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Tennessee CoverRx

OptumRXx, Inc.
P.O. Box 2135
CoverRx

. TennCare
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Fax: 1-800-424-5766

[0 NEWAPPLICATION [1 RE-ENROLLMENT APPLICATION

.

“d OPTUMRKX

Please note: All fields must be completed (unless noted as optional). Please see above to mail or fax completed form.

LAST NAME

FIRST NAME

Mi

GENDER

DATE OF BIRTH

SOCIAL SECURITY NUMBER

] Male [ Female|

# OF PEOPLE IN HOUSEHOLD

YEARLY HOUSEHOLD INCOME (PLEASE ENTER AN AMOUNT)

HOME PHONE NUMBER (WRITE N/A IF YOU DO NOT HAVE A PHONE)

EMAIL ADDRESS

CELL PHONE NUMBER (WRITE N/A IF YOU DO NOT HAVE A PHONE)

| 1] | L]

By signing below, you agree to receive CoverRx text-messages sent to the phone number
listed above. You may opt out of text messages upon receipt of first message.

HOUSE ADDRESS

Ty

STATE zip COUNTY

MAILING ADDRESS (IF DIFFERENT FROM ABOVE): CITY

STATE pdld COUNTY

RACE (FOR TITLE VI PURPOSES):

LANGUAGE SPOKEN (OPTIONAL)

[ English
[ spanish
O Other:

DO YOU HAVE ANY PRESCRIPTION DRUG COVERAGE OTHER THAN COVERRX? THIS INCLUDES MEDICARE, TENNCARE OR DRUG
COVERAGE PROVIDED BY YOUR EMPLOYER. (DISCOUNT DRUG PROGRAMS OR PATIENT ASSISTANCE PROGRAMS PROVIDING FREE OR

[ Black [ American Indian or Alaskan
[0 White [] Hispanic
[] Asianor Pacific Islander [] Other:
O Yes [] No ARE YOU A U.S. CITIZEN OR QUALIFIED LEGAL ALIEN?
D Yes D No HAVE YOU LIVED IN TENNESSEE FOR AT LEAST THE LAST SIX MONTHS?
D Yes I:' No DO YOU HAVE HEALTH INSURANCE (INCLUDING TENNCARE)?
D Yes D No
LOW-COST MEDICATIONS DO NOT COUNT.)
E Yes D No DO YOU HAVE MEDICARE (ANY PART INCLUDING A, B, C, OR D)?
E Yes [] No ARE YOU HOMELESS OR LIVING IN A SHELTER? (OPTIONAL)
D Yes D No ARE YOU EMPLOYED (INCLUDING SELF-EMPLOYED)? (OPTIONAL)
D Yes D No DO YOU WORK 20 HOURS OR MORE IN A SEVEN DAY WORK WEEK? (OPTIONAL)

Terms and Conditions

While you are in CoverRx, you must follow the program rules. By signing the front of this form, you agree that:
You will pay your co-pay for each prescription filled.
You will notify CoverRx by submitting an updated application when:

. You move to a new address

- Your household income changes significantly

. The number of people in your household changes
. You have other prescription drug coverage
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You will help with any investigations. CoverRx may ask you for proof of your household income. CoverRx may also ask you to provide proof that you live in

Tennessee and/or that you are a U.S. citizen or qualified alien. You agree to provide this information to CoverRx. If you do not help, then you could lose
your pharmacy assistance.

You allow CoverRx to get information about you. | understand that | have certain privacy rights with respect to my medical information under the Health
Insurance Portability and Accountability Act (HIPAA), CFR Parts 160 and 164 (“Privacy Rule”). The Privacy Rule permits CoverRx to use and disclose my
protected health information for purposes of treatment, payment and health care operations, including determining my eligibility for benefits.

You can report fraud or abuse. If you suspect someone of fraud or abuse please call OptumRx at 1-800-424-5815.

Authorization: | want to apply for CoverRx pharmacy assistance. By signing below, | certify that the information contained in the application is true and
accurate. | know that if | give any false information, | may be breaking the law. | know that CoverRx will check my information. | agree to help with any
investigations. | also agree to follow the rules for the CoverRx program. | have read and understand these rules, which are on the back of this form.

Signature: Date:
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Eligibility

To be eligible to participate in CoverRx, you must meet the following eligibility guidelines:

. Age 18 through 64

. Household income must be below the FPL income guidelines listed

below
. U.S. citizen or qualified alien
. Tennessee resident for at least the last six months

. No prescription drug coverage including TennCare or employer-

sponsored drug coverage. (Discount drug programs or patient

assistance programs providing free or low cost medications do not

count.)

. Cannot have Medicare (any part including A, B, C or D)

How Much You Will Have to Pay

If you are enrolled, CoverRx will help you pay for up to five Type of Prescription What You Will Pay

prescriptions each month. Diabetic supplies and insulin do not First five (5) prescriptions per month of Generic Drugs: 30-day =$3
count toward the prescription limit. You must pay a small co- Drugs on the CoverRx Covered Drug List. *90-day = $5
payment for your first five prescriptions each month. (Note: A Diabetic supplies and insulin do not count Brand Drugs: 30-day = $5

90-day prescription will count as one prescription per month for
three consecutive months.) Co-pay ranges are listed in the table
to the right.

against the five (5) script limit.
Insulin/Diabetic Supplies:
30-day (or up to
covered limits) = $5
*90-day supplies are only available through mail
order.

Co-payments are subject to change.

. Drugs NOT on the CoverRx Covered
Drug List

. ALL prescriptions after the five (5)
prescription per month limit

Full price (price varies by drug), plus any
pharmacy discounts available.

. You can purchase your prescriptions at participating local community retail pharmacies and mail-order pharmacies.
. Upon enrollment in CoverRx, a welcome packet will be sent to you with information about how to use the program.

Income Guidelines

To qualify for the CoverRx program, your yearly household Persons in Household Yearly Household Income
income must be below the FPL levels listed in the table to the 1 $20,120
right. 2 $27,214
Based on 2023 federal poverty guidelines. For 3 534,307
families/households with more than 8 persons, add $7,093 4 $41,400
for each additional person. 5 648,493

6 $55,586

7 $62,680

8 $69,773

Contact Information

Mail or fax completed form to: Tennessee CoverRx
OptumRx

P.O. Box 2135
Mission, Kansas 66201
1-800-424-5766 (Fax)

For questions about enrolling in CoverRx: 1-800-424-5815 (Phone)

Definitions

“Discount” means a price reduction offered to participants for certain prescriptions.

“Household Income” is the combined income of all household members 18 years old and over who maintain a single economic unit, as well as any income
received by the household for the personal medical and other obligations of the participant(s) in the household.

“Household” is comprised of all persons living in the same residence maintaining a single economic unit.

“Qualified alien” means that you are not a U.S. citizen, but you live in the United States legally. To be a qualified alien, you must also meet other
conditions. These conditions are defined in the federal law at 8 U.S.C. § 1622(b). If you are not a U.S. citizen or qualified alien, then you cannot enroll in
CoverRx.

© 2021 OptumRx, Inc.
Rev: January 2023
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Do you need free help with this letter?

If you speak a language other than English, help in your language is available for free. This page tells you
how to get help in a language other than English. It also tells you about other help that’s available.
Spanish: Espaiiol

ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.

Llame al 1-855-259-0701 (TTY: 1-800-848-0298).
Kurdish: S50

o uap 05 Lo ) ylo Qy 9 ‘Jr‘;\ : MAJJV\U'LS d\)@b&d é)’faoﬁ}j\)jaéﬂ:\ oo ol s d}).ﬁ& )(ah.} o Gaxﬁc) :ul&\d\)&

. . .o TTY (1-800-848-0298( 1- 855-259-0701
Arabic: ad oy

1-855-259-0701: s Josil alail 1ol a3 g8 5 Wady 5 Lassle sy Anachl ady ;Wi 5i<la 13) raladds
1-800-848-0298:LSa 5 Uain alics yia

Chinese: P
AR IRBERAERPX - Mo REESESEMRT - 5FHE 1-855-259-0701

( TTY 1-800-848-0298 ) -

Vietnamese: Tié'ng’Viét N N )
CHU Y: Neéu ban néi Tieng Viét, c6 cac dich vu ho trg ngén ngit mien phi danh cho ban. Goi so6
1-855-259-0701 (TTY: 1-800-848-0298).

Korean: St 0f
F=9[: ot=0|& ArE8SIA|= 8%, 20 X[ MH|AE R == 0|8t = UG LCL
1-855-259-0701 (TTY: 1-800-848-0298) HO 2 HM3lsl FAHA| 2.

French: Francais

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-855-259-0701 (ATS : 1-800-848-0298).

Ambharic: AOCE
MAFOA: PMYTI4F 272 AACT NPT PFCFIR ACST ECEFTE NIA ALTHPF +HIBE+PA: DE
@ NtAD- €MC LL2MA 1-855-259-0701 (APATYF A+ATF@-: 1-800-848-0298).

Gujarati: ] R ofdl
YUelol: Bl dil AUl wolddl &), dl olot:2ges ool A1 Ada 1l dde Rl Ul
GuduY &
solal S0
1-855-259-0701 (TTY: 1-800-848-0298).
Laotian: WIFIDIO

?anvu: 79209 NIVCOIWITI 290, NIVUTNIVQOCNDOIVWIIY, ?O&)UC:}J@‘), CCLVLWBL IOV,
lns 1-855-259-0701 (TTY: 1-800-848-0298).
German: Deutsch

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfigung. Rufnummer: 1-855-259-0701 (TTY: 1-800-848-0298).

Tagalog: Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-855-259-0701 (TTY: 1-800-848-0298).

Hindi: A |
M & e AMUZ Sl goTdd ol 3T equ AGd He: HIN-T Y «T0dT 9ad Sudsy | 1-855-
259-0701 (TTY: 1-800-848-0298) TR HoTd B |
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Serbo-Croatian: Srpsko-hrvatski
OBAVIJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke pomo¢i dostupne su vam besplatno.
Nazovite 1-855-259-0701 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom:
1- 800-848-0298).
Russian: Pyccknii
BHUMAHME: Ecnu Bbl TOBOPUTE Ha PYCCKOM SI3bIKE, TO BaM JIOCTYITHBI OECIUIaTHBIEC YCIYTH
nepeBoaa. 3BoHUTE 1-855-259-0701 (Teneraiim: 1-800-848-0298).
Nepali: -'-I'C[]Frq[
WM e oI: JURE U §olaloTge A dURgd ol Gkl HIN-TE  oTgdl §al ==~
IR UHT YA & | Bl T <19 1-855-259-0701 (fefdaRE: 1-800-848-0298) |
Persian:

o Ly djlew ay ls Ui‘r’\ J“u“S‘Q WU s Qo Wl 50 Mj addl e 30 o 15) U
3o Gl 1-855-259-0701 (TTY: 1-800-848-0298)

* Do you need help talking with us or reading what we send you?

* Do you have a disability and need help getting care or taking
part in one of our programs or services?

e Or do you have more questions about your health care?

Call us for free at 1-855-259-0701. We can connect you with the
free help or service you need. (For TTY call: 1-800-848-0298)

We obey federal and state civil rights laws. We do not treat people in a different way because of their race,

color, birth place, language, age, disability, religion, or sex. Do you think we did not help you or you were
treated differently because of your race, color, birth place, language, age, disability, religion, or sex? You can

file a complaint by mail, by e-mail, or online. Here are three places where you can file a complaint:

Health Care Finance and
Administration

Office of Civil Rights
Compliance

310 Great Circle Road, Floor
4W

Nashville, Tennessee 37243
Email:

HCFA Fairtreatment(@tn.gov
Phone: 855-857-1673

(TRS 711)

You can get a complaint
form online at:
http://www.tn.gov/hcfa/article/
civil-rights-compliance

U.S. Department of Health &
Human Services

Office for Civil Rights

200 Independence Ave SW, Rm
509F, HHH Bldg

Washington, DC 20201

Phone: 800-868-1019

(TDD): 800-537-7697

You can get a complaint form
online at:
http://www.hhs.gov/ocr/office/file/i
ndex.html

Or you can file a complaint
online at:
https://ocrportal.hhs.gov/ocr/portal/

lobby.jsf

OptumRx

Compliance & Ethics HelpCenter
Corporate Compliance
Department

Phone: 800-455-4521
Email:

Govcompliance@uhc.com

© 20210ptumRyx,
Inc. Rev: January
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