Prescription Drug Reimbursement Form

See the back for instructions. Complete all information. 7 ottt m e JCO@
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Member/Subscriber Information See your Member ID card. Claim Recéipts
] Tape claim receipts or itemized
Group No. [SIPIBILIUIE|2] : bills on the back.
memberip L L L L L L LA L T L]  Donotstaplet
| Check the appropriate box if any
Member Name (First, Last) of the receipts are for a
| medication that:
Street Address O Is a compound prescription.

| BEEERRERR Make sure your pharmacist lists
ALL the VALID NDC numbers and

City State  Zip -+ <+ Quantities for gach ingredient on
Patient Date of Birth (Month/Day/Year) AR EERRE ~ 1 the back of this form and attach
Sex " Relation to Plan Member _ ~ receipts. Claim will be returned
Ol Female O 1 Self .- ifincomplete.

O Male o . - ONE CLAIM FORM

PER COMPOUND SUBMISSION.
[1 Was purchased outside the
— U.S.A.
| - If s0, please indicate:
Country
Currency used
O Is for treatment of an allergy.
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Name of Pharmacy

Street Address

|. f " ! ’“ " ” H l Please tape receipts on the back
City State  Zip o

Telephone (include area code) 1 il " l l ﬂ l! | i " ” !D

Acknowledgment o

| certify that the medication(s) described above wasAvere received for use by the patient fisted above, and that | (and the patient, if not myself)
ara eligible for drug benefits. | also certify that the medication received was not for an on-the-job injury or covered under another benefit plan.
| recognize that reimbursement will be paid directly to me, and that assignment of these benefits to a pharmacy or any other party is void.

Any person who knowingly and with intent to defraud, injure, or deceive any insurance company, submits a claim or application containing
any materially false, deceptive, incomplete or misleading information pertaining to such claim may be committing a fraudulent insurance act
which is a crime and may subject such person to criminal or civil penalties, including fines and/or imprisonment, or denial of benefits.

California: For your protection California law requires the following to appear on this form: Any person who knowingly presents 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.

Pennsylvania: 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 misteading, information
concerning any fact material thereto, commits a fraudutent insurance act, which is a crime and subjects such person to criminal

and civil penalties.

X
Signature of Member
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Claim Receipts
Please tape your receipts here. Do not staple!

Tape receipt for prescription 1 here.

Receipts must contain the

following information:

Date prescription filled

Name and address of pharmacy
Doctor name or ID number
NDC number (drug number)
Name of drug and strength
Quantity and days’ supply

Prescription number (Rx number)
DAW (Dispense As Written)
Amount paid
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List the VAUD 11-digit NDC number for
EACH ingredients used for the compound

medco

Tape receipt for prescription 2 here.

Receipts must contain the

following information:

Date prescription filled

Name and address of pharmacy
Doctor name or ID number

NDC number (drug number)
Name of drug and strength
Quantity and days’ supply
Prescription number (Rx number)
DAW (Dispense As Written)
Amount paid
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prescription.
For each NDC number, indicate the “metric

guantity” expressed in the number of

tablets, grams, milfiliters, creams, cintments,

injectables, etc.

Indicate the TOTAL charge {dotlar amount)

paid hy the patient.

Receipt(s) must be attached to claim form.

Total Quantity

Total Charge

HOW TO COMPLETE THIS FORM

PLEASE WAIT UNTIL YOU RECEIVE YOUR BLUERX LD. CARD BEFORE SENDING THIS CLAIM TO MEDCO. CLAIMS WITHOUT THE
PROPER IDENTIFICATION NUMBERS FROM YOUR BLUERX CARD WILL NOT BE PROCESSED. To avoid undue delay, please complete all
required areas of information on the daim form.

Member Information
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Member Number: Copy from your current BlueRx Card. If the
Member Number appearing on your BlueRx 1.D. card is only 9
digits, add a zero in the 10th position. If the number ends in
an alpha character, add the alpha character in the 10th posi-
tion. Do not include any alpha prefixes.
Member name, address, and telephone number.
Member Date of Birth: Month, Day, Year.
Member Sex: Check Male or Female.
Certification that this claim is not covered by another insurance
carrier. Be sure to read and sign.
Any questions?
Call Your BlueRx Member Services Number at
1 800 290-3914, Monday through Friday,
between 8:00 a.m. and 4:30 p.m.
If you are a Hearing Impaired TTY User,
Call 1 800 988-0668.
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Pharmacy and Prescription Information

IF THE CLAIM IS FOR A PRESCRIPTION PURCHASED
IN A FOREIGN COUNTRY, YOUR RECEIPT, ALONG
WITH PRESCRIPTION INFORMATION, SHOULD STATE
THE COUNTRY OF PURCHASE AND THE FOREIGN
CURRENCY USED.

Pharmacy name and address, where prescription(s) was (were)
purchased. _ _

Tape pharmacy receipts to the form (no staples). Receipts must
indicate date of service, prescription number, NDC number, quan
tity, days supply and amount paid.

Receipts must also indicate the dispenser’s written
indicator; 0=no DAW, 1=physician DAW, 2=patient DAW,
3=pharmacy DAW, 4=no generic available, 5=other.
Use a separate claim form for each pharmacy

from which you purchase prescriptions.
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WHERE TO MAIL THIS FORM
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Medco Health Solutions, Inc.
PO. Box 14711
Lexington, KY 40512
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