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Advantage MD Members’ Guide to the
Medicare Part D Prescriptions Claim Form

Use this guide to file a claim for Part D prescriptions.

Important:

Please allow up to 14 calendar days of receipt of your request for a decision to be made
on your reimbursement.

Once your submission has been reviewed, we will send a decision letter within the 14
days, along with a check if applicable.

Please allow additional mail time.

Keep a copy of all documents that you submit for your records.

Definitions:

Patient Assistance Programs (PAPs) — Drug companies may offer PAPs to help
patients that need financial assistance pay for drugs. Learn more.

Drug tier cost change — Our formulary (drug list) may contain an alternative to a
drug you take that is in a lower cost-sharing tier. If so, you can ask us to cover your
drug at the cost-sharing amount that applies to the alternative drug(s). Please see
chapter 9, section 6.2 of your Evidence of Coverage for details.

Compound prescriptions — Compound medications combine, mix or alter the
ingredients of one or more drugs or products to create another drug or product. Learn
more.

Explanation of Benefits (EOB) — An EOB shows you the total charges for your
visit or the prescriptions that were covered. An EOB is not a bill. It helps you
understand how much your health plan covers and what you will pay, if anything, when
you get a bill from your provider. If you have a primary payer other than Advantage MD,
you may need to request this information from their Customer Service department.
Learn more.

Prescription (Rx) Number — This unique identifier helps the pharmacist identify
what prescription you are requesting. The Rx number is located on your prescription
bottle label. Learn more.

National Drug Code (NDC Number) — All prescription and nonprescription
(over-the-counter) medications in the U.S. are assigned an NDC. The NDC is a unique

| 0-digit, 3-segment number placed on all prescription medication packages and inserts in
the U.S. Check your pharmacy leaflet (which may be attached to your prescription bag)
for this number or ask your pharmacist. Learn more.


https://www.cms.gov/medicare/coverage/prescription-drug-coverage/patient-assistance-program
https://www.caremark.com/portal/asset/SoF_Compound_Med_FAQ.pdf
https://www.caremark.com/portal/asset/SoF_Compound_Med_FAQ.pdf
https://www.cms.gov/medical-bill-rights/help/guides/explanation-of-benefits
https://www.cvs.com/content/pharmacy/rx-labels
https://health.maryland.gov/pophealth/Documents/Local%20Health%20Department%20Billing%20Manual/PDF%20Manual/Section%20II/National%20Drug%20Code%20(NDC)%20Info%20and%20Guide.pdf
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Prescribers National Provider Identifier Number — A unique identifier assigned
to each provider. Use the link below or ask your pharmacist for this information. Find

your provider.

Days Supply — The number of days that a drug is prescribed to the patient. This
information will be on your leaflet attached to your bag.

Formulary — Your plan has a list of covered drugs (formulary). We call it the “drug
list” for short. It tells which Part D prescription drugs are covered under the Part D
benefit included in Advantage MD. The drugs on this list are selected by the plan with
the help of a team of doctors and pharmacists. The list must meet requirements set by
Medicare. Medicare has approved the Advantage MD drug list. Explore the Formulary
and covered medications for all plans here.



https://data.cms.gov/tools/medicare-part-d-prescriber-look-up-tool
https://data.cms.gov/tools/medicare-part-d-prescriber-look-up-tool
https://www.hopkinsmedicare.com/members/rx-coverage-overview/
https://www.hopkinsmedicare.com/members/rx-coverage-overview/

W CVS caremark: Medicare Part D: Prescription Claim Form

Mail completed forms with receipts to: Importa nt!. vour complete claim will be processed within 14 days of

receipt of your request. Please allow additional mail time.
CVS Caremark Medicare Part D Claims Processing proty q .
P.0. Box 52066 - Keep a copy of all documents submitted for your records.

Phoenix, Arizona 85072-2066 - Do not staple or tape receipts or attachments to this form.

N1 AE Patient Information This section must be fully completed to ensure proper reimbursement of your claim.
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WERE ANY PRESCRIPTIONS: WERE ANY PRESCRIPTIONS:
Covered by a manufacturer patient Approved for a drug tier cost change? YESCO NoO[d
assistance program? YESC] NOLJ | | A compound prescription? YESCOO No[J
Covered under another plan From an outpatient hospital observation stay? YESOO No[Od
(e.g., through an employer)? YESC] NOLJ | "From a long-term care pharmacy? YESOO NoOO
If yes, is this other plan Primary? YESCO NOCJ | | Filled as a result of:
If Primary, include the explanation of benefits (EOB) with « lliness after travelling outside of the service area? YESC] NO[J
your submission and let us know: + No network pharmacy within reasonable
driving distance? YES NO
Name of Insurance Company: . Medicgtion not in stock at my network pharmacy? YESE NOS
« Vaccine received at my doctor’s office? YESCO No[d
ID Number: « Federal emergency/natural disaster? YESC] NO[
Other reasons can be provided in Step 3, page 2.

For Compound Prescriptions, please click here or use the attached form, for Vaccines: please click here or use the attached form.

Important! A signature is REQUIRED

Any person who knowingly and with intent to defraud, injure, or deceive any insurance company, submits a claim or application containing any
materially false, deceptive, incomplete or misleading information pertaining to such claim may be committing a fraudulent insurance act which is a
crime and may subject such person to criminal or civil penalties, including fines, denial of benefits, and/or imprisonment.

| certify that | (or my eligible dependent) have received the medicine described herein. | certify that | have read and understood this form, and that all
the information entered on this form is true and correct.

X
Signature of Plan Participant Date

Please note: If completing this form on behalf of a Medicare Part D member, please submit a completed CMS 1696 form (Appointment of Representative form).
Per CMS regulations, a purported representative may submit a completed a C(MS 1696 form or a form that includes the same information as a 1696 form. (Over)




N[{PAE Submission Requirements:

You MUST include all original “pharmacy” receipts in order for your claim to process. “Cash register” receipts will only be accepted for
diabetic supplies. The minimum information that must be included on your pharmacy receipts is listed below:

- Patient Name

Pharmacy name and address or pharmacy NABP number:
Prescribing physician’s name:
Prescribing physician’s address:
Prescribing physician’s phone number:

Number of prescriptions you are submitting for reimbursement:

Prescription 1
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Prescription 3

Please utilize Additional Prescription Information page if necessary (more than 3 prescriptions).

« Prescription Number

« Drug’s 11 Digit NDC Number
« Days Supply for your prescription (you need to ask your pharmacist for this “Day Supply” information)

- Date of Fill

« Quantity of Drug

- Total Paid

Prescription (Rx) Number

Drug Name
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National Drug Code (NDC Number) Date Filled (MM/DD/YY) Total Paid ($ Amount)
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Prescriber’s National Provider Identifier Number Quantity of Drug Days Supply
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Prescription (Rx) Number Drug Name
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National Drug Code (NDC Number) Date Filled (MM/DD/YY) Total Paid ($ Amount)
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Prescriber’s National Provider Identifier Number Quantity of Drug Days Supply
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Prescription (Rx) Number Drug Name
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National Drug Code (NDC Number)
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Date Filled (MM/DD/YY)
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Total Paid ($ Amount)
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Prescriber’s National Provider Identifier Number
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Quantity of Drug

L

Days Supply

L

NI3EIl Provide any Additional Comments or Information Here:

Please remember that completing this form is not a guarantee that you'll be reimbursed.

IMPORTANT REMINDER-To avoid having to submit a paper claim form:

- Always have your prescription card available at time of purchase.
« Use medication from your formulary list.

« Always use pharmacies within your network.
« If problems are encountered at the pharmacy, call the number on the back of your card.

Your privacy is important to us. Our employees are trained regarding the appropriate way to handle your private health information.
5246-1108394A1 062620
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