Prescription Drug Claim Form Q72 Health Pointe

You are not required to use this form to request a reimbursement. 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 fill out as much information as you have available. Any blank
fields we will attempt to obtain directly from your pharmacy.

Please indicate the reason for your reimbursement request.

[__] 1did not have my member ID card at the time of purchase.

[__] I 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

1. 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 in your Evidence of Coverage. For questions about the
filing period, please review your Evidence of Coverage or call Health Pointe Direct Complete Plan
(HMO I-SNP) Member Services at either 1-844-269-3442 or 1-718-637-2075 (local) (TTY: 711).
Hours of operations: From October 1 to March 31, we are open 7 days a week, from 8 a.m. to 8 p.m.
EST. From April 1 to September 30, we are open Monday through Friday, from 8 a.m. to 8 p.m. EST.

3. Requests for reimbursement may be made by the member; the member’s prescribing physician or
provider, or the member’s representative. If someone other than the member is requesting this
reimbursement please include a completed Appointment of Representative form with your request.

4. Please submit a separate form for each patient for which you purchased medications.

First Name Last Name MI

Telephone Number Date of Birth Gender (Circle One)
( ) Male Female
ID Number Subscriber’s Employer (PCN)

Mailing Address

City State ZIP Code

Member Signature Date Signed




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 (NA if not available) Telephone Number
C )

For Reimbursement of Compound Drug Preparation, see the table below.
Please indicate the time spent preparing the compound drug in the Receipt Information on page 2.

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

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 drug.
b. All active ingredients must be covered as part of your formulary and all script information must
be submitted.
Please provide the explanation of benefits (EOB) or denial letter from the primary insurance carrier if
you have primary coverage with another insurance carrier.
Receipts will not be returned, remember to keep a copy of the completed claim form and receipt(s) for
your records.




Part 4: Drug Information: 7his 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 details. If you are unable to obtain the information
we will attempt to contact your pharmacy, however it may result in a delay of processing your claim.

Date Rx Filled Diagnosis Code and Description | Medication Name

Rx Number Final Form of Compound (cream, patches, suppository, suspension, etc.)
National Drug Code Quantity

Day Supply Total Volume (grams, ml, each, etc.)

Prescribing Physician First/Last Name

Prescribing Physician NPI

Original Cost of Rx Amount Primary Insurance Member Paid Amount
Paid on Rx
Compound Ingredients
Ingredient Name Ingredient NDC Metric Decimal AWP/WAC
Quantity
1
2
3
4
Total Ingredient
Reimburse Cost
(Circle One) Preparation Time
Pharmacy | Member

Mail this form along with receipts to:
Health Pointe Direct Complete Plan (HMO I-SNP) Manual Claims  1-855-668-8550

PO BOX 1039
Appleton, WI 54912-1039

H1722 2020 RX17 C

Member Copay

Or Fax this form along with receipt to:
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Health Pointe Direct Complete Plan (HMO I-SNP) is required by federal law to provide the
following information.

Health Pointe Direct Complete Plan (HMO I-SNP) complies with applicable Federal civil rights
laws and does not discriminate on the basis of race, color, national origin, age, disability or sex.
Health Pointe Direct Complete Plan does not exclude people or treat them differently because of
race, color, national origin, age, disability or sex. Health Pointe Direct Complete Plan provides
free aids and services to people with disabilities to communicate effectively with us, such as:
qualified sign language interpreters and written information in other formats (large print, audio,
accessible electronic formats, other formats). Health Pointe Direct Complete Plan provides free
language services to people whose primary language is not English such as: qualified interpreters
and information written in other languages. If you need these services, contact the Customer
Care Center at 1-844 269-3442.

If you believe that Health Pointe Direct Complete Plan (HMO I-SNP) 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. If you need help filing a grievance, The Grievance
Department is available to help you. You can file a grievance in person or by mail, fax, or email:

Grievance Department

810 7" Ave, Suite 801

New York, NY 10019

Phone: 1-844-269-3442

Email: Grievance@healthpointeny.com

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 http://www.hhs.gov/ocr/office/file/index.html.
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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 1-844-269-3442 (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 1-844-269-3442 (TTY 711). Alguien que hable espafiol le podra ayudar. Este es
un servicio gratuito.

Chinese Mandarin: $4/ J5E (1L 50 2o B IR 55, 5 DD A8 A 2 5 T (dt S el 25 W R R ) A T- (] 5
o), R R AR S, 5 EL L 1-844-269-3442 (TTY 711). BAI b Sz TAE AN R IR
EEIE, XE TR RS,

Chinese Cantonese S B AT (ol B el SEY) PR S T BEAF A BE N, 2 LB B Ok 5 B A
5, MERAGEIRTS, 5800 1-844-269-3442 (TTY 711). FeAMahrb o) N B 648 4 1m 42
TiL%JEJJ @Eéiﬁﬁﬁﬂﬁm

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 1-844-269-3442 (TTY 711). Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a 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 1-844-269-3442 (TTY 711). Un interlocuteur
parlant Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chiing t0i 6 dib vultong dic mién phidérdotac cau hovéhuonges
khowa chuong h thuéenen. Néu quivicanttong didh vién xin goi-844-269-3442 (TTY
711). s&6 nhan vién noi tieng Wgiap dgui vi. By 1a dih vu nen phi

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-844-269-3442
(TTY 711). Man wird Thnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: DW” )% 1Y E obF Yol Bet Ao Pl melnA R EY

XO) 228 A B S S5 ok 5 A9 F ol -5he] 7l A1 5H1-844-260-3442 (TTY

711>Hdzi Fols) FAA Q. FFol S 54 wkabv} e} =2 g th o] An] 2
2 eggy,

H1722 MultiLang2020 C
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Russmn. Ecin y Bac BO3HUKHYT BOIPOCHI OTHOCUTEJIBHO CTPaXOBOI'0 MJIM MEIUKAMEHTHOIO
IUIaHA, BBl MOYKETE BOCIIOIB30BAThCS HAIIUMH OCCITIATHBIMU yCIyTaMH NEpeBOTYUKOB. YTOOBI
BOCIIOJIb30BAThCsl yCIIyraMH MEPEeBOAYNKA, TO3BOHUTE HaM 110 Tenedony 1-844-269-3442 (TTY
711). Bam okaxeT MOMOIIb COTPYTHHK, KOTOPBIH TOBOPHUT MO-pyccku. JlaHHas yciyra
OecruiaTHasl.

Arabic:

Lual 4 509 Jsan ol daally (gl Al of e Ala Dl dplaal) o) sil) aa yiall Cilead aas L)

st iy sV 5 sme ble. il 5558 o e sle J5n2a 104430624481 0 Lo (23 1 s
ool e Ras 038 liseLisa,

Hindi: SHR WY I1 &al &1 ol haR § STUdicsat Ht Y ohordTd o el AR U

O QU YA SUT &, T GHTIIT T R T, S 89 1-844-269-3442 (TTY 711).
Wuﬁqﬁ PIS faT Sif fR=<1 Sield & 3T Hag PR obell 8. T§ Ueb Il JaT &,

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 1-844-269-3442
(TTY 711). Un nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un
servizio gratuito.

Portugués: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saide ou de medicacdo. Para obter um intérprete, contacte-
nos através do nimero 1-844-269-3442 (TTY 711). Ira encontrar alguém que fale o idioma
Portugués para o ajudar. Este servigo ¢ gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta genyen
konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis rele nou nan
1-844-269-3442 (TTY 711). Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w
uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z
pomocy thumacza znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-844-269-3442 (TTY
711). Ta ustuga jest bezptatna.

Japanese: it D EREORER & 3800 3T 7 2T 5 ZHBICBEZ T 5720
2. MR OMBIRYT —E AHTH ) T IEWE T, lRE @I L 512

13, 1-844-269-3442 (TTY 711) I BHEFHC 723 v, HAGEZGET A & kv L £
T, ZHUFERIOY— 2T,
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