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PRESCRIPTION DRUG PROGRAM MEDICAID DIRECT MEMBER 
REIMBURSEMENT FORM 
 
Use this form to get refunded if you paid retail cost for your covered prescription drug(s).  
 
You can submit this form for any of these reasons: 

• You’re a new member and don’t have your prescription ID card. 
• Your pharmacy couldn’t find your information in the pharmacy system. 
• You were discharged from an inpatient facility after service hours. 
• Your primary insurance has already paid for the attached prescription (Coordination 

of Benefits). 
• You had an emergency outside of where you live and didn’t have your prescription ID 

card (Provide proof of Urgent Care or Emergency Room Explanation of Benefits). 
 
Read carefully before mailing your completed form. 

• You must include the original prescription label receipt(s) and credit card or cash 
register receipts as proof of purchase. 

• Submitting this form doesn’t guarantee that you will get paid back.  
• Claims will be subject to limitations, exclusions and other provisions of the Plan 

Benefit. 
• Any refund or mailings will be sent to the primary plan member. 
• The claim(s) will be returned if the form is not completed and signed by the plan 

member. 
          

Your receipt(s) must have the following information:  
• Pharmacy name 
• Drug name, strength and quantity 
• Prescribing doctor’s name 
• Prescription number and date filled 
• The amount the member paid for the prescription(s) 

 
If we can’t read your receipts, your payment could be delayed, or you may not get paid 
back.  

 
Mail the completed form and receipt(s) to: 

OptumRx 
P.O. Box 650334 
Dallas, TX 75265-0334 
 

Questions? 
Call the toll-free Member Services number on your member ID card.  



Please keep a copy of this form and receipts for your records. 
 

 
 
Member information (Please print) 
Health plan (insurance) name                       Member ID                   Date of birth 
___________________________________  __________________  _______________________ 
Last name, First name, MI 
______________________________________________________________________________ 
Mailing address 
______________________________________________________________________________ 
Prescribing doctor’s name                                       Prescribing doctor’s phone number 
________________________________________    ____________________________________ 
 
Reason for request (At least one reason must be selected) 

 I’m a new member and didn’t have my prescription ID card. 
 My pharmacy couldn’t find my information in the pharmacy system. 
 I was discharged from an inpatient facility after service hours. 
 I had an emergency outside of where I live and didn’t have my prescription ID card 

(Provide proof of Urgent Care or Emergency Room Explanation of Benefits). 
 My primary insurance has already paid for the attached prescription (See 

Coordination of Benefits section below). 
 
Coordination of Benefits 
Only fill out this section if your primary insurance has already paid for the attached 
prescription. 
 
Primary health plan/Insurance company __________________________________________    
 
Primary member name            
(Last name, First name, MI) _____________________________________________________ 
 
Primary member ID __________________________ Date _____________________________ 
 
By signing this form I’m confirming that: 

• The member for whom this claim is made is covered by this prescription drug 
program. 

• This prescription is only for the named member. 
• The claims I submitted for payment aren’t eligible for payment under a no-fault 

automobile or workers’ compensation insurance program. 
• I authorize the release of all information for this claim to the plan administrator, 

underwriter, sponsored policy holder and/or employer. 
 
Signature ____________________________________________ Date ____________________ 



 

 
 

 
 
 
 

 


