prescription drug s PROVIDENCE
reimbursement request form Health Plan

Providence Health Plan requires members to use participating pharmacies to access prescription drug benefits. As a member
of the Plan, you have access to participating pharmacies nationwide. This Prescription Drug Reimbursement Request
form is for use in exceptional circumstances when you are unable to access your prescription drug benefit, (e.g.
Emergencies). Benefits are as shown on your Prescription Drug Summary of Benefits and all covered services are subject
to the specific conditions, duration limitations and all applicable maximums of the Group Contract on a usual, customary
and reasonable (UCR) cost basis. The submission of this form does not guarantee reimbursement.

In the area(s) provided below, please explain in detail the reason(s) you did not use your prescription benefit and attach any
itemized receipt(s). Submit this completed form to: Providence Health Plans, P.O. Box 3125, Portland OR, 97208-3125.
Please remember to contact your Customer Service team at one of the numbers listed below if you need future assistance with
locating a participating pharmacy.

PATIENT & INSURED (SUBSCRIBER) INFORMATION

PATIENT NAME (FIRST NAME, MIDDLE INITIAL, LAST NAME) PATIENT'S DATE OF BIRTH| PATIENT'S SEX |MEMBER ID NO.
M F

PATIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)

INSURED’S NAME (FIRST NAME, MIDDLE INITIAL, LAST NAME) INSURED’S GROUP NO. (OR GROUP NAME)

INSURED’S ADDRESS (STREET, CITY, STATE, ZIP CODE)

1) Reason for not utilizing prescription copayment benefit:

Attach itemized receipt(s) suitable for
insurance billing purposes here

[ ]

2) Reason for not utilizing prescription copayment benefit:

Attach itemized receipt(s) suitable for
insurance billing purposes here

[ ]

PLEASE ATTACH A SEPARATE SHEET IF YOU HAVE MORE ITEMIZED RECEIPTS TO SUBMIT

| hereby certify that all information given is correct. | further certify that all drugs and medicines were prescribed by a physician and
were purchased for the family member named.

PATIENT’'S SIGNATURE (OR PARENT / LEGAL GUARDIAN) DATE

« Portland Metro Area: « All Other Areas: « TTY (For the Hearing Impaired):

customer service: [ 0 1-877-216-3644 711
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Non-discrimination Statement

Providence Health Plan and Providence Health Assurance comply with applicable Federal civil rights laws
and do not discriminate on the basis of race, color, national origin, age, disability, or sex. Providence
Health Plan and Providence Health Assurance do not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex.

Providence Health Plan and Providence Health Assurance:
e Provide free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)

e Provide free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you are a Medicare member who needs these services, call 503-574-8000 or 1-800-603-2340. All
other members can call 503-574-7500 or 1-800-878-4445. Hearing impaired members may call our TTY
line at 711.

If you believe that Providence Health Plan or Providence Health Assurance 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 our Non-discrimination Coordinator by mail:

Providence Health Plan and Providence Health Assurance
Attn: Non-discrimination Coordinator
PO Box 4158
Portland, OR 97208-4158

If you need help filing a grievance, and you are a Medicare member call 503-574-8000 or 1-800-603-
2340. All other members can call 503-574-7500 or 1-800-878-4445. (TTY line at 711) for assistance. 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.qov/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, 1-800-537-7697 (TTY)

Complaint forms are available at http.//www.hhs.qov/ocr/office/file/index.html.



http://www.hhs.gov/ocr/office/file/index.html

Language Access Information

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call
1-800-878-4445 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al
1-800-878-4445 (TTY: 711).

CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn nglt mién phi danh cho ban. Goi s6 1-800-
878-4445 (TTY: 711).

FENMREEARRETX, BALABESESEMRE. BHHE 1-800-878-4445 (TTY: 711).

BHUMAHMUE: Ecnuv Bbl FOBOPUTE Ha PYCCKOM 5i3blKe, TO BaM AOCTYMHbl 6ecnaaTHbie ycayry nepeBoaa.
3soHuTe 1-800-878-4445 (tenetaiin: 711).

FO B2 E AESIAI= B3R, 00 A& MHIAE RE2 01254 &= ASLICH 1-800-878-
4445 (TTY: 711) HO 2 HMGloH = Al S

YBATA! AKLLO BX pO3MOB/IAETE YKPATHCbKOIO MOBOIO, BU MOXKETe 3BEPHYTUCA A0 6e3KOLITOBHOT CyXKOU
MOBHOI NiaTpumkn. TenedoHyitte 3a Homepom 1-800-878-4445 (tenetain: 711).

FEEIE: HBAEZEINDGBE, BEHOEEXEL CHMAVZITET, 1-800-878-4445
(TTY: 711) £ T, BEBEICTIERKCLES LA

1-800-878-4445 « )B‘MJ().Au e lali s il Ak 58 Sl b33 CAA\. Ja l.i‘&“\ \S) Ciadidh 3:}5\ (J ;)LB
(TTY 711) ) yu_ S aas Al @ )§A)

ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistenta lingvistica, gratuit. Sunati
la 1-800-878-4445 (TTY: 711).
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XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-878-4445 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufnummer: 1-800-878-4445 (TTY: 711).
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ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-800-878-4445 (ATS : 711).

sPew o aumanm naauaunnle st meacaamatennsnnmlaciviaT Tne 1-800-878-4445 (TTY: 711)



