MCS Classica(re

HMO)

REIMBURSEMENT FORM FOR OVER-THE-COUNTER ITEMS (OTC)

Please attach a detailed receipt from the pharmacy that include the information requested on this form. All
reimbursements are subject to plan terms and conditions and may be reduced from the submitted amounts
based on plan cost and copayments.

Patient Information

Member Last Name:

Member First Name:

Member ID#: Date of Birth:
Member Address:
City: State:
Phone Number: Zip Code:
Reason for Request
Have not received an OTC Benefit Card System Out-Of-Service. Pharmacy could
NOT process the transaction in the corresponding
terminal
Used a non-participating pharmacy for OTC Other. Please explain:

Benefit services.

Please attach itemized receipt for the items or you may ask your pharmacist to complete the remaining
information. See page 2 of this form for more space. We must have this information to process your claim.

Prescription Information

Item # 1:

Item Name Date of the purchase | Pharmacy Name Amount Paid
Item # 2:

Item Name Date of the purchase| Pharmacy Name Amount Paid

Confidentiality Notice: This communication is privileged and confidential, and/or protected health information (PHI) or electronic
protected health information (ePHI), and may be subject to protection under the law, including HIPAA. This communication is intended
for the sole use of the individual or entity to whom it is addressed. If you are not the intended recipient, be advised that any use,
disclosure, distribution, copying, or action taken in reliance on the contents of this communication is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for its return. H5577_ 15660323_C



Prescription Information

Item # 3:

Item Name Date of the purchase | Pharmacy Name Amount Paid
Item # 4:

Item Name Date of the purchase | Pharmacy Name Amount Paid

Special Instructions:
We must be able to clearly read the information on the prescription label receipt You can send the
prescription label receipt(s), cash register receipts, and this completed form at any of our MCS Service
Center and/or send via mail or fax to:

Mail to: MCS Advantage, Inc. Fax to: 1-787-620-1340
Pharmacy Department If you need help completing this form, please call
P.O. Box 191720 our Customer Service Call Center number on your
San Juan, PR 00919-1720 card.

Fraud Prevention Regulation: Any person who knowingly and with intent to defraud any insurance company
or other person files an application for insurance or statement of claim containing any materially false information
or conceals for the purpose of misleading information concerning any fact material thereto commits a fraudulent
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Signature of Plan Member Date

Release of Information: | certify that | have received the medicine described herein and that the plan
participant named is eligible for prescription benefits. | also certify that the medicine received is not for
treatment of an on-the-job injury. I have indicated in the Coordination of Benefits area above if there is primary
prescription drug coverage under another medical plan. I authorize release of all information pertaining to this
claim to MCS Classicare; the prescription benefit manager; insurance underwriter; sponsor; policyholder;
and/or employer. | certify that all the information entered on this form is correct.

Signature of Plan Member Date
MCS Classicare is an HMO plan subscribed by MCS Advantage, Inc.

Confidentiality Notice: This communication is privileged and confidential, and/or protected health information (PHI) or electronic
protected health information (ePHI), and may be subject to protection under the law, including HIPAA. This communication is intended
for the sole use of the individual or entity to whom it is addressed. If you are not the intended recipient, be advised that any use,
disclosure, distribution, copying, or action taken in reliance on the contents of this communication is strictly prohibited. If you have
received this information in error, please notify the sender immediately and arrange for its return. H5577_ 15660323_C



Form Approved
OMB# 0938-1421

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-
866-627-8183. 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 1-866-627-
8183. Alguien que hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FA itk G 3y BREE AR 55, BB AR A = Tl B ol 25 W (R B Yy AT (]
BN, RIS, EECE 1-866-627-8183, HAIMIP ST TAE A RIE RS
R, XTI RS,

Chinese Cantonese: &% HMTI e Fe sl SEY R Ba nT EAF A SR, 2 LM He it 50 2 1)
B2 IR, RIS, #FE0E 1-866-627-8183, HfMahrh srivy A B YL = A RiE
e, 18 & BB,

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 1-866-627-8183. 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 1-866-627-8183. Un interlocuteur parlant Francais pourra vous
aider. Ce service est gratuit.

Vietnamese: Ching tdi ¢ dich vu thdng dich mién phi dé tra I8i cdc cau hoi
vé chuodng sic khée va chuong trinh thuéc men. NEu qui vi can thong dich
vién xin goi 1-866-627-8183 sé cé nhan vién noi ti€ng Viét gitp 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 1-866-627-8183. Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802
(Expires 12/31/25)
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Korean: GAl= o8 RBE = oFE wdo 3l AR i malux 3858 59
AH 25 AlFstal JFUE 59 *1 H| A5 o] &3¢ A3} 1-866-627- 8183‘32&
w98 TFAAL. o E Sl YA =9 =g AU o] AHAE FEE

g,

Russian: Ecnn y Bac BO3HUKHYT BOMPOCbI OTHOCUTESIbHO CTPaxoBOro wam
MeAWKAMEHTHOro nJjaHa, Bbl MOXeTe BOCMNOJ/1b30BaTbCA HawmMm 6ecnnaTtHbIMMU
ycnyramm nepesoaymkoB. YTobbl BOCMONb30BaTbCSA YCNyramm nepeBoavmKa,
No3BOoHMTE HaM no TenedoHy 1-866-627-8183. Bam oKaXeT MNOMOLb
COTPYAHUK, KOTOPbIN FOBOPUT NO-pycCKKU. [aHHasa ycnyra becnnatHas.

Jpanll Lual 45091 Jsoa ol daally alai Aiud (g1 e el dulaall (56l an jid) cilead o33 W 1 Arabic
elize buay Ay pall Eaat le padldi o i 1-866-627-8183 e W JuaiV) (s g clhile Ll ¢5 ) 68 aa yia e
Ailae da2a o2a

Hindi: SHR WA I1 gal Bt Ao & aR H 37aes foedt oft Uy & Sare ¢ & fod gAR U
o GHITT JaTd SUT . Teh GHIT Ul A & o, 59 8H 1-866-627-8183 TR
D, aﬁéwﬁr\‘rﬁ%v—q"rmé&mﬁuquamm% I8 Ush 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 1-866-627-8183. Un nostro incaricato che
parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder
a qualquer questdao que tenha acerca do nosso plano de saude ou de
medicagdo. Para obter um intérprete, contacte-nos através do niumero 1-866-
627-8183. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sevis entepréet gratis pou reponn tout kesyon ou
ta genyen konseénan plan medikal oswa dwog nou an. Pou jwenn yon entépret,
jis rele nou nan 1-866-627-8183. 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 skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwonic¢ pod numer 1-866-627-8183. Ta ustuga jest bezptatna.

Japanese: Yjit D {EEE LR & SN A TF T T BT A5 DHEICBEZ T A2
., ERtO@RT—E220H ) FT T3 WFEFT, BIREZ CHMICL 5I120F
1-866-627-81831C Biliii < 723 vv, HAGEZET AN & iz w2 L 29, ZiidfEkto
H— b2 TY,
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