|
]
|

I all stavts with care®

Presaﬁptmn Drug Clalm F@rm , SECONDARY COVERAGE

wlease aitow up to 21 days from the time you send thus form unm ’fhe t;me you receive the response to allow for mail time plus claims processing.
This form should be used if you have primary prescription drug coverage with another insurance carrier.

After you have submitted your claim to the primary carrier:

= Provide all information requested below.

o Rxreceipt(s), EOB(s), or denial letter from primary insurer must be enclosed.

« Please use a separate claim form for each plan participant.

Did you use another Prescription Drug Card when purchasing this prescription? Yes__ No___ Ifno,

p!ease attach the explanation of benefits (EOB)} or Denial letter from your Primary Insurance Carrier.

B  Signin the space provided. Your signature certifies that the information is correct and complete.

& We will send any retmbursement and/or commumcatsons to the address be ow, excep’f ifa conf dennal address is on file.

B Do not staple or tape receipts or
attachments to this form.
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Cardhoider s

Name: __ — _— BXGRP#:
Sirest o
Address: Plan Participant
iD#: ID Code:
_ _ Employer/
City: State: Zip: Company Name:

{ certify that the information | have provided is correct and that the plan participant indicated below is eligible for benefits. | have recsived the medicine described
hereon and authorize release of all information contained on this claim form to Caremark, and the plan administrator. | agree that any benefits payable hereunder
for prescription drugs are not assignable and that any assignment thereof shall be void. | further represent that there has been no assignment of benefits
hereunder.

PLAN PARTICIPANT SIGNATURE:_ CARDHOLDER SIGNATURE:

FIRST

Plan Participant’s Relationship to Cardholder:
T (T [ e ceoce

Date of Birth: U__l u_l u_l Male: D Female: D Check if Full-Time College Student

Plan Participant

Name:

Pharmacy Name: NP [T [ [ [ [ fprone:[ T ][] ]]]
Address:
City: state:[_[ [z [ [ [ [ | Signatarer -
1]{#:‘ l ! l ! l l lNew or Refill (circle one) Date Filled:} H l H l l lQuantity (ml., #tablets, gm., etc.)['_:[:[:]
Days Supply:m Name of Medication: Prescriber DEA#I ‘ [ l I I l l [ }
NDC#:i ! l I l I l l ! l l lForm of Medication {(capsules, cream, etc):
Drug Manufacturer: Dosage (250 mg., etc.): Is this a compound? YesD NOD
Prescription Cost: $l l i l l I I Tax $U_LU_U To’tai Cost $( { l i “ l J B
2 R#:i ’ l l i l I lNeW or Refill (circle one) Date Filled : l H l H I l IQuanmy (ml., #tablets, gm., eto)D:[D
DaysSuppEy:[D:I Name of Medication: PrescriberDEA#[ l I l i l I | ‘ l
NDC#:[ l } l l l i i ‘ I I lForm of Medication (capsules, cream, etc):
Drug Manufacturer: Dosage (250 mg., etc.): Is this a compound? YesD NOD
Prescription Cost:$l ‘ l ! .[. I lTax:$D:Dj:] Total Cost:$¥ l ll .l. l l 7 -

T+ Y ve
3g#| | | | | | | | NeworRefil (circle one) Date Fmed:[MO H 1 il Rl | quantiy (mi., #tablets, gm. | | | | |
Days Supply:D:D Name of Medication: Prescriber DEA#I ! l h { f l ! | l
NDC#:‘ l i l I l l ' ] I l lForm of Medication (capsules, cream, etc):
Drug Manufacturer: Dosage (250 mg., etc.): Is this a compound? YesD NOD

Prescription Cost: $l l l l l | Tax: $m To’tal Cost $U_U_.U_J

14080 (11/04})



Instructions
Mail claim form, receipt(s), EOB(s), to: Caremark, P.O. Box 52054, Phoenix, AZ 85072-2054

If another prescription drug card was used to purchase the prescription:
* Please circle the copay amount on the receipt.

For Puerto Rico employees:
e Please use the Puerto Rico location address as your own address on the front of this claim form:
P.O. Box 100, Carolina, PR 00986-0100

For your protection state law requires the following statement to appear on this form. 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 misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects such person to criminal and civil penalties.

Compound Definitions

Compound - Any medication the pharmacist creates by mixing two or more ingredients,

at least one of which is a prescription drug.
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