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ountry

Please read the following instructions carefully and complete form on the back side.

Member Information

Print Member’s Name (Last, First, Middle Initial)

Print Member’s Date of Birth

Select correct letter to indicate the Member’s gender (M-male, F-female)
Print the Member’s ID number (located on the Member’s ID card)

Print Member’s address and telephone number.

IMPORTANT: CLAIM FORM MUST BE SIGNED.
Unsigned forms cannot be processed and will be returned.

Prescription Information

Indicate the number of prescriptions attached.
Provide the total dollar amount paid for prescriptions.
Provide Prescribing Physicians name, address and phone number.
Indicate reason you are submitting the claim(s).
Attach valid proof of prescription purchase. Include one of the following:
a) Patient history printout from the pharmacy, signed by the pharmacist;

OR

SNk WD -

DAl

b) Prescription receipt which includes all information listed below:

e Pharmacy name and address

e Date filled

e Drug name, strength and NDC number
e Rx Number

e Quantity

e Days supply

e Price

e Member’s Name

Note: Claims missing any of the information above may be returned or payment denied.

You can submit multiple receipts with this claim form.
Please feel free to attach additional paper, if necessary.

Reason for the Request

This section is to be used to explain the reason for the reimbursement request.

Mail to: South Country Health Alliance or Fax to: 1-507-431-6328
6380 West Frontage Road
Medford, MN 55049

If you have any questions, please contact Member Services at 1-866-567-7242,
TTY/TDD users should call 1-800-627-3529 or 711, calls to these numbers are free.
Hours of Operation: 8 a.m. to 8 p.m., Monday — Friday (April — September);

8 a.m. to 8 p.m., 7 days a week (October — March).
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PRESCRIPTION CLAIM FORM

Member Information

Member Name (Last, First, Middle Initial)

Date of Birth Gender (M or F) Member ID Number

Member’s Home Address and Daytime Phone Number

Member's Signature (or Authorized Representative) Date

If signed by the Authorized Representative please add the following information:

Print Name: Relationship to Member:

Authorized Representative Address and Daytime Phone Number

I certify that all the information provided is correct and that the prescriptions submitted are for myself as an
eligible member. I certify that I have received this medication (s) and I authorize release of all information
contained on this claim to South Country Health Alliance.

Prescription Information

Number of Prescriptions Total Dollar Amount Spent

Name, Address and Phone Number of Prescribing Physician(s)

Reason for the Request (be specific)

Note that your request will undergo the same clinical review as if it were submitted by your pharmacy. If any
prior authorization requirements apply to the prescription, the necessary criteria must be met. If the prior
authorization criteria are not met, you may not be eligible for reimbursement.

South Country can only authorize reimbursement to members up to an amount determined by State regulations.

To the extent possible, we will work with your pharmacy to get the necessary claim submitted to South Country
for your prescription. If the claim can be processed, the pharmacy will be responsible for refunding the money
you paid to them.

Please read the other side for instructions
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Multi-Language Insert
Multi-language Interpreter Services

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 1-866-567-
7242. Someone who speaks English/Language 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 1-866-567-7242. Alguien que
hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: /15t % 2k ik 55, A Bh IR IR 2 5 T e sl 2 W I G (Ll 5t 7],
IR A B A PEAR 55, 1 F i 1-866-567-7242, HAI0g b C T4 A BR SR EFE I, Xt
— e R %

Chinese Cantonese: &% H A" e SEY IR b@ v iEAF AT BE M), Bt BAME L e i eE ik
%o WTERAEIRYS, i 1-866-567-7242, HAMakrh Schy A\ B8 E AL E ), 5 &
— I R,

Tagalog: 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-
866-567-7242. Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito
ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-866-567-7242. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung tdi c6 dich vu thdng dich mién phi dé tra 18i cac ciu hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-866-567-7242 sé& c6 nhan vién ndi tiéng Viét giup dd qui vi. bay la dich vu
mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-866-567-7242. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Form CMS-10802
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Korean: JAIE 98 B T oFE B Yo #at dio gaf =e|uxt 5 59 Hu)2s
Algsta sy &9 *M*E o] g3l M3} 1-866-567-7242 H o7 F-2] 3
THAL. = E 6}“ HEAE moh =8 AYUH o] AujaE FERE g U

Russian: Ecnu y Bac BO3HMKHYT BOMNPOCblI OTHOCUTENIbHO CTPaxoBOro uam
MeAMKAMEeHTHOro rnjaHa, Bbl MOXeTe BOCMO/Ib30BaTbCA HawmMm 6ecnnaTtHbIMm
ycnyramm nepesoaymkoB. YTob6bl BOCMONb30BATLCA yCyraMm nepeBoavmnKka,
No3BOHUTE HaM No TenedoHy 1-866-567-7242. BaM OKaXeT NOMOLb COTPYAHUK,
KOTOpbIM rOBOPUT NO-pyccku. [laHHas ycnyra 6ecnnaTtHas.

Lual 4 90 Jsan f Aaally glets Al ol e Aa DU dplaall () il aa jiall cileda 2385 Wl : Arabic

Sny L Gadd o g 1-866-567-7242 e Uy Jlai¥) (5 3ms clile Gl <558 pnsia e Jpemal
Ailae Fadd oda _clinelusey Ay jall

Hindi: SHAR WA g1 &al &1 Yo &b IR H 31U [t Ht % & Sared ¢ & ot gUR Ui g
U a1 IUT §. Tdh GUTTT T R & foTd, o §H 1-866-567-7242 TR B HY. Hlg
mﬁ@%ﬁaﬁw%%wqwawm% I8 U Yud 9T 3.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-866-567-7242. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-866-567-7242. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konseénan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-866-567-7242. Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-866-567-7242. Ta ustuga jest bezptatna.

Japanese: it D REEIRER & Hh L JEET7 7 2B 5 “”FF'»:‘?I ICBEZT 5720

[N ﬂ*%@iﬁﬁ# E‘Zﬁ“%Oi?‘:‘é“wiﬁ“o WERE T Bz,
1-866-567-7242 12 BH % € 72 3y, Elzti%%éﬁ“}\%ﬁf‘iﬁwttiﬂ Z gkl oo
— L Z2TT,
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1-866-567-7242, TTY 1-800-627-3529 or 711

Attention. If you need free help interpreting this document, call the above
number.

POrt@-fe: NAIPTI® NP GUTT &-aP Pl RILALTIPe ATCATL AT hAR DLA124.0-
PaAn ¢TC LAD (=
el a8l e Jail (Aa ol o2a den i dyilae Baclise < )1 13) 1AdasDle

20031 )OREOIO0D6:3:32969000:0[g$60gC: 32073303300l
sgoomélc?$ $0loda3eal a3l

‘ﬁﬂﬂﬁlﬁi‘mﬂj 1 EﬁHﬁLﬁimJﬁSﬁjﬁﬁ‘miﬁm[ﬁﬂﬁﬁmtﬁ Ee’“ltﬁﬂﬁﬁmij
mmtmgjmnmmmsmmm 1

B MR CEE S BRSSO B N EERE.

Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent
document, veuillez appeler au numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab
ntaub ntawv no pub dawb, ces hu rau tus najnpawb xov tooj saum toj no.
o%sﬁﬁogoa:ooﬁooo?ﬁ, E9o?eﬁcgﬁmﬁmﬁm@nmc@m1mﬁmcﬁj:o§b@ﬁcﬁ% o%cﬁ%gm@']zél%ﬁ,crgzmﬁ
c@o%c%fﬁ%ﬁcmoo:@él%ﬁm@&

dHE=HUYG. o] A ol tjglh o] H-"’éi w7 A6l FEE AeE =
S Wordd 99 AsNEE AL

Tdsagau. navan mﬂaums;)mwmauaa @siwmmwcsmmwww , 99
Yons tuRmwas cansagdigl.

Hubachiisa. Dokumentiin kun tola akka siif hiitkamu gargaarsa hoo feete,
lakkoobsa gubbatti kenname bilbili.

BuumaHue: eciii BaM Hy»Ha OecCIiiaTHasi TIOMOIIb B YCTHOM TEPEBOJIE TAHHOTO
JIOKYMEHTA, TIO3BOHUTE 10 YKA3aHHOMY BBILIE TEJIE() OHY.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda
(afcelinta) qoraalkan, lambarka kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento,
llame al namero indicado arriba.

Cht y. Néu quy vi can dugc giup d dich tai liéu nay mién phi, xin goi s6 bén
trén. LB2 (10-20)



CB5 (MCOs) (10-2021)
Civil Rights Notice

Discrimination is against the law. South Country Health Alliance (South Country) does not discriminate
on the basis of any of the following:

® race e public assistance e sex (including sex e health status

e color status stereotypes and e receipt of health care
e national origin e age gender identity) services

e creed e disability (including e marital status e claims experience

e religion physical or mental e political beliefs e medical history

e sexual orientation impairment) e medical condition e genetic information

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by South Country. You can file a complaint and ask for help filing a complaint in person or by mail,
phone, fax, or email at:

Civil Rights Coordinator

South Country Health Alliance

6380 West Frontage Road, Medford, MN 55049

Toll Free: 866-567-7242  TTY: 800-627-3529 or 711 Fax: 507-444-7774

Email: grievances-appeals@mnscha.org

Auxiliary Aids and Services: South Country provides auxiliary aids and services,
like qualified interpreters or information in accessible formats, free of charge and in a
timely manner to ensure an equal opportunity to participate in our health care
programs. Contact Member Services at members@mnscha.org or call 866-567-
7242, TTY 800-627-3529 or 711.

Language Assistance Services: South Country provides translated documents
and spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers have
meaningful access to our information and services. Contact Member Services at
members@mnscha.org or call 866-567-7242, TTY 800-627-3529 or 711.

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory way
by South Country. You may also contact any of the following agencies directly to file a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federal agency, if you believe you have been
discriminated against because of any of the following:

e race e national origin e disability e religion (in

e color ® age ® sex some cases)

Contact the OCR directly to file a complaint:

Office for Civil Rights, U.S. Department of Health and Human Services
Midwest Region

233 N. Michigan Avenue, Suite 240 Chicago, IL 60601

Customer Response Center: 800-368-1019, TTY: 800-537-7697

Email: ocrmail@hhs.gov

5874 DHS_Approved_11/23/2021
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CB5 (MCOs) (10-2021)
Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have been discriminated
against because of any of the following:

e race e creed e public assistance status
e color o sex e disability

e national origin e sexual orientation

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201, St. Paul, MN 55104
651-539-1100 (voice), 800-657-3704 (toll-free), 711 or 800-627-3529 (MN Relay), 651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in our
health care programs because of any of the following:

® race e religion (in e disability (including e sex (including sex
e color some cases) physical or mental stereotypes and
e national origin e age impairment) gender identity)

Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination you
are complaining about. We will review it and notify you in writing about whether we have authority to
investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you disagree
with the decision. To appeal, you must send a written request to have DHS review the investigation
outcome. Be brief and state why you disagree with the decision. Include additional information you think
is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This means they cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice) or use your preferred relay service

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics. We will not
require prior approval or impose any conditions for you to get services at these clinics. For elders age 65
years and older this includes Elderly Waiver (EW) services accessed through the tribe. If a doctor or other
provider in a tribal or IHS clinic refers you to a provider in our network, we will not require you to see
your primary care provider prior to the referral.
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