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Prescription Drug Claim Form for Member Reimbursement 
 

Section 1 Instructions: 
1. Complete this section fully and submit this request within the filing period which is 365 

days from the date the prescription is filled. For questions about the filing period, 
please call the number on the back of your member ID card; 

2. If submitting a request where medications were obtained from multiple pharmacies or 
physicians or a request is for multiple members, please submit a separate form for each 
pharmacy or physician and member. 

 
Member ID Number (required): Medicare ID Number: 

Member Name (Last, First, MI): Date of Birth (mm/dd/yyyy): 

Street Address: Phone Number: 

City: State: Zip Code: 

Gender: Person Completing Form: 
Member Spouse Child  Other:   

Patient Residence: 
 Home  Nursing Home Assisted Living Immediate Care Hospice 

 
Is the member eligible for primary prescription drug coverage 
from another insurance provider?  N Y 
If yes: Was the claim submitted to the other insurance provider? N Y 

Did the other insurance provider pay as the primary insurer? N Y 

Name of other insurance provider: Member ID:     
 

Section 2 Instructions: 
1. Provide the requested information about the pharmacy where medications were 

received AND the doctor that prescribed them; 
2. Your pharmacy and doctor will be able to assist you if you are missing any of this 

information. 
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 Manage Care Organization Mail Order Specialty 

Section 1: Member Information 

Section 2: Pharmacy and Provider Information 
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Prescription Drug Claim Form for Member Reimbursement 
 

Physician Information 
Physician Name: Physician NCPDP or NPI: Physician Tax ID: 

Street Address: Phone Number: 

City: State: Zip Code: 

 

Section 3 Instructions: 
1. Fill out the space below completely for EACH requested medication. If any information is 

missing, we will be unable to process your request. Your pharmacy can provide any 
information you are missing; 

2. Include pharmacy receipt(s) AND proof of payment. Tape receipts to a separate page and 
submit with claim form. If medication was given in the emergency room or doctor’s 
office include detailed statement. 

Note: Services incurred outside the United States are not payable under Medicare plans. 
Is this a compound medication? No Yes 
If yes, please attach compound form from pharmacy if available 
Was this prescription filled outside the US?  No  Yes 
Is this a vaccine? If yes: 

  No   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? No Yes 
If yes, please attach compound form from pharmacy if available 
Was this prescription filled outside the US?  No Yes 
Is this a vaccine? If yes: 

No 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 3: Prescription Drug Information 
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Prescription Drug Claim Form for Member Reimbursement 
 
 

Is this a compound medication? No Yes 
If yes, please attach compound form from pharmacy if available 
Was this prescription filled outside the US?  No Yes 

Is this a vaccine? If yes: 
No  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? No Yes 
If yes, please attach compound form from pharmacy if available 
Was this prescription filled outside the US?  No Yes 

Is this a vaccine? If yes: 
No 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): 

If additional space is needed, you may access a blank drug information form from our website 
at: https://www.humana.com/pharmacy/prescription-coverages/medicare-claim-forms 

 

 

Pharmacy will not accept my Humana Plan 
I did not have my plan information at the 
time of purchase 
I was charged for medications 
received during an ER visit 
I believe the claim was paid incorrectly 
I received a medication while on a cruise 
(Cruise itinerary must be included with 
request) 

I received a Part D covered vaccine in my 
doctor’s office 
I filled my medication during a natural 
disaster or state of emergency 
Other:   
   
   

Section 4: Reason for Request 
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Please further explain the issue:    
 
 
 
 

IMPORTANT CLAIM NOTICE 
Caution: Any person who, knowingly and with intent to defraud any insurance company or 
other person: (1) files an application for insurance or statement of claim containing any 
materially false information; or (2) conceals for the purpose of misleading, information 
concerning any material fact thereto, commits a fraudulent act. 

 
 

 

NOTE: If this form is signed by anyone other than the member, additional documentation is 
required authorizing that representative. This may include an Appointment of Representative 
(AOR) form or statement, a Power of Attorney (POA), or other legal documentation. An AOR 
form is available at https://www.humana.com/member/documents-and-forms for your 
convenience. 

 

Member Signature:  Date:    
 

 
Return the completed form and receipt(s): 

Mail: Humana Pharmacy Solutions 
P.O. Box 14140 

Lexington, KY 40512-4140 

Fax: 1-866-754-5362 
 
 

Please note that your reimbursement amount may vary. This will depend on the 
difference between the amount you paid at the pharmacy, and Humana’s plan allowance 
or the rate negotiated with the pharmacy for that drug. Please be aware this means you 
might not receive the full amount back. If the amount you paid to the pharmacy is higher 
than the plan allowance, then the reimbursement will be less than what you actually paid 
for the drug. For more information, you can review Humana’s full DMR policy in the 
Pharmacy coverage policies section of www.humana.com/pharmacy/prescription- 
coverages/medicare-drug-list. 

Section 5: Sign and Return 



 

 

Discrimination is Against the Law 
 

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Humana Inc. and its subsidiaries do not exclude 
people or treat them differently because of race, color, national origin, age, disability, or sex. 

 
Humana Inc. and its subsidiaries: 

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

○ Qualified sign language interpreters 
○ Written information in other formats (large print, audio, accessible electronic formats, other formats) 

 
• Provide free language services to people whose primary language is not English, such as: 

○ Qualified interpreters 
○ Information written in other languages 

 
If you need these services, contact Customer Service at 1-800-787-3311 (TTY 711). 

 
If you believe that Humana Inc. or its subsidiaries have 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: 

 
Discrimination Grievances 
P.O. Box 14618 
Lexington, KY 40512 – 4618 
1-800-787-3311, or if you use a TTY, call 711. 

 
You can file a grievance by mail or phone. If you need help filing a grievance, Customer Service 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, 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. 



 

 

Call If You Need Us 

At Humana, it is important you are treated 
fairly. 

 You may file a complaint, also known as a grievance: 

 You can also file a civil rights complaint with the: 

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

Auxiliary aids and services, free of charge, are 
available to you. 



 

 

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 1-800-787-3311 (TTY: 711). Someone 
who speaks English 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 1-800-787-3311 (TTY: 711). Alguien que hable español le podrá ayudar. Este es un 
servicio gratuito. 
 

 

 

 

 

Tagalog (Tagalog – Filipino): 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 1-800-787-3311 (TTY: 
711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo. 

Français (French): Nous proposons des services gratuits d’interprétation pour répondre à toutes 
vos questions relatives à notre régime de santé ou d’assurance- médicaments. Pour accéder au 
service d’interprétation, il vous suffit de nous appeler au 1-800-787-3311 (TTY: 711). Un 
interlocuteur parlant Français pourra vous aider. Ce service est gratuit. 

Tiếng Việt (Vietnamese): Chúng tôi có dịch vụ thông dịch miễn phí để trả lời các câu hỏi về 
chương sức khỏe và chương trình thuốc men. Nếu quí vị cần thông dịch viên xin gọi 1-800-787-
3311 (TTY: 711) sẽ có nhân viên nói tiếng Việt giúp đỡ quí vị. Đây là dịch vụ miễn phí. 

Deutsch (German): Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem 
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-787-3311 (TTY: 
711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos. 
 

 

 



 

 

Русский (Russian): Если у вас возникнут вопросы относительно страхового или 
медикаментного плана, вы можете воспользоваться нашими бесплатными услугами 
переводчиков. Чтобы воспользоваться услугами переводчика, позвоните нам по 
телефону 1-800-787-3311 (TTY: 711). Вам окажет помощь сотрудник, который говорит по-
русски. Данная услуга бесплатная. 
 

 

Italiano (Italian): È disponibile un servizio di interpretariato gratuito per rispondere a 
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il 
numero 1-800-787-3311 (TTY: 711). Un nostro incaricato che parla Italianovi fornirà l’assistenza 
necessaria. È un servizio gratuito. 

Português (Portuguese): Dispomos de serviços de interpretação gratuitos para responder 
a qualquer questão que tenha acerca do nosso plano de saúde ou de medicação. Para 
obter um intérprete, contacte-nos através do número  
1-800-787-3311 (TTY: 711). Irá encontrar alguém que fale o idioma Português para o 
ajudar. Este serviço é gratuito. 

Kreyòl Ayisyen (French Creole): Nou genyen sèvis entèprèt gratis pou reponn tout kesyon ou ta 
genyen konsènan plan medikal oswa dwòg nou an. Pou jwenn yon entèprèt, jis rele nou nan 1-
800-787-3311 (TTY: 711). Yon moun ki pale Kreyòl kapab ede w. Sa a se yon sèvis ki gratis. 

Polski (Polish): Umożliwiamy bezpłatne skorzystanie z usług tłumacza ustnego, który pomoże 
w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania leków. Aby skorzystać z 
pomocy tłumacza znającego język polski, należy zadzwonić pod numer 1-800-787-3311 (TTY: 
711). Ta usługa jest bezpłatna. 
 

 

 
 
 

 

 

 

 
 

 


