EUTF and HSTA VB Medicare Retirees and Dependents
with HMSA Medical and SilverScript Prescription Drug Plans
Medicare Part D Vaccinations

Certain vaccinations are covered first under the EUTF and HSTA VB Medicare prescription drug

plans (administered by SilverScript) as required by Medicare Part D, including vaccinations for

hepatitis A, measles, mumps, and rubella (MMR), and shingles. For these vaccinations, the
EUTF and HSTA VB prescription drug plans pay first and the EUTF and HSTA VB HMSA

medical plans pay second. As aresult, if you are required to pay a copayment (generally

$30 for EUTF members and $9 for HSTA VB members), you are entitled to a
reimbursement from the HMSA medical plan.

Received at a Pharmacy
If you receive a Part D vaccination at a pharmacy, inform the pharmacist that you are also

covered under an HMSA plan and request that the pharmacy submit a claim for your copayment

to HMSA. If the pharmacist submits the claim to HMSA, you should not have to pay anything.

the pharmacist does not, you will be charged a copayment and will need to submit a
reimbursement request to HMSA as follows:

I.  Documentation required for copayment reimbursement:
a. Pharmacy prescription tag — The tag must show:
= Vaccine name
=  Amount you paid
= Examples below: Shingrix, $30.00
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b. AND Pharmacy Cash Register receipt — The receipt must show:
=  Amount you paid
» Examples: Pharmacy #RX M/M, $30.00; RX #7340000, $30.00

If
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c. OR, if missing either or both a and b above, an Explanation of Benefits (EOB)
which shows:
= First page showing name, member ID, Rx PCN
= Continued page(s) showing complete Chart 1
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Here are the sections in this summary
SECTION |, Your prescriptions during the psst mooth dmi 1 B

You will receive an EOB, which is a monthly listing of your prescription drug
claims, if you have prescription drug claims for that month. If you need a copy of
your EOB, please call SilverScript (toll free at 1-877-878-5715) or log onto
Caremark.com.

Il.  Send proof of payment along with your member information within one (1) year
from date of service/vaccination. Your member information must include:
a. Name
b. HMSA Membership Number
c. Date of Birth
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1. Mail to:
HMSA
P.O. Box 860
ATTN: 7 CR
Honolulu, HI 96808-0860

Or scan & email to:
customer-service@hmsa.com

*Please allow two (2) weeks for HMSA to send your reimbursement.

Received from your Physician
If you receive a Part D vaccination from your physician, you will be charged the full cost of the
vaccination plus an administration fee.

I.  SilverScript Reimbursement
To receive reimbursement from SilverScript for the cost of the vaccination and the
administration fee less your copayment, you must complete and submit a claim form
(which you can download from eutf.silverscript.com/Documents.aspx) along with your
invoice to SilverScript within 12 months from the date of service.

Complete the Prescription Claim Form as shown below and mail to the address
indicated on the form:

Other Insurance Information
COB (Coordination of Benefits

Are any of these medicines being taken for an on-the-job injury? OYes @MNo

|s the medicine covered under any other group insurance? @Yes ONo

If yes, is other coverage: I Primary - @ Secondary

If other coverage is Primary, include the explanation of benefits (EOB) with this form.

Name of Insurance Company ipi_[insert HMSA ID A

.  HMSA Reimbursement
To receive reimbursement from HMSA for your copayment, you must submit the invoice
from SilverScript, showing your copayment, within one year from the date of service.
Follow steps Il and 11l above.

If you have any questions regarding coverage of Part D vaccinations, please contact HMSA
(948-6499 on Oahu or toll free at 1-800-776-4672) or SilverScript (toll free 1-877-878-5715).
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