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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We provide services at no cost to help you communicate with us. Such as, letters in other languages
or large print, auxiliary aids and services, or you can ask for an interpreter. To ask for help, please
call 1-800-895-2017 (TTY 711) from 7 a.m. to 7 p.m. EST Monday through Friday. (voicemail available
24 hours per day/7 days a week.

Ofrecemos servicios gratuitos para ayudarle a comunicarse con nosotros, como cartas en otros
idiomas o en letra grande, ayuda y servicios auxiliares, o bien puede solicitar un intérprete. Para
solicitar ayuda, llame al 1-800-895-2017 (TTY 711), de 7 a. m. a 7 p. m., hora del este, de lunes a
viernes (correo de voz disponible las 24 horas del dia, los 7 dias de la semana).
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Waxaan bixinaa adeegyo aan lacag ku fadhin si aan kaaga caawino inaad nala soo xiriirtid inaga.
Sida, waraaqo ku qoran lugado kale ama daabacan, kaaliyeyaasha iyo adeegyada naafada, ama
waxaad codsan kartaa turjubaan. Si aad u codsato caawimaad, fadlan wac 1-800-895-2017

(TTY 711) laga bilaabo 7 subaxnimo ilaa 7 galabnimo. Isniinta ilaa Jimcaha Waqtiga Caadiga ee
Bariga (EST) (fariin codeedka waxaa la heli karaa 24 saacadood maalintiiba/7 maalmood Isbuuciiba).
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