envolve'
arka nsas Pharmacy Solutions
total care
PRESCRIPTION CLAIM REIMBURSEMENT FORM
This is a reimbursement form. Complete and mail claim reimbursement form to:
Envolve Pharmacy Solutions | 5 River Park Place East, Suite 210 | Fresno, CA 93720
Fax forms to (844) 678-5767. Incomplete forms will cause delays.
Envolve Pharmacy Solutions customer service desk (800) 413-7721.
To be completed by insured.

I. Member Information (Please PRINT) Il. Prescription Plan (Please PRINT)
Member Name: Insured’s Member ID

Address: Group Number:

Birth Date: Phone: Employer:

lll. Patient Information (Please PRINT)

What is your relationship to insured?
OSelf OSpouse O Dependent 0O Other

Is the patient covered by other medical benefit Plan? .........ccccooiiiiiiiiiii e, OYes ONo
Is the patient covered by a group POLICY PLANT .....ooiviiiiiiiiie e OYes ONo
Is the patient covered DY MEAICAIE? ........couiiiiiiiiei e OYes ONo
Is the patient covered by another government PLan? ...........coiviiiiiiiiii e OYes ONo

If yes, name of the person carrying coverage: |
If yes, name of the other coverage (group name, employer, association, etc.):

Patient illness or injury. (If injury include a description of the accident. Also, include date and place).

Did condition result from employment? O Yes O No
If yes, when is the last workday before the treatment? |

IV. Prescription (RX) Information (Please PRINT)

You or your pharmacist must complete this section. Attach one RX label per RX. Include a copy of your receipt with
this form.

Pharmacy Name: Pharmacy Address:

RX Number: Date Filled: Quantity:
RX Name & Strength: Days’ Supply (30, 60, 90):

NDC #: DAW: Price: Comments:
Pharmacy Name: Pharmacy Address:

RX Number: Date Filled: Quantity:
RX Name & Strength: Days’ Supply (30, 60, 90):

NDC #: DAW: Price: Comments:

| certify that the above information is correct. The prescriptions listed above are for me or members of my family who
are eligible. | agree to release of all information on this claim form to Envolve and my plan sponsor. Please sign below:

Signature: Date:

© 2018 Arkansas Total Care, Inc. All rights reserved. ARTC18-H-086



arkansas
total care.

Statement of Non-Discrimination

Arkansas Total Care complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Arkansas
Total Care does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex

Arkansas Total Care:

Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

e Qualified sign language interpreters

e 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:

e Qualified interpreters

e Information written in other languages

If you need these services, contact Arkansas Total Care at 1-866-282-6280 or
TDD/TTY: 711. If you believe that Arkansas Total Care 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: Arkansas Total Care Quality Department,
Arkansas Total Care, P.O. Box 25010, Little Rock, Arkansas 72221, 1-866-282-6280 or
TDD/TTY: 711. You can file a grievance in person or by mail, fax, or email. If you need
help filing a grievance Arkansas Total Care 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 S.W.
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 1-800-537-7697 (TDD)

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

All materials are available for written or oral translation, in your
language or alternative formats at no cost by calling
1-866-282-6280 or TDD/TTY: 711.
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Language Assistance:

Spanish:

Si usted, o alguien a quien esta ayudando, tiene preguntas acerca de Arkansas Total
Care tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para
hablar con un intérprete, llame al 1-866-282-6280 or TDD/TTY: 711.

Vietnamese:

Néu quy vi, hay ngwoi ma quy vi dang giup d&, c6 cau hdi vé Arkansas Total Care, quy
vi s& c6 quyén dwoc gilp va c6 thém théng tin bang ngdn ngir clia minh mién phi. Bé
noi chuyén véi mét thong dich vién, xin goi 1-866-282-6280 or TDD/TTY: 711.

Marshallese:

Ne kwe, ak bar juon eo kwdj jipafie, ewor an kaijjitok kon Arkansas Total Care, ewdr am
jimwe in bok jipaf im melele ko ilo kajin eo am ejjelok wonaan. Nan kdnono ippan juon
ri-ukok, kirlok 1-866-282-6280 TDD/TTY: 711.

Chinese:

NER HEBREEHNES, HEMN Arkansas Total Care A EHIFEIE, REEFIG
EDIEMBESIEMIAR, NMREEE—AFEZESEE, FiRELL 1-866-282-6280 or
TDD/TTY: 711.

Laotian:

murm M SEHDV ¢ mvmogaoecm St mmumonu Arkansas Total Care, viavw Sown
@ ZOSumnaoecm """ Feccorannsogmy SclinwIigngeguion oedy aalgere.

ot scdvvIBwIz Wilnms 1-866-282-6280 or TDD/TTY: 711.

Tagalog:

Kung ikaw, o ang iyong tinutulangan, ay may mga katanungan tungkol sa Arkansas
Total Care, may karapatan ka na makakuha nang tulong at impormasyon sa iyong wika
ng walang gastos. Upang makausap ang isang tagasalin, tumawag sa 1-866-282-6280
or TDD/TTY: 711.

Arabic:

13) oS @bl Ji A Jadd saclud ‘d.\.uz\ Jss Arkansas Total Care ¢ <bal &l = Jsanll Je saclisll
Gl glaall 5 45 ) g pall elizhy e (593 4 4SS, Baaill xa pa yie Jiall 0 1-866-282-6280 or TDD/TTY:
711.

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Arkansas Total Care hat, haben Sie
das Recht, kostenlose Hilfe und Informationen in |hrer Sprache zu erhalten. Um mit
einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer 1-866-282-6280 or
TDD/TTY: 711.
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French:

Si vous-méme ou une personne que vous aidez avez des questions a propos Arkansas
Total Care, vous avez le droit de bénéficier gratuitement d’aide et d’'informations dans
votre langue. Pour parler a un interpréte, appelez le 1-866-282-6280 or TDD/TTY: 711.

Hmong:

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Arkansas Total Care,
koj muaj cai kom lawv muab cov ntshiab lus ghia uas tau muab sau ua koj hom lus pub
dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau 1-866-282-6280 or
TDD/TTY: 711.

Korean:

OO 3} tE= A SH7F 510 U= OftH AFZHO| Arkansas Total Care O 2HsjiA = 20|
UACHH F5t= A2jot =21 YEE ot oz H|E FHEIO0| 2= =+ U= A7t
USLICE DA SHALRL 0 7|517] 2I8H M= 1-866-282-6280 or TDD/TTY: 711 2
SISHAA| 2.

b4

A

Portuguese:

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre o Arkansas Total
Care, vocé tem o direito de obter ajuda e informagéo em seu idioma e sem custos. Para
falar com um intérprete, ligue para 1-866-282-6280 or TDD/TTY: 711.

Japanese:

Arkansas Total Care ICDWTRINZCERMN S ITWELZL TEKC S, ZHED
SHEICE Y- FOEREBHTIRBVELET. BRFALDERISA L, 1-866-
282-6280 or TDD/TTY: 711 ¥ THEIEC =LY,

Hindi:

3T 7 g 31T Hee B I8 © 3P, Arkansas Total Care & IR & dls 9drd af, ol
3! I hh Al Wd b T U T Teg 3R FoMPR Urd S &1 3fIaR &1 dhl
GUINS ¥ §Td HR- o AU 1-866-282-6280 or TDD/TTY: 711 TR Hid x|

Gujarati:

% dHel wecll dH BHell Hee 53 WLl 1A dHel Arkansas Total Care ddQl S1€5 Ul €ld
dl dHal, 516 WA ddell dHIZ] HINIMLE Hes W HISSdl UM 5dlell M4[ds1R 8. geilayl
U19 dld Sl Hle 1-866-282-6280 or TDD/TTY: 711
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