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Certification Statement 

By signing below, I certify: (1) The information I am submitting in support of my claim for reimbursement is true and 
accurate; (2) The expenses for which I am requesting reimbursement were actually incurred and are not eligible for 
payment/reimbursement from my medical or prescription insurance; (4) I am not enrolled in any state, federal, or 
government funded healthcare program, including, without limitation, Medicaid, Medicare, Medicare Part D, Medicare 
Advantage, Medigap, DoD, VA, TRICARE®/CHAMPUS, or any state prescription drug assistance program; and (4) I did not 
pay for these expenses with a flexible savings account (FSA), health savings account (HSA), or health reimbursement account 
(HRA). 
 
In support of my claim for reimbursement of my pharmacy expenses, I authorize Lilly USA, LLC and its agents to contact my pharmacy or other 
healthcare providers to disclose and obtain information about the pharmacy claim for which I am seeking reimbursement.  

A copy of this authorization is as valid as the original, and this authorization will be valid even if I sign it electronically.  

Claimant/Patient/Legal Guardian Signature: _____________________________________   Date______________ 

 

Please allow 4-6 days for processing. This form can be used for multiple submissions. 
For assistance completing this form, contact IQVIA at 1-888-636-1337 and select the “Patient” option. 


