Prescription Drug Claim Form
] . Today's
A. - Cardholder / Patient Information Date |
Cardholder's Name (Last, First, M1) Address City State ZIP
Cardhoelder 1D Number Plart Narmne Why was the insurance or drug card not used for this purchase? Explain below.
Patient's Name (Last, First, MI) Patient's Date of Patient's Gender | Patient's Relationship to Cardholder
Birth OmOF [0 self [ Spouse [3 Child [ Other

Is the patient eligible for Medicare, Part D (prescription drug) coverage?

[INo [JYes

B, Other Insurance Coverage

Is the patient eligible for primary prescription drug coverage from another provider? [nsured's Name (Last, First,
)]
[INo [0 Yes If Yes, please use other insurance card to complete the following fields.
Member ID PCN Other Coverage's Effective
Other Insurance Company’s Name

Date

| certify that the information on this claim form is correct to the best of my knowledge. [ authorize the

release of any medical information pertaining to this claim to Express Scripts,

Signature Date

its agents or representatives.

Complete all sections ONLY if the original pharmacy prescription receipts are not being submitted with this form. Receipt

copies will not be accepted.

C. - Authorization (Completed by pharmacist / physician)

National Provider Indicator (NP1} number Pharmacy Name

Pharmacist / Physician Name Address City

Stale ZIP

Pharmacist / Physician Signature

Note: Payment for the above claim{s) will be made directly
to the Policyholder. Any assignment of these benefits must
inctude the signature of the Policyholder and is subjject ta
approval of your prescription drug plan administrator.

D. - Claim Information {Completed by pharmacist/physician)

1. Is this a compound Rx? If Yes, please attach a Fill Date Rx Number Quantity Days Sirength/Dosage
Compound Claim form, Supply
FINo 3 Yes
MNational Drug Code (NDC) Medication Name (U.S. Charge (U.5. Prescriber Name Prescriber ID
English) Dollars)
Was this prescription filled in a foreign country? Name of Country Currency Foreign Medication Foreign Charge
ONo [ ves Name

PPC 006 031510

Express Saripts, Inc., is a separate company that provides pharmacy services and pharmacy bensfit management services on behalf of

health plan members.




2. Is this a compound Rx? i Yes, please attach a Fill Date Rx Number Quantity Days Strength/
Compound Claim form. Supply Dosage
[0 No [J Yes
National Drug Code {(NDC) Medication Name (U.S. Charge (U.S. Prescriber Name Prescriber 1D
English) Dollars}
Was this prescription filled in a foreign country? Name of Country | Currency Foreign Medication Foreign Charge
Name
[3 No [] Yes
3. Is this a compound Rx? If Yes, please attach a Fill Date Rx Number Quantity Days Strength/
Compound Claim form. Supply Dosage
{1 No O Yes
National Drug Cede (NDC} Medication Name (U.S. Charge (U.S. Prescriber Name Prescriber ID
English) Dollars)
Was this prescription filled in a foreign country? Name of Country | Currency | Foreign Medication Foreign Charge
Name
[0 No [ Yes
4, Is this a compound Rx? If Yes, please attach a Fill Date Rx Number Quanfity Days Strengthy/
Compound Claim form. Supply Dosage
O Ne O Yes
Nationai Drug Code {NDC) Medication Name {U.S. Charge (U.S. Prescriber Name Prescriber ID
English) Dollars)
Was this prescription filled in a foreign country? Name of Country | Currency Foreign Medication Foreign Charge
Name
] No O Yes

Insurance Fraud Warning

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting tc defraud the company. Penalties may include imprisonment, fines, denial of insurance and civit 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 ciaimant with regard to a settlement or
award payable from insurance proceeds shall be reported to the appropriate state agency within the department of regulatory agencies.

INSTRUCTIONS

Cardholder:

1.  Present your prescription drug card at the pharmacy to avoid having to submit a paper claim for reimbursement.
If necessary, use this form for prescription claims that were purchased due to an emergency or at & non-
participating pharmacy.

2. Complete all items in the section (A) and (B) for both cardholder and
patient.

3.  Signthe form in the area provided.

4. Include the ORIGINAL prescription receipt with this form and make copies for your records. Copies of the.
receipt will not be accepted for reimbursement.

5.  If original pharmacy receipts are being submitted with this form, please go to step 7. If not
continue to step 6.

6. If original pharmacy receipts are NOT submitted with the form, please have your pharmacist complete
sections (C) and (D) on page 2.

7.  Mail completed form to: Prescription Drug Plan — PO Box 145433 — Cincinnati, OH 45250-5433

PPC 006 031510

Express Seripls, Inc., is a separate company that provides pharmacy services and pharmacy benefii management services on behaif of
health plan members.




English:

Tagatog:

Viethamese

Spanish:

Korean:

Chinese;

PPC 006 031510

Express Scripts, Inc., is a separate company that provides pharmacy services and pharmacy benefit management services on behalf of

heaith plan members.

if you have any questions regarding this form, please contact one of
our customer service representatives by calling the number on the
back of your ID card or in your enroliment booklet.

Kung mayroon kang mga katanungan may kinalaman sa form na ito,
mangyaring makipag-ugnayan sa isa sa aming mga customer service
representative sa pamamagitan ng pagtawag sa numero na nasa
likod ng iyong ID card o sa iyong booklet sa pagpapatala.

Néu quy vi co bat ky cau héi gi lién quan d&n mau don nay, xin vui
idng lién hé vai mot trong nhing dai dién dich vu khach hang cta
chuing t8i bang cach goi sd dién thoai & sau thé 1D cha quy vi hay &
cubn sé tuyén dung.

Si tiene alguna pregunia respecto a este formulario, por favor,
comuniguese con nuestros representantes de servicio al cliente
llamando al nimero que se encuentra al reverso de su tarjeta de
identificacion o en su folleto de inscripcion.
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