Order Form for New Prescriptions and Refills

Information

Identification Number Plan Name Plan Number (if known)
Last Name First Name Initial

Ship to This Address O Please check here if this is a change of address.

Street Address (no P.O. Boxes please) Apt. or Suite City

State Zip Code Home Phone Number Work Phone Number

Patient Information

Last Name First Name Initial

Birthday Sex [male CJrFemale [JPlease, no child-proof caps

Physician Information

Last Name First Name Initial Physician’s Phone Number

[JCheck here if you DO NOT wish to use a generic product.

If you check the above box, you may be required to pay a higher co-payment or your medication may not be covered by your prescription plan,
depending on your plan. Refer to your benefit materials for details.

Drug Allergies For refills: Write the prescription number from Avera Specialty
L Aspirin LlPeniciliin Pharmacy below or call 605-322-8300 or 855-442-8372 (see back
ECodeine gNone for contact information), 14 — 21 days before running out of your
[Osulfonamides ~ []JOther current prescription.
. RX No. RX No.
Health Conditions (to monitor drug/disease interactions)
[ Arthritis [ High blood pressure RXNo. RXNo.
[ Diabetes [] Intestinal disorders RXNo. RXNo.
[ Glaucoma I:I Lung condition Would you like to receive a call from a pharmacist
[] Heart condition [ Thyroid to counsel you on your medications or to discuss
[] other yourmedicationswithyou? D Yes D No

| certify that the patient information entered on this form is correct and that the patient named is eligible for benefits under the prescription drug
program and authorize the release of all information to the plan administrator. | certify that | do not have primary prescription coverage under another
plan. If the prescription coverage is denied, | agree to reimburse the Avera Specialty Pharmacy, for the amount of benefit which is being denied under
the prescription plan.

Insured’s signature Date

Method of Paymentif applicable)

CJcheck |:|Money Order or Cashier's Check
Omastercard [ visa [ piscover

Credit Card Number Expiration Date
Name as it appears on card

Prescription Enclosed
Quantity of New Prescriptions
Quantity of Refill Prescriptions
Total Quantity (new + refill)
Co-payment Amount Enclosed $

Billing address on credit card

I understand all co-payments and/or prescription costs for products purchased through the Specialty Pharmacy will be charged to the credit card provided above. |
understand signing this form means prescription medications cannot be returned to the pharmacy for credit unless in response to a recall, defect in a medical device, or
otherwise pre-approved by the pharmacy. | understand returned medication, for any reason, will be destroyed and will not be available for credit. | acknowledge the credit
card information provided above is for a credit card, not a debit/check card.

Signature of cardholder Date

Avera Specialty Pharmacy « 1301 S. Cliff Ave,, Suite 200 « Sioux Falls, SD 57105
605-322-8300 or 855-442-8372 « Fax: 605-322-8361
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Discrimination is Against the Law

Avera Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability,
or sex. Avera Health Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Avera Health Plans

e Provides free aids and services to people with disabilities to
communicate effectively with us, such as: qualified sign language
interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats).

e Provides free language services to people whose primary language is
not English, such as: qualified interpreters and information written in
other languages.

If you need these services, contact the Avera Health Plans Customer Care
team at 1-888-322-2115, (TTY 711), 8 a.m. to 5 p.m. CST, Monday
through Friday.

If you believe that Avera Health Plans has failed to provide these services
or discriminated in another way on the basis of race, color, national
origin, age, disability or sex, you can file a grievance with:

Complaint and Appeals Coordinator
Avera Health Plans

5300 S Broadband Ln

Sioux Falls, SD 57108-2221

Fax 1-800-269-8561
Email ComplaintAppeals@AveraHealthPlans.com

Getting Help in Other Languages
Language assistance services are available free of charge. Our Customer Care team is available 8 a.m. to 5 p.m. CST, Monday — Friday, toll-free
at 1-888-322-2115 (TTY: 1-800-877-1113).

You can file a grievance in person or by mail, fax, or email. You may
also contact the Complaint and Appeals Coordinator if you need
assistance with filing a complaint.

You can also file a civil rights complaint with the U.S. Department of
Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or call 1-800-368-1019
or 1-800-537-7697 (TDD). Or mail:

US Department of Health and Human Services,

200 Independence Avenue SW Room 509F, HHH Building,

Washington, D.C. 20201

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Averar

Health Plans

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-888-322-2115 (TTY: 1-800-877-1113).

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-888-322-2115 (TTY: 1-800-877-1113).

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngl mién phi danh cho ban. Goi s& 1-888-322-2115 (TTY: 1-800-877-1113).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-888-322-2115

(TTY: 1-800-877-1113).

AR NREBFEHERBPX , BN ERSESEWRE. BFHE 1-888-322-2115 (TTY: 1-800-877-1113).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-888-322-2115

(TTY: 1-800-877-1113).

BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM f3bIKE, TO BaM AOCTYMNHbI 6ecnaaTHble ycayrn nepesoaa. 3s8oHuTe 1-888-322-2115

(TTY: 1-800-877-1113).

ol aally @l 530 455 2 all) saeLsall ciladd b (Aadl) SO Chaas i€ 1Y) wads sale el 3 555 Ay salll ac lusall Ciladds b Aalll S Caans i€ 13) ik yale o

.(1-800-877-1113 :aSill 5 auall iila 48 ) 1-800-325-2115 8

00290: 7 90 210 W0 MW 290, MWL D NIV 0B B0 WWIF, osv ¢ 08 9, b vy W suln v w.

s 1-888-322-2115 (TTY: 1-800-877-1113).

(f):)l?[%(f):uzf $Nmh B ofpmdd. 5015 ofpmodietencn ;mawBpScoBel Sodrmndarsdadi. o3: 1-888-322-2115 (TTY: 1-800-877-1113).

ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-322-2115 (ATS: 1-800-877-1113).

70l 312018 ALBBHAIE B2, 210 XIH MHIAR 222 01834 + A

LIC} 1-888-322-2115 (TTY: 1-800-877-1113) HO 2 T3 &l FAIA|2.

IFOA: 9151 RAE ATICT DY PFCTI ACARF SCEATFE (1% ALTNPT FHOEAPA: OL “LhPA®- & TC 220 1-888-322-2115

(o209 AtasFe-: TTY: 1-800-877-1113).

OBAVIJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomocéi dostupne su vam besplatno. Nazovite 1-888-322-2115

(TTY - Telefon za osobe sa oste¢enim govorom ili sluhom: 1-800-877-1113).

uwg: 1IfasmygmSunw Manigl IS Swig/AMmMan WS SAS MU SMoGESNUUITHRY GI S1ai0 4 1-888-322-2115

(TTY: 1-800-877-1113).
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