
  
 
 

  
 

  
 

  
  

   

 
 

  Health Net of California, Inc and
 
Health Net Life Insurance Company (Health Net)
 

Prescription Drug Claim Form
 
This claim form is to be used for reimbursement on covered medications provided by pharmacies. The filing of this form does not  
guarantee reimbursement. Please consult your plan documents for additional coverage information. If you have any questions regarding  
this form, or require additional forms, please contact Health Net at the telephone number listed on your member ID card, or visit  
www.healthnet.com (Group members) or www.myhealthnetca.com (Individual & Family Plan members). 

Instructions 
1. Complete the subscriber/enrollee information section below. 

You’ll find your subscriber ID and group numbers on your 
Health Net ID card or on the copy of your application that 
serves as your temporary ID. 

2. Please have your pharmacist complete the section on 
the back, and submit an itemized pharmacy receipt that 
includes the same information. 

3. You must complete a separate claim form for each family 
member. You also need a separate form for each pharmacy 
you use. 

4. This form must be completed in full, or it will be returned for 
completion. Please allow four weeks for completed claim forms to 
be processed. 

5. Return the completed form to: 
Group members:  
Health Net of California  
Health Net Life Insurance  
Company  
C/O Caremark  
PO Box 52136  
Phoenix, AZ 85072-2136 

Individual & Family Plan  
members:  
Health Net of California  
Health Net Life Insurance Company  
5 River Park Place East, Ste. 210  
Fresno, CA 93720 

Subscriber/Enrollee 
Subscriber/Enrollee ID #: Group #: Contact phone #: 

Subscriber/Enrollee last name: First name: MI: 

Address: City: State: ZIP: 

Patient name: Prescriptions were for (diagnosis): Patient’s gender: Date of birth: 

Is this medication for an on-the-job-injury?  ■ Yes    ■ No 
Is this medication covered under any other group insurance plan?   ■ Yes    ■ No 
If “Yes,” give name of insurance company and other employer: ______________________________________________________________________________________ 

Health Net PPO, Flex Net and Medicare Supplement are fully underwritten by Health Net Life Insurance Company. 
Health Net HMO is offered by Health Net of California, Inc.  
I certify that the above information is correct and that the above-written person is eligible for benefits. I have received the medication  
described herein and authorize release of all information contained on this voucher to Health Net or its agent. 
I agree that any benefits payable hereunder for prescription drugs are not assignable and that any assignment or attempting assignment  
thereof shall be void. I further represent that there has been no assignment of benefits hereunder. 
Any person who knowingly presents a false or fraudulent claim for the payment of loss is guilty of a crime and may be subject to fines and  
confinement in state prison. 

X ___________________________________________________________________________________________________________ ________________________________________ 
Signature (insured person)                                                                                                                        Date 

(continued) 

http://www.myhealthnetca.com
http://www.healthnet.com
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Please ask your pharmacist to complete the remaining portion. We cannot process this 
form without this information. 
Rx number: 
1. 

Date filled: Check one:   
New   
Rx refill   
Compound 

Quantity: Rx directions: Days 
supply: 

Rx price incl 
tax: 

Medication name and strength: MD DEA number: NDC number required: 

Rx number: 
2. 

Date filled: Check one:   
 New   
 Rx refill    
 Compound 

Quantity: Rx directions: Days 
supply: 

Rx price incl 
tax: 

Medication name and strength: MD DEA number: NDC number required: 

Rx number: 
3. 

Date filled: Check one:   
 New   
 Rx refill  
 Compound 

Quantity: Rx directions: Days 
supply: 

Rx price incl 
tax: 

Medication name and strength: MD DEA number: NDC number required: 

If compound – please fill out the information below. 
Place pharmacy label here. 

Pharmacy name:__________________________________________________ 
Street address:____________________________________________________ 
City:______________________________  State:__________  ZIP:___________ 

7-digit NABP number required: ___________________________________ 
(Please obtain this number from your pharmacy.) 
Are you a Health Net participating pharmacy?    ■ Yes  ■ No 
Pharmacist signature X ____________________________________________ 
Note: Benefits are payable directly to the covered individual, and 
any assignment of these benefits is void. 

Compound prescription information 
•  Include Rx number(s), drug name(s), strength(s), and date filled. 
•  Include all the NDC number(s) for the drug(s) dispensed. 
• Indicate the “metric quantity” expressed in number of tablets, grams or mls for liquids, creams, ointments, and injectables. 

Compound prescriptions 
Rx number NDC number Drug name Quantity Cost Date filled 

Health Net of California, Inc. and Health Net Life Insurance Company are subsidiaries of Health Net, LLC. Health Net is a registered service mark of Health Net, LLC. All rights reserved. 
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In addition to the State of California nondiscrimination requirements (as described in benefit coverage documents), Health Net 
Life Insurance Company and Health Net of California, Inc. (Health Net) comply with applicable federal civil rights laws and do 
not discriminate, exclude people or treat them differently on the basis of race, color, national origin, ancestry, religion, marital 
status, gender, gender identity, sexual orientation, age, disability, or sex. 

Health Net: 

• 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, accessible electronic formats, other formats). 

• 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 Health Net’s Customer Contact Center at: 

IFP On Exchange/Covered California 1-888-926-4988 (TTY: 711)
 
IFP Off Exchange 1-800-839-2172 (TTY: 711)
 
Group Plans through Health Net 1-800-522-0088 (TTY: 711)
 

If you believe that Health Net has failed to provide these services or discriminated in another way, you can file a grievance by  
calling the number above and telling them you need help filing a grievance; Health Net’s Customer Contact Center is available  
to help you. You can also file a grievance by mail, fax or online at: Health Net of California, Inc./Health Net Life Insurance  
Company Appeals & Grievances, PO Box 10348, Van Nuys, CA 91410-0348, by fax: 1-877-831-6019, or online: healthnet.com  
(Group) or myhealthnetca.com (IFP). 

If you are not satisfied with Health Net’s decision or it has been more than 30 days since you filed the complaint, you  may  
submit a complaint form to the Department of Managed Health Care (DMHC). The form is available at www.dmhc.ca.gov/ 
FileaComplaint. 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 (TDD: 1-800-537-7697) if there is a concern of discrimination  
based on race, color, national origin, age, disability, or sex. 

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

http://www.hhs.gov/ocr/office/file/index.html
http://www.dmhc.ca.gov/FileaComplaint
http://myhealthnetca.com
http://healthnet.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.dmhc.ca.gov/FileaComplaint


សេវាភាសាសោយឥតគិតថ្លៃ។ សោកអ្នកអាចទទួលបានអ្នកបកប្បផ្ទា ល់មាត។់ សោកអ្នកអាចសាដា បស់គអានឯក
សារឱ្យសោកអ្នកជាភាសារបេ់សោកអ្នក។ េ្មាបជំ់នួយ េូមសៅទូរេ័ពទាសៅកានម់ជ្ឈមណ្ឌ លទំនាកទ់ំនងអតិ
្ិជនតាមសលខបែលមានសៅសលើបណ័្ណ េមាគា ល់ខលៃួនរបេ់សោកអ្នក ឬសៅទូរេ័ពទាសៅកានក់ម្មវធិី Off Exchange 
របេ់គស្មាងជាលក្ខណៈបុគគាល និង្ករុម្គរួសារ (IFP) តាមរយៈសលខ៖ 1-800-839-2172 (TTY: 711)។ 
េ្មាបទី់ផ្សាររែ្ឋ California េូមសៅទូរេ័ពទាសៅកានក់ម្មវធិី On Exchange របេ់គស្មាង IFP តាមរយៈសលខ 
1-888-926-4988 (TTY: 711) ឬ្ករុមហុ៊នអាជីវកម្មខ្្ន តតូចតាមរយៈសលខ 1-888-926-5133 (TTY: 711)។ 
េ្មាបគ់ស្មាងជា្ករុមតាមរយៈ Health Net េូមសៅទូរេ័ពទាសៅកានស់លខ 1-800-522-0088 (TTY: 711)។

Korean
무료 언어 서비스입니다. 통역 서비스를 받으실 수 있습니다. 문서 낭독 서비스를 받으실 수 있으며 
일부 서비스는 귀하가 구사하는 언어로 제공됩니다. 도움이 필요하시면 ID 카드에 수록된 번호로 
고객서비스 센터에 연락하시거나 개인 및 가족 플랜(IFP)의 경우 Off Exchange:
1-800-839-2172(TTY: 711)번으로 전화해 주십시오. 캘리포니아 주 마켓플레이스의 경우 
IFP On Exchange 1-888-926-4988(TTY: 711), 소규모 비즈니스의 경우 1-888-926-5133(TTY: 711)번으로 
전화해 주십시오. Health Net을 통한 그룹 플랜의 경우 1-800-522-0088(TTY: 711)번으로 전화해 
주십시오.

Navajo
Doo b33h 7l7n7g00 saad bee h1k1 ada’iiyeed. Ata’ halne’7g77 da [a’ n1 h1d7d0ot’88[. Naaltsoos da t’11
sh7 shizaad k’ehj7 shich9’ y7dooltah n7n7zingo t’11 n1 1k0dooln77[. !k0t’4ego sh7k1 a’doowo[ n7n7zingo
Customer Contact Center hooly4h7j8’ hod77lnih ninaaltsoos nanitingo bee n44ho’dolzin7g77 hodoonihj8’
bik11’ 47 doodago koj8’ h0lne’ Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). 
California marketplace b1h7g77 koj8’ h0lne’ IFP On Exchange 1-888- 926-4988 (TTY: 711) 47 doodago
Small Business b1h7g77 koj8’ h0lne’ 1-888-926-5133 (TTY: 711). Group Plans through Health Net b1h7g77 47
koj8’ h0lne’ 1-800-522-0088 (TTY: 711).

Persian (Farsi)
خدمات زبان بدون هزينه. می توانيد يک مترجم شفاهی بگيريد. می توانيد درخواست کنيد اسناد به زبان شما برايتان خوانده شوند. برای 
دريافت کمک، با مرکز تماس مشتريان به شماره روی کارت شناسايی يا طرح فردی و خانوادگی IFP( Off Exchange) به شماره: 

TTY:711( 1-800-839-2172( تماس بگيريد. برای بازار کاليفرنيا، با IFP On Exchange شماره 1-888-926-4988
)TTY:711( يا کسب و کار کوچک 1-888-926-5133 )TTY:711( تماس بگيريد. برای طرح های گروهی از طريق

Health Net، با TTY:711( 1-800-522-0088( تماس بگيريد.

 
  

  
  

  

 

 

  
 

 
 

  
 

      
    

 

English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you 
in your language. For help, call the Customer Contact Center at the number on your ID card or call 
Individual & Family Plan (IFP) Off Exchange: 1-800-839-2172 (TTY: 711). For California marketplace, 
call IFP On Exchange 1-888-926-4988 (TTY: 711) or Small Business 1-888-926-5133 (TTY: 711). 
For Group Plans through Health Net, call 1-800-522-0088 (TTY: 711).  



Japanese
無料の言語サービスを提供しております。通訳者もご利用いただけます。日本語で文書をお読みす
ることも可能です。ヘルプが必要な場合は、IDカードに記載されている番号で顧客連絡センターま
でお問い合わせいただくか、Individual & Family Plan (IFP) (個人・家族向けプラン) 
Off Exchange: 1-800-839-2172 (TTY: 711) までお電話ください。カリフォルニア州のマーケット
プレイスについては、IFP On Exchange 1-888-926-4988 (TTY: 711) または Small Business 
1-888-926-5133 (TTY: 711) までお電話ください。Health Netによるグループプランについては、
1-800-522-0088 (TTY: 711) までお電話ください。

Servicios de idiomas sin costo. Puede solicitar un intérprete, obtener el servicio de lectura de documentos y 
recibir algunos en su idioma. Para obtener ayuda, comuníquese con el Centro de Comunicación con el Cliente 
al número que figura en su tarjeta de identificación o llame  plan individual y familiar que no pertenece al 
Mercado de Seguros de Salud al 1-800-839-2172 (TTY: 711). Para planes del mercado de seguros de salud de 
California, llame al plan individual y familiar que pertenece al Mercado de Seguros de Salud al 
1-888-926-4988 (TTY: 711); para los planes de pequeñas empresas, llame al 1-888-926-5133 (TTY: 711). 
Para planes grupales a través de Health Net, llame al 1-800-522-0088 (TTY: 711).

Tagalog
Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng interpreter. Makakakuha kayo ng mga 
dokumento na babasahin sa inyo sa inyong wika. Para sa tulong, tumawag sa Customer Contact Center sa 
numerong nasa ID card ninyo o tumawag sa Off Exchange ng Planong Pang-indibidwal at Pampamilya 
(Individual & Family Plan, IFP): 1-800-839-2172 (TTY: 711). Para sa California marketplace, tumawag sa 
IFP On Exchange 1-888-926-4988 (TTY: 711) o Maliliit na Negosyo 1-888-926-5133 (TTY: 711). 
Para sa mga Planong Pang-grupo sa pamamagitan ng Health Net, tumawag sa 1-800-522-0088 (TTY: 711).

Thai
ไมมคาบรการดานภาษา คณสามารถใชลามได คณสามารถใหอานเอกสารใหฟงเปนภาษาของคณได หากตองการความชวย
เหลอ โทรหาศนยลกคาสมพนธไดทหมายเลขบนบตรประจ.าตวของคณ หรอโทรหาฝายแผนบุคคลและครอบครวของเอกชน 
(Individual & Family Plan (IFP) Off Exchange) ท 1-800-839-2172 (โหมด TTY: 711) ส.าหรบเขตแคลฟอรเนย โทรหา
ฝายแผนบุคคลและครอบครวของรฐ (IFP On Exchange) ไดท 1-888-926-4988 (โหมด TTY: 711) หรอ ฝายธรกจขนาดเลก 
(Small Business) ท 1-888-926-5133 (โหมด TTY: 711) ส.าหรบแผนแบบกลุมผานทาง Health Net โทร 
1-800-522-0088 (โหมด TTY: 711)

 

 
 

 

 
 

 



Panjabi (Punjabi)
ਬਿਨਾਂ ਬਿਸੇ ਲਾਗਤ ਵਾਲੀਆਂ ਭਾਸਾ ਸੇਵਾਵਾਂ। ਤੁਸੀਂ ਇੱਿ ਦੁਭਾਸੀਏ ਦੀ ਸੇਵਾ ਹਾਸਲ ਿਰ ਸਿਦੇ ਹੋ। ਤੁਹਾਨੰੂ ਦਸਤਾਵੇਜ਼ ਤੁਹਾਡੀ ਭਾਸਾ
ਬਵੱਚ ਪੜ੍ਹ ਿੇ ਸੁਣਾਏ ਜਾ ਸਿਦੇ ਹਨ। ਮਦਦ ਲਈ, ਆਪਣੇ ਆਈਡੀ ਿਾਰਡ ਤੇ ਬਦੱਤੇ ਨੰਿਰ ਤੇ ਗਾਹਿ ਸੰਪਰਿ ਿੇਂਦਰ ਨੰੂ ਿਾਲ ਿਰੋ ਜਾਂ 
ਬਵਅਿਤੀਗਤ ਅਤੇ ਪਬਰਵਾਰਿ ਯੋਜਨਾ )IFP) ਔਫ਼ ਐਿਸਚੇਂਜ ‘ਤੇ ਿਾਲ ਿਰੋ: 1-800-839-2172 (TTY: 711)। ਿੈਲੀਫੋਰਨੀਆ 
ਮਾਰਬਿਟਪਲੇਸ ਲਈ, IFP ਔਨ ਐਿਸਚੇਂਜ ਨੰੂ 1-888-926-4988 )TTY: 711) ਜਾਂ ਸਮੌਲ ਬਿਜ਼ਨੇਸ ਨੰੂ
1-888-926-5133 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ। ਹੈਲਥ ਨੈੱਟ ਰਾਹੀਂ ਸਾਮੂਬਹਿ ਪਲੈਨਾਂ ਲਈ, 
1-800-522-0088 (TTY: 711) ‘ਤੇ ਿਾਲ ਿਰੋ।

Russian
Бесплатная помощь переводчиков. Вы можете получить помощь переводчика. Вам могут прочитать 
документы на Вашем родном языке. Если Вам нужна помощь, звоните по телефону Центра помощи 
клиентам, указанному на вашей карте участника плана. Вы также можете позвонить в отдел помощи 
участникам не представленных на федеральном рынке планов для частных лиц и семей 
(IFP) Off Exchange 1‑800‑839‑2172 (TTY: 711). Участники планов от California marketplace: звоните 
в отдел помощи участникам представленных на федеральном рынке планов IFP (On Exchange) по 
телефону 1‑888‑926‑4988 (TTY: 711) или в отдел планов для малого бизнеса (Small Business) по 
телефону 1‑888‑926‑5133 (TTY: 711). Участники коллективных планов, предоставляемых через 
Health Net: звоните по телефону 1‑800‑522‑0088 (TTY: 711).

CA Commercial On and Off-Exchange Member Notice of Language Assistance

FLY017549EH00 (12/17)
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