QO .
“OPTUMRX
COVID 19 TEST KIT REIMBURSEMENT REQUEST FORM

Use this form to request reimbursement for FDA-authorized COVID-19 test kits purchased on or after January 15, 2022 at
a retail store, pharmacy or online retailer. Reimbursement requests take up to 4-6 weeks to process.

Complete one form per member. Please print clearly.

0 Member information

RxGroup (see ID card) Member ID (see ID card)

Last name First name Ml
Mailing street address Apt. #
City State ZIP
Test Kit(s) is for O Self O Spouse O Dependent Date of Birth (mm/dd/yyyy)

Q Purchase information

Name of pharmacy, store or online retailer Pharmacy/Retailer address
Date of purchase Product name
Number of tests requesting reimbursement Total cost of purchase (including applicable tax & shipping)

Q Reason for request
O Reimbursement for FDA-authorized COVID 19 test kit

Q Acknowledgement

| certify that the OTC COVID-19 test kits for which reimbursement is requested were received for use by the patient
above, and that | (or the patient, if not myself) am eligible for benefits. | also certify that the test kits received were not for
employment-related COVID-19 testing requirements.

Signature: Date:

Instructions for submitting form
1. Covered member can submit a monthly claim form for up to (8) COVID 19 test kits or as defined by your State benefit.
2. Include the original receipt for each COVID-19 test kit

3. Read the Acknowledgement (section 4) on the front of this form carefully. Then sign and date. Print page 2 of this form on the
back of page 1.

4. Send completed form with pharmacy receipt(s) to: OptumRx Claims Department, PO Box 650334, Dallas, TX 75265-0334

Note: Incomplete forms may be returned and delay reimbursement. Reimbursement is not guaranteed. Claims are subject to your
plan’s limits, exclusions and provisions.

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 and/or
imprisonment, or denial of benefits.
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NOTICE OF NON-DISCRIMINATION

UnitedHealthcare Community Plan complies with Federal civil rights laws. UnitedHealthcare
Community Plan does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

UnitedHealthcare Community Plan provides the following:
* Free aids and services to people with disabilities to help you communicate with us, such as:
— Qualified sign language interpreters

— Written information in other formats (large print, audio, accessible electronic formats,
other formats)

» Free language services to people whose first language is not English, such as:
— Qualified interpreters
— Information written in other languages

If you need these services, please call the toll-free member phone number listed on your member
ID card.

If you believe that UnitedHealthcare Community Plan has not given you these services or
treated you differently because of race, color, national origin, age, disability, or sex, you can file
a grievance with Civil Rights Coordinator by:

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130

Email: UHC_Civil_Rights@uhc.com

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights by:

Web: Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Mail: U.S. Dept. of Health and Human Services

200 Independence Avenue SW, Room 509F, HHH Building
Washington, D.C. 20201

Phone: Toll-free 1-800-368-1019, 1-800-537-7697 (TDD)

We provide free services to help you communicate with us.

Such as, letters in other languages or large print. Or, you can ask
for an interpreter. To ask for help, please call Member Services at
1-800-493-4647, TTY 711, 8 a.m. — 6 p.m., Monday — Friday.

CSNY20MC4889708_000 - CHPlus

UnitedHealthcare Community Plan® is the brand name of UnitedHealthcare of New York, Inc.
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NOTIFICACION DE LA NO-DISCRIMINACION

UnitedHealthcare Community Plan cumple con los requisitos fijados por las leyes Federales de
los derechos civiles. UnitedHealthcare Community Plan no excluye a las personas o las trata de
manera diferente debido a su raza, color, nacionalidad, edad, discapacidad o sexo.

UnitedHealthcare Community Plan provee lo siguiente:

+ Asistencia y servicios gratuitos de ayuda para las personas con discapacidades en su
comunicacion con nosotros, con:

— Intérpretes calificados en el lenguaje de sefias

— Informacién por escrito en diferentes formatos (letras de mayor tamano, audicion,
formatos electronicos accesibles, otros formatos)

* Servicios gratuitos con diversos idiomas para personas para quienes el inglés no es su
lengua materna, como:

— Intérpretes calificados
— Informacion impresa en diversos idiomas

Si usted necesita estos servicios, por favor llame gratuitamente al numero anotado en su tarjeta
de identificacién como miembro.

Si usted piensa que UnitedHealthcare Community Plan no le ha brindado estos servicios o le han
tratado a usted de manera diferente debido a su raza, color, nacionalidad, edad, discapacidad o
sexo, puede presentar una queja ante el Coordinador de los Derechos Civiles (Civil Rights
Coordinator) haciéndolo por:

Correo: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130

Correo electronico: UHC_Civil_Rights@uhc.com

Usted también puede presentar una queja acerca de sus derechos civiles ante el Departamento
de Salud y Servicios Humanos de los Estados Unidos, Oficina de Derechos Civiles, por:

Internet: Sitio en internet para la Oficina de Derechos Civiles en
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Correo: U.S. Dept. of Health and Human Services

200 Independence Avenue SW, Room 509F, HHH Building
Washington, D.C. 20201

Teléfono: Gratuitamente al 1-800-368-1019, 1-800-537-7697 (TDD)
Ofrecemos servicios gratuitos para ayudarle a comunicarse con
nosotros. Tales como, cartas en otros idiomas o en letra grande.
O bien, puede solicitar un intérprete. Para pedir ayuda, por favor
llame a Servicios para Miembros al 1-800-493-4647, TTY 711,
8a.m. a6 p.m., delunes a viernes.

UnitedHealthcare Community Plan® is the brand name of UnitedHealthcare of New York, Inc.



LANGUAGE ASSISTANCE
ATTENTION: Language assistance

English

services, free of charge, are available to you.

Call 1-800-493-4647 TTY 711

ATTENTION: Language assistance services, free of charge, English
are available to you. Call 1-800-493-4647 TTY 711.
ATENCION: si habla espafiol, tiene a su disposicion servicios Spanish/Espaniol
gratuitos de asistencia linguistica. Llame al 1-800-493-4647 TTY 711.
AR B LIRBERISESERRE o 55EE 1-800-493-4647 Chinese/iX
TTY 711 ©

Jeail | ladls el ) 655 35 galll sac lual) Culadd Ay yall Zalll Chany ¢ 13) 3ds gala Arabic/is sl axl)

TTY 711 oS5 aall aila o8 ) 1-800-493-4647 A8

o 78 Ao X MHAF 0[5t = ASH T Korean/et= 01

1-800-493-4647 TTY 7112 ™ 2}StA| 7| HEEHL| T},

BHUMAHWE: Ecnn Bbl roBOpUTE Ha PYCCKOM A3blKe, TO BaM AOCTYMHbI
6ecnnatHble ycnyru nepesoga. 3soHuTe 1-800-493-4647 (Tenetanin:
TTY 711).

Russian/Pycckuin

ATTENZIONE: Nel caso in cui la lingua parlata sia l'italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il 1-800-493-4647 TTY 711.

Italian/Italiano

ATTENTION : Si vous parlez francgais, des services d’aide linguistique
vous sont proposeés gratuitement. Appelez le 1-800-493-4647
TTY 711.

French/Francais

ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki
disponib gratis pou ou. Rele 1-800-493-4647 TTY 711.

French Creole/
Kreyol ki soti nan Fransé

OYO'INYO §7'N IXIOY 'K IXD [KIND [VIVT U TR UTYI IR 2N 2210OX Yiddish/w1x
1-800-493-4647 TTY 711 09N .7X¥OX |19 "9
UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej Polish/Polski
pomocy jezykowej. Zadzwon pod numer 1-800-493-4647.
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng Tagalog

mga serbisyong pantulong sa wika nang walang bayad. Tumawag sa
1-800-493-4647 TTY 711

TEE SFEel: T SR ot “Bengali J18E” 23 OfRta wisifer
fTIETe] O WSt SRl 1-800-493-4647 TTY 711 SN (=
Bl

Bengali/team

KUJDES: Ju vendosen né dispozicion shérbime té asistencés
gjuhésore, pa pagesé. Telefononi né 1-800-493-4647

Albanian/Shqip

Mpoooxn: Ltn Sébeon oog Ppiokovtatl urtnpeoieg YAWOOIKNAG
untooTHPLENG, Ol oTtoleg TTapéxovTal Swpedv. Kohéote
«1-800-493-4647» TTY 711.

Greek/ EAAnVIka&

wubbgamwaijdigTji‘Lmé“JygajlgT;\ 1020 Az g
.1-800-493-4647 TTY 711 (S JS -om ldws

UrdU/jb)‘

UnitedHealthcare Community Plan® is the brand name of UnitedHealthcare of New York, Inc.
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