Medicare Part D Prescription

Drugs Claim Form

Claim Form Instructions

EEDOCTORS

HEALTHCARE PLANS, INC

Please read carefully before completing this form. Claim forms that do not include the required
information may delay or inhibit our ability to process your request for reimbursement.
Completion and submission of this form does not guarantee reimbursement. Claims are
subject to limitations, exclusions, and other provisions of your benefit plan.

Part 1: Member Information (to be completed by the member)

1. Complete all

information under Part 1. The member/cardholder ID Number is located on your insurance card.

2. Submit claims within the filing period specified by your health plan. For questions about your filing period, please
call the number on the back of your insurance card.

3. Please submit a separate claim form for each patient and pharmacy from which you purchase medications.
4. IMPORTANT NOTE: Payment and related correspondence will be sent to the primary subscriber unless you
provide us with an Alternate Address in Part 1.

Part 2: Receipt

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

required.

2. Include all original pharmacy receipt(s). Tape receipts to a separate page to be submitted with the claim form.

Note: Please do not staple receipts or other documentation to the claim

3. For multiple claims, please use the multiple prescription form.

form.

PRESCRIPTION/PHARMACY INFORMATION

Prescription Label Example: Please use this example as a guide to locate the required information. Note: Each pharmacy
may have a unique label format.

123 Any Street

RX 1234567
DOE, JANE DOB:

01/01/1900
456 Home Road

00000-1111-22

A. SMITH, MD
NPI: 4567890123

U&C: 200.00

Anytime Pharmacy #1234

Home Town, US 12345-6789

Home Town, US 12345

Amoxicillin 500 mg capsules (Teva) DAW: 0
QTY: 45 Days Supply: 30
COPAY: 20.00

(509)555-1234
Store NPI: 1234567890

Date Filled: 1/1/2009

(509)555-5678

Date Filled*

RX Number

Quantity*

Day Supply*

National Drug Code (NDC)*

Medication Name and Strength*

Physician Name

Physician National Provider ID (NPI)

DAW

10. Usual and Customary Price (U&C)/RX Price*
11. Copay*

12. Pharmacy National Provider ID (NPI)

* Denotes information required to process a claim. If
this information is not included, it may delay or

inhibit our ability to process your request for
reimbursement.

CoNoORLN =

4. Remember to keep a copy of the completed claim form and receipt(s) for your records.

5. Send the completed form and receipt(s) to:

Medimpact.com

Me;liﬁpact

H4140 MIDMR C

Doctors Healthcare Plans, Inc.
Attn: Pharmacy Department
2020 Ponce De Leon Blvd., PH 1
Coral Gables, FL 33134

Fax: 858-357-2614

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved.



Medicare Part D Prescription Drugs Claim

PART 1 *Indicates required information
Primary Subscriber/Cardholder ID Number* Group Number
Name of Health Plan/Insurance Primary Subscriber Name* DOB: (mm/dd/yyyy)*
I
Member Name: (First, Middle, Last)* Date of Birth: (mm/dd/yyyy)* | Relationship to Primary Subscriber
/ / Self I Spouse [ Dependent

Primary Subscriber Address: (Street, City, State, Zip code)

Alternate Address: (Street, City, State, Zip code)

*If no alternate address is specified, correspondence and/or payment will be forwarded to the primary subscriber address on file with your health plan/insurance.

Member Telephone Number: ( )

Indicate reason for manually filing these claims (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 insurance payment)

Discount Card wasused

Health plan/insurance information or insurance card not available at the time of purchase
Pharmacy not participating in network

Pharmacy unable to process claim electronically

Emergency — If Emergency, describe emergency below
Manual submission of claims does not guarantee reimbursement.

OoOoooo

Describe Emergency:

PART 2

RX Number Date Filled* New 0 Refill 1 Quantity* Day Supply* National Drug Code (11 Digit)*
(check one)
I
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name:
NP : $ $
Compound? - Yes — No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
PART 3
Affix Pharmacy Label Here or Enter the Required Information:
Pharmacy Name* Pharmacy Telephone Number
Street Address NPI*
City State Zip Pharmacist Signature* Date*

By signing below, | certify that | have read and understood this form, and that the information provided on this form is true and
correct to the best of my knowledge.

Member or Authorized Representative Signature® Date*

NOTE: If this form is completed and signed by an Authorized Representative, an Authorization of Representation (AOR) must accompany this form.

Megiﬁpact MedIimpact.com ,

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved.



Multiple Prescription Claim Form

*[] Indicates requiredinformation

Medicare Part D Prescription Drug Claim Form

RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/ / (checkone) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] []| Quantity* Day Supply* National Drug Code (11 Digit)*
/] [(eheck HEEEEEEREE
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/ / (checkone) ‘ ‘ ‘ ‘ ‘ ‘ ‘
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/ / (checkone) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/1 theckons EEEEEEEEN
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/ / (checkone) ‘ ‘ ‘ ‘ ‘ ‘ ‘
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
/ / (checkone) ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
Medication Name and Strength * Physician Name & NPI Number RX Price* Co-Pay*
Name NPI $ $
Compound? D Yes D No (If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)
RX Number Date Filled* New [ ] Refill [ ]| Quantity* Day Supply* National Drug Code (11 Digit)*
I eekone ([ [[[T[[]

Medication Name and Strength *

Physician Name & NP1 Number

Name NPI

RX Price* Co-Pay*

$ $

Compound? [ |Yes

[ ]No

(If yes, please identify NDC ingredients & quantity amounts on the Compound Claim Form)




Medicare Part D Prescription Drugs Claim

COMPOUND PRESCRIPTIONS

The pharmacy or dispensing facility must complete the remaining portion of this form and return it to the
member/patient or provide the member/patient with a Universal Claim Form for a Compounded
Medication.*

“ Provide an 11-digit NDC number for each of the ingredient(s) in the medication
~ Indicate the drug ingredient(s) and quantity.

L Indicate the metric quantity dispensed in number of tablets, grams or milliliters for liquids, creams, ointments
orinjectables.

= Indicate the amount paid for the prescription by the patient.

Compound Prescriptions

For pharmacy use only*

Total Charge: $

Note: If the medication/drug was purchased in a foreign country,

the currency must be converted into US dollars.

The original pharmacy prescription label or cash receipt should accompany this claim form or the Universal Claim
Form for a compounded medication. Prescription labels and receipts will not be returned; you may wish to make
copies for yourrecords.

Megiﬁpact MedIimpact.com .

Copyright © 2021 MedImpact Healthcare Systems, Inc. All rights reserved.



Notice Informing Individuals About Nondiscrimination
and Accessibility Requirements

Doctors HealthCare Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation, and gender
identity). Doctors HealthCare Plans, Inc. does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex (including pregnancy, sexual orientation, and gender identity).

Doctors HealthCare Plans:
= Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- 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:
- Qualified interpreters
- Information written in other languages
* If you need these services, contact Member Services/Civil Rights.

If you believe that Doctors HealthCare Plans has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation, and gender
identity), you can file a grievance with:

Doctors HealthCare Plans, Inc.
Attn: Member Services/Civil Rights
2020 Ponce De Leon Blvd, PHI

Coral Gables, FL 33134

Telephone: 833-342-7463 (TTY: 711)
Fax: 786-578-0293,

Email: civilrights@doctorshcp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Member Services/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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/ocr/complaints/index.html.




FORM APPROVED

OMB# 0938-1421
MULTI-LANGUAGE INTERPRETER SERVICES

English: We have free interpreter services to answer any questions you may have about our health or drug plan. To get an
interpreter, just call us at 833-342-7463 (TTY:711). Someone who speaks English/Language can help you. This is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 833-342-7463
(TTY:711). Alguien que hable espafiol le podrd ayudar. Este es un servicio gratuito.

Chinese Mandarin: 192 (%, 5% By BIE M S5, A Y MR AAK T R R G B T8 o], i RIGF Z I H
BRI, R ECE 833-342-7463 (TTY:711)0 RATHHF X TAEA RBAREWI G 2L 2—TH M

Chinese Cantonese: & ¥ &M st kG ab A A2 M, A E MR R EEZE N FHHER
B, KE 833-342-7463 (TTY:711), AT XMA B RE A ERER S, B T IREHMH,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan ninyo
hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami
sa 833-342-7463 (TTY:711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. lto ay libreng serbisyo.
French: Nous proposons des services gratuits d'interprétation pour répondre & toutes vos questions relatives a notre
régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler
au 833-342-7463 (TTY:711). Un interlocuteur parlant Francais pourra vous aider. Ce service est gratuit.
Vietnamese: Chlng t6i c6 dich vu thong dich mién phi dé tra |Gi cac cau hoi vé chudng suc khde va chudng trinh
thuéc men. Néu qui vi can thong dich vién xin goi 833-342-7463 (TTY:711) sé cé nhan vién néi tiéng Viét gidp d& qui
vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 833-342-7463 (TTY:711). Man wird lhnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: A= 2|7 Hel = ofF EY0)| 2ot AE0] Bl E2[2Xt 28 89 MH|AS HES5t ASLICH S
MH|AE 0|835t2{H T2t 833-342-7463 (TTY:711)HO = 22|l FUARL. St E = BEAP =2f EE
AL|Ct O MH|A= R 2 2HELC

—

Russian: Ecniv y Bac BO3HUKHYT BOMPOCHI OTHOCHUTENLHO CTPAXOBOTO MM MEAMKAMEHTHOTO MAAHA, Bbl MOXETE
BOCMOSb30BATLCS HALIMMM BECMIATHBIMM YCNYTaMM NEPEBOAYMKOB. YTOOBI BOCMONB3OBATLCS YCIYraMu
nepeBoaumMKa, Nno3soHuTe Ham no TenedoHy 833-342-7463 (TTY:711).Bam okaxeT nomoLb COTPYAHMK, KOTOPBI
roBOpMT no-pyccku. [laHHas ycnyra 6ecnnatHas.

Arabic: Lol 250 Jpan sl Aaally Blas dliud (51 e Alad Lilaall (g 5l an yiall cilaad s Ly
Uadd o gii | 833-342-7463 (TTY:711) e W Juai¥) (5 g e Ll (55 8 aa jia o J gaall
uilae A o2 cliacliay A jall Gaaaty Le
Hindi: EAR §_dTH__F IT1 241 $1 JIST & a1 | 3T Hepd H T_T_T P a7 34 & B¢ R 418 7%_d
SATHIAT BaTY IUTT_ U 2. e HTHIAT U_ITT_d B B BIQ, T H 833-342-7463 (TTY:711) WHIH &, Bl
T _Tqeh_dl ol FeT_l FIATE TUDR] 7SS B Thd 8. I Uh Th_d 4aT 2.
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano

sanitario e farmaceutico. Per un interprete, contattare il numero 833-342-7463 (TTY:711). Un nostro incaricato che
parla ltalianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer questéo que tenha acerca
do nosso plano de saide ou de medicacdo. Para obter um intérprete, contacte-nos através do nimero 833-342-
7463 (TTY:711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa
dwog nou an. Pou jwenn yon entéprét, jis rele nou nan 833-342-7463 (TTY:711). Yon moun ki pale Kreydl kapab
ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezpfatne skorzystanie z ustug tumacza ustnego, ktéry pomoze w uzyskaniv odpowiedzi

na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystaé z pomocy ttumacza znajgcego jezyk polski,
nalezy zadzwonié¢ pod numer 833-342-7463 (TTY:711). Ta ustuga jest bezptatna.

Japanese: B DREE BEREE BB AUAETSVICEB T2 EMICEERT 2/ 12 BEOBRY—EIN
HOFEFTTTVET, BRECHMICARDITIE 833-342-7463 (TTY:71) ICEBEELIE SV HAGEZFEITA E N
SFHEWLET, CNIFER O — EXTTY,

FORM CMS-10802 | (EXPIRES 12/31/25)
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