eoCccCo

EASTERN OREGON

COORDINATED CARE Prescription drug Cldim fOI"m

ORGANIZATION

Please read carefully the following instructions before completing this form.
Claim forms with missing information cannot be processed and will be returned to the sender.

Patient and subscriber information (to be completed by the member)
1. Complete all information in Part 1. The member or subscriber ID number is located on your health plan ID card.

2. Aclaim must be submitted to EOCCO within 90 days of the date the expense was incurred. Under no circumstances
will claims submitted later than one year from that date be considered valid, except in the case of legal incapacity.

3. Please submit a separate claim form for each patient and pharmacy from which you purchase
medications. Payment and related correspondence will be sent to the primary subscriber unless
you have made arrangements with Moda Health to send to an alternate address.

Pharmacy information
1. Ifrequired information is not available on the receipt, ask your pharmacy representative to complete Part 2 and Part 3.
2. Remember to keep a copy of the completed claim form and receipt(s) for your records

Prescription information

1. Submit detailed prescription receipts or labels that contain the requested information (shown below),
or have your pharmacy representative complete Part 2 and Part 3. If you do not submit a detailed
prescription receipt for your prescription(s), a pharmacy representative signature is required.

2. Include a copy of your pharmacy receipt(s). Photocopy receipts and submit with the claim
form. Note: please do not staple receipts or other documentation to the claim form.

3. If you have more than one claim, submit a separate Part 2 for each
medication or use the multiple prescription alternative form.

4. Receipts for the administration of vaccines require completion of Part 2 and Part 3.
A pharmacy representative signature is required.

5. Compounded medications require a separate Compound Claim Form.

6. Receipts for medication purchased outside the U.S. must be translated into English,
including conversion of currency conversion into U.S. dollars. You also must include
the required prescription and pharmacy information as indicated below.

Section 1 » Patient and subscriber information (to be completed by the member)

Patient last name* Patient first name* Patient M.1.

Patient date of birth Patient address

(mm/dd/yyyy)*

Relationship to primary subscriber: City State ZIP code

O Self O Spouse 0O Domestic partner [ Dependent

Subscriber last name* Subcriber first name* Subscriber M.I.

Subscriber ID no.* Group no. Group/employer name Subscriber date of birth
(mm/dd/yyyy)*

Does this member have prescription coverage If yes, provide the name of the health plan and other employer

under any other group health plan? O Yes 0O No

O I certify that the information on this claim form is true and correct to the best of my knowledge.
I authorize the release of any medical information necessary to process this claim.

Member signature* Phone no. Date (mm/dd/yyyy)
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Indicate reasons for filing a claim(s) (select one)*:

O Coordination of benefits — claims must be submitted with pharmacy receipt(s) identifying copays paid and an
Explanation of Benefits from the primary carrier (or prescription history from the pharmacy showing primary
health plan payment)

0 I A I 0 I o R

Emergency — please explain
Worker’s compensation

Medicare is primary prescription coverage
Discount card was used
Health plan, health coverage information or health plan ID card was not available at the time of purchase
Pharmacy not participating in network

Pharmacy unable to process claim electronically

O Prescription purchased outside the U.S. Please see claim instructions on previous page.

O Other

Submission of claims does not guarantee reimbursement.

Section 2 » Pharmacy information

Affix pharmacy label here or enter the required information. If the information below is not on the receipt(s) you submit,
ask your pharmacy representative to complete and sign.

Pharmacy name* Pharmacy phone no. Pharmacy NPl or NABP*
Pharmacy address City State ZIP Code
Pharmacy representative signature* Date (mm/dd/yyyy)*

Section 3 > Prescription information

If the information below is not on the receipt(s) you submit, ask your pharmacy representative to complete.
Each pharmacy may have a unique label format but please use the sample as a guide to locate the required information.

RX 1234567
DOE, JANE

Anytime Pharmacy #1234
123 Any Street Home Town, US 12345-6789 NPI: 1234567890

456 Home Road
Home Town, US 12345

(509) 555-1234

Date Filled: 1/1/2009

DOB: 01/01/1900
(509) 555-5678

Patient name

Medication name and strength
National drug code (NDC)

Quantity

Usual and customary price (Rx price)
Provider NPl or NABP number

Amoxicillin 500 mg capsules (Teva) Date filled
DAW: 0 QTY: 45 Days Supply: 30 Patient date of birth
! NDC #00000-1111-22 U&C:200.00 COPAY: 20.00 Day supply
Copay
Rx no. Medication name* Medication strength* O New prescription
O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Isthisacompound? 0O Yes O No

If yes, please identify NDC ingredients and quantity amounts on the Compound Claim Form.

* Indicates required information
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Rx no.

Medication name*

Medication strength*

O New prescription
O Refill

Physician name

Physician NPl number

Date filled (mm/dd/yyyy)*

National drug code (11-digit)*

Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)
Rx no. Medication name* Medication strength* O New prescription

O Refill
Physician name Physician NPl number Date filled (mm/dd/yyyy)* National drug code (11-digit)*
Quantity* Day supply* Rx price* Copay* Vaccine admin fee (if applicable)

* Indicates required information

Ready to submit? Mail this form to EOCCO, P.O. Box 40168, Portland, OR 97240-0168

or fax to 800-207-8235, ATTN: Rx Claims Department

Questions? Call EOCCO Pharmacy Customer Service at 888-474-8539.
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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 discriminated,

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 Joall Ulaa @l dalia 45 52 320 Lisa
(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
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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
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