S (B 448 () pa )2 14
Lol 293 5a Ladk (51 BN Sy gm0 4 i
b Gl (TTY: 711) 1-877-605-3229

S < Ig 3119 ZS) dietd €, df 3MTuen! WINTE FerdT fo g
a1 fou SueTsr @ | 1-877-605-3229 Wi & (TTY: 711)

Achtung: Falls Sie Deutsch sprechen, stehen
Ihnen kostenlos Sprachassistenzdienste zur
Verfugung. Rufen sie 1-877-605-3229 (TTY: 711)

AR HAREECHLEDAITIE. BHAREE
H—EREZER TRHLTBIET,
1-877-605-3229 (TYY. ?I/'?/r7°5fr§7—
ESHBOAIF7) FTHEFELEE

39969752 (3/20)

e0oCCoO

EASTERN OREGON
COORDINATED CARE
ORGANIZATION

HAAAA,T AL AU (FUNUAR 52 G
2»{& aauqu) OUEL 891 dl d GUNAL AHIZ
Wz [l Had Aslt Guas 59, 1-877-
605-3229 (TTY: 711) 42 514 52

Wog9v: 8903w, NIVED
oci909VWIFCHVIBGINIVI0LVFO
69. % 1-877-605-3229 (TTY: 711)

YBATA! iKL0 BM roBOpuUTe YKPAIHCbKOIO,
[NA BaC AOCTYMHi 6€3KOLWTOBHI KOHCYbTauil
pigHOI0 MOBOM. 3aTenedoHyiTe
1-877-605-3229 (TTY:711)

ATENTIE: Daca vorbiti limba romana, va punem
la dispozitie serviciul de asistenta lingvistica in
mod gratuit. Sunati la 1-877-605-3229 (TTY 711)

THOV CEEB TOOM: Yog hais tias koj hais lus
Hmoob, muaj cov kev pab cuam txhais lus, pub
dawb rau koj. Hu rau 1-877-605-3229 (TTY: 711)

Lm’mam, [UHnSUj‘Il’_i_TMIfU‘IIZi [U‘IUJ'Lﬂi’
Mlﬂﬁjﬂni:iﬁStﬁ[ﬁ n“ﬁﬁﬂ[mtﬁnﬁﬁﬁn‘j

BnsENIGRINAEAT GO mEIng
1-877-605-3229 (TTY: 711)

HUBACHIISA: Yoo afaan Kshtik kan
dubbattan ta'e tajaagjiloonni
gargaarsaa isiniif jira 1-877-605-3229
(TTY:711) tiin bilbilaa.

Tusansiu: winaauyan1ebve Aeas
ANUNFO LA UTNNF2A I LIRE AN %N
Tews Tns 1-877-605-3229 (TTY: 711)

FA'AUTAGIA: Afai e te tautalaile gagana
Samoaq, o loo avanoa fesoasoani tau
gagana mo oe e le totogia. Vala'au
ile1-877-605-3229 (TTY: 711)

IPANGAG: Nu agsasaokaiiti llocano, sidadaan
ti tulong itilengguahe para kenka nga awan
bayadna. Umawag iti 1-877-605-3229 (TTY: 711)

UWAGA: Dla oséb méwigcych po polsku
dostepna jest bezptatna pomoc jezykowa.
Zadzwon: 1-877-605-3229 (obstuga TTY: 711)

eocco.com





