Section 1: Member information
Section 1 instructions:

1. Please fill out this section all the way and send your request within
36 months from when your medication was filled. If you have questions about when
you can send your request, please call the number on the back of your member ID card.
2. If you got the medicine from more than one pharmacy or doctor, or if you are sending
a request for more than one member, please use a separate form for each pharmacy,
doctor, and member.

Member ID number (required): Medicare ID number:
Date of birth (mm/dd/yyyy): Gender:

Member name (Last, First, MI):

Street address:

Phone number:

City: State: ZIP code:

Person completing form:
[0 Member [ Spouse [] Child [] Other:

Patient residence:
[0 Home [ Nursinghome [] Assisted living [ Immediate care [] Hospice

Is the member eligible for primary prescription drug coverage ] Yes [] No
from another insurance provider?

If yes:

Was the claim submitted to the other insurance provider? [ Yes ] No
Did the other insurance provider pay as the primary insurer? [] Yes [] No
Name of other insurance provider: Member ID:
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Section 2: Pharmacy and doctor information
Section 2 instructions:

1. Please give the name of the pharmacy where you got your medicine and the name of the
doctor who gave you the prescription. If you do not know this information, you can ask you
pharmacy or doctor for help.

Pharmacy information

Pharmacy name: Pharmacy NCPDP or NPI:
Street address: Phone number:
City: State: ZIP code:
Pharmacy service type:

[] Retail [ Compounding [] Home infusion [] Institutional [] Long-term care
L[l Managed care organization [ ] Mail order [] Specialty

Doctor information

Doctor name: Doctor NCPDP or NPI:
Doctor tax ID: Phone number:
Street address:

City: State: ZIP code:



Section 3: Drug information
Section 3 instructions:

1. Please answer all questions for each medicine listed below. If you do not fill in everything, we
cannot review your request. If you do not know an answer, ask your pharmacy for help.

2. Attach your pharmacy receipt and proof of payment. Tape the receipt to a different page and
turn it in with this form. If you got the medicine in the emergency room or doctor’s office,
include a detailed note from them.

Note: Medicare does not pay for services received outside the United States.

Is this a compound medication? [] Yes [] No
If yes, please attach compound form from pharmacy if available

Was this prescription filled outside the US? [] Yes ] No

Is this a vaccine? [ Yes ] No

If yes: Vaccine cost: $ Admin. fee: $

National Drug Code (NDC): Drug name: Total cost: $
Fill date (mm/dd/yyyy): Rx number: Qty: Day supply:
Dosage form: Strength:

Dispense as written code (if applicable):

Is this a compound medication? [] Yes [] No
If yes, please attach compound form from pharmacy if available

Was this prescription filled outside the US? [] Yes ] No

Is this a vaccine? [] Yes [] No

If yes: Vaccine cost: $ Admin. fee: $

National Drug Code (NDQ): Drug name: Total cost: $
Fill date (mm/dd/yyyy): Rx number: Qty: Day supply:

Dosage form: Strength:



Dispense as written code (if applicable):

Is this a compound medication? [] Yes [J No
If yes, please attach compound form from pharmacy if available

Was this prescription filled outside the US? [] Yes ] No

Is this a vaccine? [] Yes [] No |

If yes: Vaccine cost: $ Admin. fee: $

National Drug Code (NDC): Drug name: Total cost: $
Fill date (mm/dd/yyyy): Rx number: Qty: Day supply:
Dosage form: Strength:

Dispense as written code (if applicable):

Is this a compound medication? [] Yes [J No
If yes, please attach compound form from pharmacy if available

Was this prescription filled outside the US? [JYes [ONo

Is this a vaccine? [ Yes [ No

If yes: Vaccine cost: $ Admin. fee: $

National Drug Code (NDC): Drug name: Total cost: $
Fill date (mm/dd/yyyy): Rx number: Qty: Day supply:

Dosage form: Strength:



Dispense as written code (if applicable):

Section 4: Reason for request

[ Pharmacy will not accept my iCare plan [] I received a Part D covered vaccine in my
doctor’s office
[ Idid not have my plan information at the

time of purchase [ Ifilled my medication during a natural

disaster or state of emergency
[] I was charged for drugs received (] Other:

during an ER visit
[ I believe the claim was paid incorrectly

[] Ireceived adrug while on a cruise
(Cruise itinerary must be included with
request)



Please further explain the issue:

Important claim notice

Caution: If someone lies or hides important facts when asking for insurance or making a
claim and does it on purpose to trick the insurance company or another person, this is
fraud. This is against the law.

Section 5: Sign and return

Note: If someone other than the member signs this form, we need extra papers to show that
person can sign for the member. This could be an Appointment of Representative (AOR) form, a
Power of Attorney (POA), or other legal papers. You can find an AOR form at icarehealthplan.org

Member signature: Date:

Return the completed form and receipt(s): Mail:
Independent Care Health Pharmacy Solutions
1555 N. RiverCenter Drive, Suite 206
Milwaukee, WI 53212

Fax: 888-599-2730

You may not get all your money back. The amount you get depends on what you paid at the
pharmacy and what your iCare plan covers for that medicine. If you paid more than the plan
covers, you will get less back. For more details, you can read iCare’s DMR policy at:
https://www.humana.com/pharmacy/prescription-coverages/medicare-drug-list.

Customer Service Information

Call toll free: 800-777-4376

TTY users call: 711

Hours of operation: 24 hours a day, 7 days a week.



Notice of Non-Discrimination

Independent Care Health Plan complies with applicable Federal civil rights laws and does not
discriminate or exclude people because of their race, color, religion, gender, gender identity,

sex, sexual orientation, age, disability, national origin, military status, veteran status, genetic
information, ancestry, ethnicity, marital status, language, health status, or need for health services.
Independent Care Health Plan:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services 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 assistance services to people whose primary language is not English,
which may include:

- Qualified interpreters
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services
contact 1-800-777-4376 (TTY: 1-800-947-3529). If you believe that Independent Care Health Plan.
has not provided these services or discriminated on the basis of race, color, religion, gender, gender
identity, sex, sexual orientation, age, disability, national origin, military status, veteran status,
genetic information, ancestry, ethnicity, marital status, language, health status, or need

for health services, you can file a grievance in person or by mail, fax, or email with Independent
Care Health Plan’s Non-Discrimination Coordinator at 1555 North RiverCenter Drive, Suite 206,
Milwaukee, Wisconsin 53212, 1-800-777-4376 (TTY: 1-800-947-3529), Fax: 1-414-918-7589, or
advocate@icarehealthplan.org. If you need help filing a grievance, Independent Care Health Plan’s
Non-Discrimination Coordinator can help you.

You can also file a 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, S.W., Room 509F,
HHH Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD)

This notice is available at www.icarehealthplan.org.
GHHNDN2025iC



Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available.
Call 1-800-777-4376 (TTY: 711).

1-800-777-4376 3, e Jeail Ulsa Sl spuatil) g 4 8la) sae Lusall 5 Aalll ledd 535 :[Arabic] dx_al)

(711 ;i) ailgdl)

RwytptU [Armenian]: Iwuwubh G wuysdwn |Gawywl, wewygdwl W wypuinpwupwhu
adlLwswithh swnwjnipejntuutn: 2wugwhwpb’p' 1-800-777-4376 (TTY: 711):
1<l [Bengali]: TRNTNET OIFT, W57 =TI, <2 [Pg [Tt ARIRN GoveTsh |
(TN P 1-800-777-4376 (TTY: 711) N
1B{AF3 [Simplified Chinese]: Bl TRl RHE R ZERVIES  HHBNIL & AR EL AR TR 2N AR S5 -
TEENE 1-800-777-4376 (MFFEEL:711)
FREP X [Traditional Chinese]: IRl R B RIFE S BN E LU H MM TR A AR5
FAEE 1-800-777-4376 (BEFEERLR:711)
Kreyol Ayisyen [Haitian Creole]: Lang gratis, ed oksilye, ak Lot foma sevis disponib. Rele
1-800-777-4376 (TTY: 711).

Hrvatski [Croatian]: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog
formata. Nazovite 1-800-777-4376 (TTY: 711).

1-800-777-4376 L . o) (s yinsd 53 (Kl (5l Caa i ilal sla SeaS (80 b ) leda [Farsi] ol
2,80 i (TTY: 711)

Francais [French] : Des services gratuits linguistiques, d’aide auxiliaire et de mise au format
sont disponibles. Appeler le 1-800-777-4376 (TTY: 711).

Deutsch [German]: Es stehen kostenlose unterstitzende Hilfs- und Sprachdienste sowie
alternative Dokumentformate zur Verfagung. Telefon: 1-800-777-4376 (TTY: 711).

EAMnvikd [Greek]: AlatiBevtal dwpedv YAWOOIKEG UTtNPETieg, fonbnuata kat uttnpeacieg oe
EVAAAKTIKEG TIpooBactueg popdeg. Karéote oto 1-800-777-4376 (TTY: 711).

oAl [Gujarati]: (:Yes eldl, Uslas Uslal wal ds(As Slile Azl Gudou B.
1-800-777-4376 (TTY: 711) UR sl 83

.0"917N D'UNIIDA D'VORVITY NTIAN ,DIAN MN'Y :D1'NA DINT 7R D'NN'Y ([Hebrew] nay
(TTY: 711) 1-800-777-4376 19007 Wwppnn Xa

fe=< [Hindi]: fa¥:Q[eh 19T, WETIh #Heg 3R dehfoush YET HaIV 3Ueisy g
1-800-777-4376 (TTY: 711) X i HL|

Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab
cuam. Hu 1-800-777-4376 (TTY: 711).

Italiano [Italian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza
ausiliaria e formati alternativi. Chiama il numero 1-800-777-4376 (TTY: 711).

This notice is available at www.icarehealthplan.org.
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HAGE Japanese]: Sea & T —EX MBIZERY —E X, ﬁﬁﬂ/‘w ER &R TR
W17 £9,1-800-777-4376 (TTY: 711) FTHEFE T

Menigi[Khmer]: WUNAYIRAMan SSW S Iﬁjﬁ‘ﬁ‘iaji:’ng‘[j:iﬁiiﬁjﬁii’%hﬁ—ﬂ@

IMoN S giunisiiue 1-800-777-4376 (TTY: 711)

et=0] [Korean]: £ A0, & X| 2 & CiX| F A MH|AE O|85H = UELICH
1-800-777-4376 (TTY: 711)HOE FO|SIHA|L.

WIII990 [Lao] JJD')‘)DUQD’)‘)DO‘)DM‘)%? QUL ﬂBDQOE)CU)S ({9} SUCCUUU)’)?CQST)SD
loilgws. 1n 1-800-777-4376 (TTY: 711).

Diné [Navajo]: Saad t’aa jiik’eh, t’dadoole’¢ binahji’ bee adahodooniligii diné bich’t’
anidahazt’1’1, d66 tahgo at’éego bee hada’dilyaaigii bee bika’aanida’awo’{ daholg. Kohji’
hodiilnih 1-800-777-4376 (TTY: 711).

Polski [Polish]: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty.
Zadzwon pod numer 1-800-777-4376 (TTY: 711).

Portugués [Portuguese]: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar e
outros formatos alternativos. Ligue 1-800-777-4376 (TTY: 711).

UATST [Punjabi]: HE3 37, AJed ATesT, w3 feasfus ggne Ree Sussy Js|
1-800-777-4376 (TTY: 711) ‘3 5 |

Pycckuni [Russian]: MNMpegocTaBnatotca 6ecnnaTtHble YCyrn A3bIKOBOW NO4AeP>XKKN,
BCMoOMoraTtefibHble CpeacTBa U MaTepuarnbl B anbTepHaTUBHbIX popmaTtax. 3BOHUTE NO HOMepY

1-800-777-4376 (TTY: 711).

Espanol [Spanish]: Los servicios gratuitos de asistencia linglistica, ayuda auxiliary
servicios en otro formato estén disponibles. Llame al 1-800-777-4376 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 1-800-777-4376 (TTY: 711).

SOD [Tamil]: @eveus Qomgl, gienesst 2 gall HMID WIHMI eulge CFen6Us6IT 2 6iT6erT6oT.
1-800-777-4376 (TTY: 711) &3 Sienp&a6a) L.
SN [Teluég & 273, DSIFONE DPER), DB (DEB5I) O °TE] e
002N $©5Y). 1-800-777-4376 (TTY: 711) 8 525 TOHOK.

(TTY: 711) 1-800-777-4376 JS - i ladd (S e Jld Jaliia 5} calaal () glae el ) e [Urd]: 520
Tiéng Viét [Vietnamese]: C6 sén céac dich vu mién phi vé ngdn nglt, hé tro bé sung va dinh
dang thay thé. Hay goi 1-800-777-4376 (TTY: 711).





