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)

HEALTHCARE

Your Extended Family,

CVS/caremark™ Mail Service Pharmacy Program
User Guide

Molina Medicare Options Plus HMO SNP

Getting started is easy!

If you need your prescription filled right away, ask your doctor to write two prescriptions for
your long-term drugs:

= The first, for a short-term supply (e.g., 30 days) to be filled right away at a network retail
drugstore.

= The second, for the max days’ supply allowed (up to a 90-day supply) with as many as three
refills (if appropriate) to be mailed to CVS/caremark.

=  Members with a Low Income Subsidy (LIS) can get 3 months of tier 1,2,3, or 4 mail service
or retail prescription drugs for the price of 1.

Ask your doctor about getting a prescription for 90-days.

Whether you use the CVS/caremark Mail Service Pharmacy Program or purchase your long-term
drugs at a network retail drugstore talk to your doctor today about getting a prescription for 90
days to save you money!

Mail service order options.

If you take one or more long-term drugs, you may save time and money with mail service and
have them shipped to your home.

This means fewer trips to the drugstore and the gas pump.

Choose from 4 ways to order.

= Option 1 - Mail — Complete and mail the CVVS/Caremark Mail Service Order Form. Mail the
form and payment to the address printed on the form. For new orders, don’t forget to include
your prescription.

You can pay online from: your checking account, using Bill Me Later®, or a credit card. Or
you can mail a check or money order. If you mail in a payment, do not send cash.

= Option 2 - Online — Go to www.caremark.com and sign in or register by clicking on
register now. Then under the prescriptions drop down menu select “start mail service” and
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follow either the online steps, or, feel free to complete the mail service order form and mail
to CVS/caremark. The mailing address is printed on the form.

= Option 3 - Phone — Call CVS/caremark toll-free at (866) 930-7591, TTY 711, 24/7.
Provide your Member number (found on your Plan ID card), your prescription name(s), your
doctor’s name and phone number, and your mailing address. You can even use the toll-free
number above to order refills 24/7.

= Option 4 - Doctor — Give your doctor’s office the CVS/caremark number, (866) 930-7591,
TTY 711, and ask your doctor to call, fax, or ePrescribe your prescription 24/7. To speed up
the process, your doctor will need your Member number (found on your Plan ID card), your
date of birth, and your mailing address.

That’s it! Once CVS/caremark receives your order and payment (if required) it should take
about 10 days for you to receive your order.

Find out how easy it is to have prescriptions shipped to your home. You can even order refills
24/7 by calling (866) 930-7591, TTY 711. If your order does not arrive in about 10 days please
call CVS/caremark at (866) 930-7591, TTY 711, 24/7.

Refill prompts.

When using the CVS/caremark Mail Service Pharmacy Program, you can choose to receive a
call, eMail, or text message advising the date you can have your prescription(s) refilled.

If you request a refill too soon alert, CVVS/caremark will let you know when you can request a
refill.

Need help or have questions?

If you need help with any formulary-related issue or simply have questions about your drug
benefit, please call our Pharmacy Call Center at (888) 665-1328, TTY 711, 7 Days a Week 8
a.m. -8 p.m., local time.

Molina Medicare Options Plus

Molina Medicare Options Plus HMO SNP is a Health Plan with a Medicare Contract and a
contract with the state Medicaid program. Enrollment in Molina Medicare Options Plus depends
on contract renewal.

This information is available in other formats, such as Braille, large print, and audio.



This information is not a complete description of benefits. Contact the plan for more
information. Limitations, copayments, and restrictions may apply. Benefits, premiums and/or
co-payments/co-insurance may change on January 1 of each year.

The Formulary, pharmacy network, and/or provider network may change at any time. You will
receive notice when necessary.
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®CVS caremark’

Mail Service Order Form

Mail this form to:

LT TR TR R | | O | U T TR T A
CVS Caremark

PO BOX 94467
PALATINE, IL 60094-4467

Member ID # (if not shown or if different from above)

Prescription Plan Sponsor or Company Name

Instructions:
Please use blue or black ink and print in capital letters. Fill in both sides of this form.

New Prescriptions - Mail your new prescriptions with this form. Number of New prescriptions:

Refills - Order by Web, phone, or write in Rx number(s) below. Number of Refill prescriptions:

TO RECEIVE YOUR ORDER SOONER request refills or new prescriptions online at www.caremark.com
or call the toll-free number on your member ID card.

m Shipping Address. To ship to an address different from the one printed above, enter the changes here.
Last Name First Name Ml Suffix (JR, SR)

Street Address Apt./Suite #
pLUTE Use shipping address
for this order only.

City State ZIP Code

Daytime Phone #: Evening Phone #:

E Refills. To order mail service refills, enter your prescription number(s) here.

1) 2) 3) 4)

5) 6) 7) 8)

CVS Caremark wants to provide you with high quality medicines at the best possible price. In order to do
this, we will substitute equivalent generic medicines for brand name medicines whenever possible. If you
do not want us to substitute generics, please provide specific instructions, including drug names, in the
“Special Instructions” section of this form.

We may package all of these prescriptions together unless you tell us not to.

Al claims for ?rescriptions submitted to CVS Caremark Mail Service Pharmacy using this form
will be submitted to your prescription benefit plan for payment. If you do not want them submitted
to your plan, do not use this form. You may call Customer Care t6 make alternate arrangements
for' submission of your order and payment.

©2016 CVS Caremark. All rights reserved. P13-N
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Tell us about the people ordering prescriptions. If there are more than two people, please complete another form.

® I First person with a refill or new prescription. Spanish forms and labels o
Last Name First Name Mi .
Suffix
(JR,SR)
Date of birth:
Gender:( M F MM-DD-YYYY
E-mail address: Date new prescription written:
Doctor’s last name Doctor’s first name Doctor’s phone #
Tell us about new health information for 1st person if never provided or if changed.
Allergies: | ) None Aspirin Cephalosporin Codeine Erythromycin Peanuts Penicillin
Sulfa Other:
Medical conditions: ( ) Arthritis Asthma Diabetes Acid reflux Glaucoma () Heart problem
High blood pressure High cholesterol Migraine Osteoporosis Prostate issues Thyroid
Other:
ISecond person with a refill or new prescription. Spanish forms and labels
-------- Last Name First Name Mi .
A Suffix A
v (JR,SR) v
(<] T [¢]
- Gender: (M ()F ﬁﬂt%gf?{?t@y =
O  E-mail address: Date new prescription written: O
[0} [<0)
(V2] (V2]
& Doctor’s last name Doctor’s first name Doctor’s phone # D
% Tell us about new health information for 2nd person if never provided or if changed. -
o Allergies: | ) None Aspirin Cephalosporin Codeine Erythromycin Peanuts Penicilin @
Sulfa Other:
Medical conditions: () Arthritis Asthma Diabetes Acid reflux Glaucoma () Heart problem
High blood pressure High cholesterol Migraine Osteoporosis Prostate issues Thyroid
Other:

E Special instructions:

E How would you like to pay for this order? (If your copay is $0, you do not need to provide payment information.)

Electronic check. Pay from your bank account. (You must first register online or call Customer Care.)

g Credit or debit card. (VISA®, MasterCard®, Discover®, or American Express®) g)
s Use your card on file. s
o o
o Use a new card or update your card’s expiration date. S
) Exp.Date Q
2 MMYY o . ; 2
() ()
L Check or money order. Amount: $ . redit (.:ard h.older signature/Date s

* Make check or money order payable to CVS Caremark. ggfsu;?tggsg\afgc;:rfggrgggéglégs upto’S
X » Write your prescription benefit ID number on your If you want faster delivery, choose: *
m check or mon_ey order. . 2nd business day ($17) Fg;;egggliggry é
T If your check is returned, we will charge you up to $40. Next business day ($23) wntisa =

. not a PO Box

; Paymer!t for Balance Du.e and F.Uture Order§. If you choose Expected processing time from receipt of this form: w

electronic check or a credit or debit card, we will use it to pay - Refills: 1-2 days
X for any balance due and for future orders unless you provide + New/renewed prescriptions: Within 5 days unless additional *

another form of payment. information is needed from your doctor

(Charges subject to change)
Fill in this oval if you DO NOT want us to use this payment

® method for future orders.
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Molina Healthcare (Molina) complies with all Federal civil rights laws that relate to healthcare
services. Molina offers healthcare services to all members without regard to race, color, national
origin, age, disability, or sex. Molina does not exclude people or treat them differently because
of race, color, national origin, age, disability, or sex. This includes gender identity, pregnancy
and sex stereotyping.

To help you talk with us, Molina provides services free of charge:

* Aids and services to people with disabilities
o Skilled sign language interpreters
o  Written material in other formats (large print, audio, accessible electronic formats,
Braille)
» Language services to people who speak another language or have limited English skills
o Skilled interpreters
o  Written material translated in your language
o Material that is simply written in plain language

If you need these services, contact Molina Member Services at (800) 665-3086;
TTY 711, 7 days a week, 8 a.m. - 8 p.m., local time.

If you think that Molina failed to provide these services or treated you differently based on your
race, color, national origin, age, disability, or sex, you can file a complaint. You can file a
complaint in person, by mail, fax, or email. If you need help writing your complaint, we will help
you. Call our Civil Rights Coordinator at (866) 606-3889, or TTY, 711. Mail your complaint to:

Civil Rights Coordinator
200 Oceangate
Long Beach, CA 90802

You can also email your complaint to civil.rights@molinahealthcare.com. Or, fax your
complaint to (562) 499-0610.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You can mail it to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

You can also send it to a website through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.

If you need help, call 1-800-368-1019; TTY 800-537-7697.


mailto:civil.rights@molinahealthcare.com
http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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English
ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call 1-800-665-3086 (TTY: 711).

Spanish
ATENCION: si habla espafiol, tiene a su disposicidén servicios gratuitos de asistencia
linglistica. Llame al 1-800-665-3086 (TTY: 711).

Chinese
TR s e g, 1 m] DI B 1358 S IR IR, i 207 1-800-665-3086 (TTY : 711).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-800-665-3086 (TTY: 711).

French
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-665-3086 (ATS : 711).

Vietnamese ~ N
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu ho trg ngén nglr mién phi danh cho ban.
Goi s6 1-800-665-3086 (TTY: 711).

German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfigung. Rufhummer: 1-800-665-3086 (TTY: 711).

Korean

Tl ol & AMR Sl AT, ol A M| 2E FRE o] 88 = 35U 1-800-665-
3086 (TTY: 711) H o & A 3}a)] 424 Q.

Russian

BHMMAHWE: Ecnu Bbl roBOpMTE Ha PYCCKOM S3blKe, TO BaM AOCTYMHblI 6ecnnaTHble
ycnyrm nepesoga. 3BoHUTe 1-800-665-3086 (Tenetann: 711).

Arabic
paall Cila 2 ) 1-800-665-3086 i Joail . laalls el il i 4y galll saebusall ek (la dalll 3 Ghaati i€ 1Y) 1k pala

(711 oS40
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Hindi
eI & fe 39 TEEY el & A 3TaelelT Hw & HINT FeTd T AaTU 3UIsHE | 1-800-665-3086 (TTY: 711)
W HIT PG

Italian
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-665-3086 (TTY: 711).

Portugués
ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis.
Ligue para 1-800-665-3086 (TTY: 711).

French Creole
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou.
Rele 1-800-665-3086 (TTY: 711).

Polish
UWAGA: Jezeli mOwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej.
Zadzwon pod numer 1-800-665-3086 (TTY: 711).

Japanese
g o HOARGE
) T, BHEMIC

SN B A. RO SEZREY SFH W22 9, 1-800-665-3086 (TTY: 711
T G C 722,

Hmong
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hurau 1-800-
665-3086 (TTY: 711).

Farsi
1-800-665-3086 (TTY: L .28L e sl i Lad sl Oy G sem (b ) @lggast (i€ e K38 o jli Ly 40 K1 idag
2,8 ol 711)
Armenian

NPTULLNARESNPL Bph ununtd bp huybphkl, wuw dkq wi]dwp jupnng kb npudungpby
(Equljutt wewlgnipyul Swnuyn pjnibikp: Quiquhwptp 1-800-665-3086 (TTY (hknwwnhuy)
711):

Cambodian R } L L
[I=LSnE IUE‘US&’(]JE—EJ‘HSUJWHJ mngi, 1mﬁm§m1g§ﬁmm Iﬁ’ﬂm‘&i%ﬁﬁ%m
RHGENSONUUITH™Y G1 §itdf) 1-800-665-3086 (TTY: 711)4

Albanian
KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-665-3086 (TTY: 711).

Y0050_17_4036_203_LRMultiLang Accepted 9/5/2016 4722669MED0916



Ambharic
TAFO; 0995751 IR ATICT NPT PTHCTI° AC8H SCE T 12 ALANP T FHIETPA: DL TLNTAD: RTC LLD-(r 1-
800-665-3086 (P01t A+ASTF@-: 7n).

Bengali
T PN IM AN AN, FAT IACO AMIN, OIR(A [N LIOM O ATl AR

AT TR (PN PPN 5-800-665-3086 (TTY: 711) |

Cushite (Oromo language)
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-800-665-3086 (TTY: 711).

Dutch
AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-800-
665-3086 (TTY: 711).

Greek
[TPOXOXH: Av wmAdte eAAnvikd, otn d1dfeon| cog Ppickoviol vanpesieg YAWGGIKNG LVTOGTNPIENS, Ol OTOlEg
napéyovral dmpedv. Karéote 1-800-665-3086 (TTY: 711).

Gujarati
YUoll: % dR Al clletdl &, Al [A:ges eidl Asla Al dHRL HI2 Buced 8. $lot 5 1-
800-665-3086 (TTY: 711).

Kru(Bassa language)

Dé de nia ke dyédé gbo: O ju ké m [Basdd-wudu-po-ny3] ju ni, nii, a wudu ka ko d0 po-pos 6¢in m gbo kpaa.
ba 1-800-665-3086 (TTY:711)

Ibo

Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-800-665-3086 (TTY: 711).

Yoruba
AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 1-800-665-3086
(TTY: 7112).

Laotian
Wox90: N 99 91 WD MWITI 290, NIVL D NIVY VBT B0 MWWIFI, Lovv

g 08 9, bYW sLl v . Ins 1-800-665-3086 (TTY: 711).

Navaj

Daii Eﬁ ako ninizin: Dii saad bee yanilti’go Diné Bizaad. saad bee aka’anida’awo’déé’, taa
jik’eh, éi na holg, koji” hodiilnih 1-800-665-3086 (TTY: 711.)

Nepali

7T eI aﬁmaﬁv_ﬁmﬂﬁmﬁﬁ?w«smdl HATEE ol Qoeh TIAT ST T |
TIeT o161y 1-800-665-3086 (fefears: 711) |
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Panjabi
famrs fe: 7 3d Uarsl 88 I, 3 3 K8 A3 AT 3973 B8 He3 QusEd J1 1-800-665-3086

(TTY: 711) '3 IS &J|

Pennsylvania Dutch
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-800-665-3086 (TTY: 711).

Romanian
ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd lingvistica, gratuit. Sunati la
1-800-665-3086 (TTY: 711).

Serbo-Croatian
OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoci dostupne su vam besplatno.
Nazovite 1-800-665-3086 (TTY- Telefon za osobe sa oste¢enim govorom ili sluhom: 711).

Syriac (Assyrian language)
AL (Gio DN <iEls CRud hsaly (adulna (o o (EiahR KiE Ladumiid /s Lade R LY IR ido
1-800-665-3086 (TTY: 711) rchisams
Thai
Fou: Snanan nsgauaunsaliusmsmemaenanuldns Tns 1-800-665-3086 (TTY: 711).

Tongan
FAKATOKANGA'’I: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu ha tokoni
ta’etotongi, pea teke lava ‘o ma’u ia. Telefoni mai 1-800-665-3086 (TTY: 711).

Ukrainian
VYBATA! SIkmio B pO3MOBISIETE YKPAaiHCHKOK MOBOIO, BU MOKETE 3BEPHYTHUCS 0 OE3KOIITOBHOI CITY>KON
MoBHOI miaTpumkn. Tenedonyiite 3a Homepom 1-800-665-3086 (teneraiim: 711).

Urdu
S IS G it (e e ilexd (Ko (S o) Sl deon e ) ol B lasa
(TTY: 711) 3086-665-800-1
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