DID YOU PAY UP FRONT FOR

A COVERED PRESCRIPTION?

Your refund request begins here!

Requirements
This type of payment request (a personal drug claim) cannot be processed Did you fill a
without the following items. compound prescription?
1. Your Cigna ID number —_——— If you filled a compound

i Claims missing information A A 5
2. Your Cigna Group number may be doniod of dolayed, | prescription out-of-network:
3. Detailed pharmacy-generated label receipts - ¥ The compound receipt must

. ) show details for each
SUb"'llllttlng rt-ace.lpts . _ e ABC PHARNACY T prescription ingredient.
For all prescriptions, label receipts must display: 123 Vain St AnytounUSA 12345 - Example: Your compound
1_ Patientls name Filled 12/01/2014 o
. UMM 5 272000 EieliEE B (e S U
2. Fill date gt coat e three ingredients. The
3. Drug name and strength ke, Bamey. Donpiminewm receipt should list ALL three
Ph: 555-123-0002 . . . .

4. 1-digit National Drug Code (NDC) Generidiug 500mg- Gy 15-Days soppr- 3 ingredients in detail.
5. Quantity received and day supply NECH 10001662320 . > If the compound prescription
6. Phal’macy name and addFeSS Insurance pay: nia Patient pay: $19.88 recelpt does nOt It-emlze-
7. Pharmacy identifier (NABP or NPI #) each prescr|pt|on ingredient,

N we will not be able to process
8. Prescriber’s name

o o your request.

9. Cost of each medication (shown as paid in full)

¥ A Universal Claim Form for

Using the claim form a Compounded Medication
*xx*QANIP PR .
o can be accepted in place of
For a TIMELY response to your prescription refund: );«awwww o poen: a Cignal claim form
- - - . Issuer (80840) Doﬂ?lylsk $10
> Use a Prescription Drug Claim Form, which has - n-uigeman TR A
- In-network ~90%/10% . .
been designed for Cigna drug plans. ispnssl ey Outotnetork 7031 Important: Customers who send paperdamsfor
0000000 Deducibleapiis In-network compound purchases may receive a lower
Submit a separate form for each family member. > refund. Compounds should be billed by the pharmacy,

) ] and paper claims are not necessary.
Clearly write your Cigna ID number and the plan’s

group number on the claim form.

? Be sure that you are referencing your Cigna ID card (see example above).
Y
£% Ci
Together, all the way.” /’)(’\ | g n (] ®

Offered by: Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company or their affiliates.

“Cigna”and the “Tree of Life” logo are registered service marks, and “Together, all the way."is a service mark, of Cigna Intellectual Property, Inc, licensed for use by Cigna Corporation and its
operating subsidiaries. All products and services are provided by or through such operating subsidiaries, including Connecticut General Life Insurance Company and Cigna Health and Life Insurance
Company, and not by Cigna Corporation. All models are used for illustrative purposes only.
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£% Ci
Together, all the way.” /’)(’\ | g n (] ®

Offered by: Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company or their affiliates.

“Cigna”and the “Tree of Life” logo are registered service marks, and “Together, all the way."is a service mark, of Cigna Intellectual Property, Inc, licensed for use by Cigna Corporation and its
operating subsidiaries. All products and services are provided by or through such operating subsidiaries, including Connecticut General Life Insurance Company and Cigna Health and Life Insurance
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Prescription Drug Claim Form Insured and/or Administered by :‘:0‘:.'5

Connecticut General Life Insurance Company N
Cigna Health and Life Insurance Company — N\~
Cigna HealthCare* Cig na

REASON FOR REIMBURSEMENT

This claim form can be used to request reimbursement for covered expenses. Please check which reason applies (at least one must be
checked):

|:| Emergency |:| Non-Participating Pharmacy

|:| Primary coverage is with another insurance carrier. Please |:| Out-of-Network Compound Prescription
provide explanation of benefits (EOB) or denial letter from the (Pharmacist: Claims must list ALL ingredients along with
primary insurance carrier. itemized NDCs, quantities and charges.)

|:| Eligibility (Please explain) D Other (Please explain)

PARTICIPANT/PATIENT INFORMATION

Participant Name: Employer:
Cigna ID Number or Participant Social Security Number: (on the front of your Cigna ID card) Account Number: (on the front of your Cigna ID card)
Patient Name (use a separate form for each family member): Patient Birth Date: (Mo., Day, Year)
Patient Relationship to Participant: Patient Sex:
I:l Self (Participant) I:l Spouse I:l Dependent I:l Male I:l Female

| represent that the patient information entered on this form is correct, that the patient named is eligible for the benefits and that the patient has
received the medication described. | also represent that the medication received is not for treatment of an on-the-job injury. | also authorize release
of all information pertaining to this claim to the plan administrator or its designees.

Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or statement of
claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any material fact thereto,
commits a fraudulent insurance act which is a crime. For residents in the following states, please see the last page of this form: Alaska, Arizona,
California, Colorado, District of Columbia, Florida, Kentucky, Maryland, Minnesota, New Jersey, New York, Oregon, Pennsylvania, Tennessee, Texas
and Virginia.

Patient Signature: Date: Daytime Phone Number:

PRESCRIPTION INFORMATION

For Health Care Reform related Over-the-Counter reimbursement requests, include your Doctor’s prescription.

1) 2)
/ / / /
DATE FILLED RX NUMBER QTY DAY SUPPLY DATE FILLED RX NUMBER QTY DAY SUPPLY
___________ $ R R
DRUG NAME & STRENGTH NDC AMT. PAID DRUG NAME & STRENGTH NDC AMT. PAID
PHARMACY NAME PHARMACY NABP PHARMACY NAME PHARMACY NABP
PHARMACY ADDRESS PHARMACY ADDRESS

Multi-Ingredient Compound Prescription Information - To be Completed by Dispensing Pharmacy.

Pharmacist: If an itemized compound drug receipt is not available, please use this form to list the ingredients.

1. Use one form for each multi-ingredient compound prescription. Copy the form as needed.

2. The patient should send receipt(s) showing the out-of-pocket cost, and the Prescriber's name and DEA #.

3. SIGN the receipt.

The information below is required to process multi-ingredient claim submissions. For each NDC number, indicate the "metric quantity" expressed
in the number of tablets, grams, milliliters, injectables, etc. and the cost.

Quantity Valid NDC Drug Name Customer's Charge

1

2
3
4

5

583522k Rev. 01/2017



This Prescription Drug Claim Form is for Cigna customer use only.

Did you know?
We may be able to reimburse you for any prescriptions you paid for directly and didn't use your insurance to cover.
For instance, if you used a non-participating pharmacy, and your plan covers out-of-network purchases, file a claim.
We'll review it and look to see if we can get you a possible refund.

This form is not used for:
 Prescribed medical equipment (or supplies) - Ask your medical plan about benefits for equipment.
» FSA and HRA expenses - Contact your FSA (or HRA) payer for a claim address and instructions.

* Prescriptions purchased by customers not enrolled with a Cigna drug plan - Check your benefit materials to see if
your employer chose a Pharmacy Benefits Company other than Cigna.

» Non-covered drugs - See the "Exclusions and limitations" section of your plan's drug list.

INSTRUCTIONS

1. Complete ALL information on the front side of this form. Forms missing information may be denied, delayed or
returned. If you need help completing this form, contact your pharmacist.

2. Sign and date the Certification Statement in the area provided. Keep a copy of all forms and receipts for your
records.

3. The Prescription Information section must be completed for each prescription for which you are seeking
payment.

4. For Health Care Reform related over-the-counter payment requests, include your Doctor's prescription. Please
keep a copy of the prescription for your records.

Submit a separate form for each family member.

6. Mail the claim form within 12 months of the prescription fill date, along with original receipts (cash register
receipts alone are not acceptable), to:  Cigna Pharmacy Service Center
P.O. Box 188053
Chattanooga, TN 37422-8053

7. Questions? Please call the Cigna number located on your ID card.

Fold Fold

RETURN ADDRESS
IMPORTANT: PLEASE PROVIDE CURRENT ADDRESS INFORMATION BELOW:

CUSTOMER NAME
CUSTOMER STREET ADDRESS

CUSTOMER CITY, STATE, ZIP

Click Here to Print Clear Fields




Caution: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or
statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any material fact
thereto, commits a fraudulent insurance act.

IMPORTANT CLAIM NOTICE

Alaska Residents: A person who knowingly and with intent to injure, defraud or deceive an insurance company or files a claim containing false,
incomplete or misleading information may be prosecuted under state law.

Arizona Residents: For your protection, Arizona law requires the following statement to appear on/with this form. Any person who knowingly presents a
false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

California Residents: For your protection, California law requires the following to appear on/with this form. Any person who knowingly presents a false
or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Colorado Residents: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance
company or agent of an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for
the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds
shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

District of Columbia Residents: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer
or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related
to a claim was provided by the applicant.

Florida Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application
containing any false, incomplete or misleading information is quilty of a felony of the third degree.

Kentucky Residents: Any person who knowingly and with intent to defraud any insurance company or other person files a 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.

Maryland Residents: Any person who knowingly OR willfully presents false or fraudulent claim for payment of a loss or benefit or who knowingly OR
willfully presents false information in an application for insurance is quilty of a crime and may be subject to fines and confinement in prison.

Minnesota Residents: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is quilty of a crime.

New Jersey Residents: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and
civil penalties.

New Mexico Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is quilty of a crime and may be subject to civil fines and criminal penalties.

New York Residents: 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 shall also be subject to a civil penalty not to exceed $5000 and the stated value of the
claim for each such violation.

Oregon Residents: Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance
or statement of claim containing any materially false information; or, (2) conceals for the purpose of misleading, information concerning any material fact,
may have committed a fraudulent insurance act.

Pennsylvania Residents: 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.

Rhode Island Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee Residents: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas Residents: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is quilty of a crime and may be subject to fines
and confinement in state prison.

Virginia Residents: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or
files a claim containing a false or deceptive statement may have violated state law.

*"Cigna HealthCare" refers to the various HMO subsidiaries of Cigna Health Corporation. If you are enrolled in a Cigna HMO plan, complete details can be found
in your plan documents or Evidence of Coverage.

"Cigna" is a registered service mark, and the "Tree of Life" logo is a service mark, of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and
its operating subsidiaries. All products and services are provided by or through such operating subsidiaries and not by Cigna Corporation. Such operating
subsidiaries include Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, Cigna Health Management, Inc., and HMO
subsidiaries of Cigna Health Corporation.

583522k Rev. 01/2017



DISCRIMINATION IS AGAINST THE LAW

Medical coverage

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

Cigna:

* Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats,
other formats)

¢ Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact customer service at the toll-free number shown on your ID card, and
ask a Customer Service Associate for assistance.

If you believe that Cigna 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 by sending an email
to ACAGrievance@Cigna.com or by writing to the following address:

Cigna
Nondiscrimination Complaint Coordinator

@ PO Box 188016 @
Chattanooga, TN 37422

If you need assistance filing a written grievance, please call the number on the back of your ID card
or send an email to ACAGrievance@Cigna.com. 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 by mail or phone at:

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

Room 509F, HHH Building

Washington, DC 20201

1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at \\'..:'-
w9 e L
http://www.hhs.gov/ocr/office/file/index.html. AN VA4 C I g n a
A @

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna
Corporation, including Cigna Health and Life Insurance Company, Connecticut General Life Insurance Company,
Cigna Behavioral Health, Inc., Cigna Health Management, Inc., and HMO or service company subsidiaries of
Cigna Health Corporation and Cigna Dental Health, Inc. The Cigna name, logos, and other Cigna marks are
owned by Cigna Intellectual Property, Inc. ATTENTION: If you speak languages other than English, language
assistance services, free of charge are available to you. For current Cigna customers, call the number on the
back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711). ATENCION: Si usted habla un idioma que
no sea inglés, tiene a su disposicidn servicios gratuitos de asistencia lingUistica. Si es un cliente actual de Cigna,
[lame al numero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame al 1.800.244.6224
(los usuarios de TTY deben Ilamar al 711).

896375a 05/17 © 2017 Cigna.
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Proficiency of Language Assistance Services

English - ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna
customers, call the number on the back of your ID card. Otherwise, call 1.800.244.6224 (TTY: Dial 711).

Spanish - ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Si es un cliente
actual de Cigna, Ilame al nimero que figura en el reverso de su tarjeta de identificacion. Si no lo es, llame
al 1.800.244.6224 (los usuarios de TTY deben llamar al 711).

Chinese - 17 : A7) e B2 UEES BT < 772 Cigna (WIRARF - FHEEXHY ID RETHRISES -
2% 555075 1.800.244.6224 (JHfEELLq « 554 711)

Vietnamese — XIN LUU Y: Quy vi dwoc cip dich vu tro gitip v& ngén ngi mién phi. Danh cho khach hang hién tai ctia
Cigna, vui long goi sb & mét sau thé Hai vién. Cac trwong hop khac xin goi s6 1.800.244.6224 (TTY: Quay sb 711).

Korean — =9|: ot 0| & AIESIA|= B2, A0 X[ MHIAE 22 0|24 = JGLICL Xl Cigna
JtUAXE SHAM = ID 7LE SIHO| Qe MotHS 2 ASSiFAMA| L. 7|Ef CHE 4 20| = 1.800.244.6224
(TTY: CHO| Y 711)HHO 2 MEIS|TAA| L.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga
kasalukuyang customer ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O kaya, tumawag sa
1.800.244.6224 (TTY: I-dial ang 711).

Russian — BHUIMAHWE: Bam MoryT npegoctaButb becnnartHble ycnyru nepesoga. Ecnu Bbl yxe
yyacTteyeTe B nriaHe Cigna, NO3BOHUTE NO HOMEPY, YKazaHHOMY Ha 06paTHON CTOPOHe BalLen
NOEeHTUMUKALNOHHON KapTOYKM yHacTHUKa nnaHa. Ecnu Bbl He ABNsieTeChb Y4aCTHUKOM OHOMO M3 HaLUMX
nnaHoB, NO3BOHUTE NO HoMepy 1.800.244.6224 (TTY: 711).

Al ) Slay el e ¢y saad) bl Jlai¥) ela s bl Cigna eShesd oS dabia dlaall Gea il ciless oLi¥) ols - Arabic
(71 @ deai) :TTY) 1.800.244.6224 = Josil

®

French Creole - ATANSYON: Gen sévis ed nan lang ki disponib gratis pou ou. Pou kliyan Cigna yo, rele
nimewo ki deye kat ID ou. Sinon, rele nimewo 1.800.244.6224 (TTY: Rele 711).

French - ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous étes un
client actuel de Cigna, veuillez appeler le numéro indiqué au verso de votre carte d’identité. Sinon, veuillez
appeler le numéro 1.800.244.6224 (ATS : composez le numéro 711).

Portuguese - ATENCAOQO: Tem ao seu dispor servicos de assisténcia linguistica, totalmente gratuitos. Para
clientes Cigna atuais, ligue para o nimero que se encontra no verso do seu cartdo de identificacdo. Caso
contrario, ligue para 1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostepnej, bezptatnej pomocy jezykowej, obecni klienci firmy
Cigna moga dzwoni¢ pod numer podany na odwrocie karty identyfikacyjnej. Wszystkie inne osoby
prosimy o skorzystanie z numeru 1800 244 6224 (TTY: wybierz 711).

Japanese - FEEFIH HAEZFINS GG BHOSHEZE Y —EXZTHRAWRITE I, I]REDCignad
PERKIEIDA—FEERDE E%vsi‘c PEFRICTCTELLTCEV, ZDMMDFA1E.1.800.244.6224 (TTY: 711)
FC.HEEICTTHEEICE

Italian - ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tessera di identificazione. In caso contrario, chiamare il numero
1.800.244.6224 (utenti TTY: chiamare il numero 711).

German - ACHTUNG: Die Leistungen der Sprachunterstiitzung stehen Ihnen kostenlos zur Verfigung.
Wenn Sie gegenwartiger Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Rlckseite lhrer
Krankenversicherungskarte an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wahlen Sie 711).

248 oyl L Lkl «Cigna slxd b siiie () s .2 i e 4] y) Ladi g 81 &y s 41 (sl S8 et s 55— Persian (Farsi)
\)7’” bJLm.u u\_l\).\ul_lb‘).ljushb‘)m) 4:'):*5\-'&"\-‘-’1 8002446224 aJLuuhc_U}.a.u\ D2 A.a_)ﬁuu.ul.mc_\u\.uu@uhuu‘)lsgquu
(35S e e
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Prescription Drug Claim Form
583522k   Rev. 01/2017
Insured and/or Administered by
Connecticut General Life Insurance Company Cigna Health and Life Insurance Company
Cigna HealthCare*
REASON FOR REIMBURSEMENT
This claim form can be used to request reimbursement for covered expenses. Please check which reason applies (at least one must be checked):
Out-of-Network Compound Prescription
(Pharmacist: Claims must list ALL ingredients along with itemized NDCs, quantities and charges.)
For Health Care Reform related Over-the-Counter reimbursement requests, include your Doctor’s prescription. 
PARTICIPANT/PATIENT INFORMATION
Non-Participating Pharmacy
Other  (Please explain)
Eligibility (Please explain)
Emergency
2)
DRUG NAME & STRENGTH
PHARMACY NAME
NDC
_____ / _____ / _____    ______________    ________    _____________
DATE FILLED
RX NUMBER
DAY SUPPLY
PHARMACY NABP
PHARMACY ADDRESS
$
QTY
AMT. PAID
1)
DRUG NAME & STRENGTH
PHARMACY NAME
NDC
_____ / _____ / _____    ______________    ________    _____________
DATE FILLED
RX NUMBER
DAY SUPPLY
PHARMACY NABP
PHARMACY ADDRESS
$
QTY
AMT. PAID
PRESCRIPTION INFORMATION
G:\AFDDS\elecform\logos\Cigna logo BW Vertical.png
Primary coverage is with another insurance carrier. Please provide explanation of benefits (EOB) or denial letter from the primary insurance carrier.
REASON FOR REIMBURSEMENT
PARTICIPANT/PATIENT INFORMATION
PRESCRIPTION INFORMATION
REASON FOR REIMBURSEMENT
PARTICIPANT/PATIENT INFORMATION
PRESCRIPTION INFORMATION
Patient Relationship to Participant:
Patient Sex:
Male
Female
Spouse
Self  (Participant)
Dependent
I represent that the patient information entered on this form is correct, that the patient named is eligible for the benefits and that the patient has received the medication described. I also represent that the medication received is not for treatment of an on-the-job injury. I also authorize release of all information pertaining to this claim to the plan administrator or its designees. 
Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any material fact thereto, commits a fraudulent insurance act which is a crime. For residents in the following states, please see the last page of this form: Alaska, Arizona, California, Colorado, District of Columbia, Florida, Kentucky, Maryland, Minnesota, New Jersey, New York, Oregon, Pennsylvania, Tennessee, Texas and Virginia.
Multi-Ingredient Compound Prescription Information - To be Completed by Dispensing Pharmacy.
Pharmacist:  If an itemized compound drug receipt is not available, please use this form to list the ingredients.
1.  Use one form for each multi-ingredient compound prescription.  Copy the form as needed.
2.  The patient should send receipt(s) showing the out-of-pocket cost, and the Prescriber's name and DEA #.
3.  SIGN the receipt.
The information below is required to process multi-ingredient claim submissions.  For each NDC number, indicate the "metric quantity" expressed in the number of tablets, grams, milliliters, injectables, etc. and the cost.  
Quantity
Valid NDC
Drug Name
Customer's Charge
INSTRUCTIONS
Fold
1.
2.
3.
4.
5.
6.
Complete ALL information on the front side of this form. Forms missing information may be denied, delayed or returned.  If you need help completing this form, contact your pharmacist.
Sign and date the Certification Statement in the area provided.  Keep a copy of all forms and receipts for your records.
The Prescription Information section must be completed for each prescription for which you are seeking payment.
For Health Care Reform related over-the-counter payment requests, include your Doctor's prescription.  Please keep a copy of the prescription for your records.
Submit a separate form for each family member.
Mail the claim form within 12 months of the prescription fill date, along with original receipts (cash register receipts alone are not acceptable), to:
Fold
7.
RETURN ADDRESS
IMPORTANT:   PLEASE PROVIDE CURRENT ADDRESS INFORMATION BELOW:
CUSTOMER STREET ADDRESS
CUSTOMER NAME
CUSTOMER CITY, STATE, ZIP
Cigna Pharmacy Service Center 
P.O. Box 188053
Chattanooga, TN  37422-8053
This Prescription Drug Claim Form is for Cigna customer use only.
Questions?  Please call the Cigna number located on your ID card.
Did you know?
We may be able to reimburse you for any prescriptions you paid for directly and didn't use your insurance to cover. For instance, if you used a non-participating pharmacy, and your plan covers out-of-network purchases, file a claim.  We'll review it and look to see if we can get you a possible refund.
Prescribed medical equipment (or supplies) - Ask your medical plan about benefits for equipment.
FSA and HRA expenses - Contact your FSA (or HRA) payer for a claim address and instructions.
Prescriptions purchased by customers not enrolled with a Cigna drug plan - Check your benefit materials to see if your employer chose a Pharmacy Benefits Company other than Cigna.
Non-covered drugs - See the "Exclusions and limitations" section of your plan's drug list.
This form is not used for:
.
.
.
.
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*"Cigna HealthCare" refers to the various HMO subsidiaries of Cigna Health Corporation. If you are enrolled in a Cigna HMO plan, complete details can be found in your plan documents or Evidence of Coverage.
"Cigna" is a registered service mark, and the "Tree of Life" logo is a service mark, of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its operating subsidiaries. All products and services are provided by or through such operating subsidiaries and not by Cigna Corporation. Such operating subsidiaries include Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, Cigna Health Management, Inc., and HMO subsidiaries of Cigna Health Corporation.
Caution:  Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any material fact thereto, commits a fraudulent insurance act. 
IMPORTANT CLAIM NOTICE
Alaska Residents:  A person who knowingly and with intent to injure, defraud or deceive an insurance company or files a claim containing false, incomplete or misleading information may be prosecuted under state law.
Arizona Residents:  For your protection, Arizona law requires the following statement to appear on/with this form. Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.  
California Residents:  For your protection, California law requires the following to appear on/with this form. Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
Colorado Residents:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.
District of Columbia Residents:  WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant. 
Florida Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third degree. 
Kentucky Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files a 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.
Maryland Residents:  Any person who knowingly OR willfully presents false or fraudulent claim for payment of a loss or benefit or who knowingly OR willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Minnesota Residents:  A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
New Jersey Residents:  Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
New Mexico Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
New York Residents:  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 shall also be subject to a civil penalty not to exceed $5000 and the stated value of the claim for each such violation.
Oregon Residents:  Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or statement of claim containing any materially false information; or, (2) conceals for the purpose of misleading, information concerning any material fact, may have committed a fraudulent insurance act.
Pennsylvania Residents:  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. 
Rhode Island Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Tennessee Residents:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
Texas Residents:  Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
Virginia Residents:  Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement may have violated state law.
Kara McEntee
01/14/2015
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