Prescription Drug Claim Form

R BlueCross BlueShield
VAV of Montana

Member information (See other side for instructions)

onamoer | | [ L L L L LD

Groupnumber‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Dateofbirth‘ ‘ ‘/‘ ‘ ‘/‘ ‘ ‘EIMaIe 1 Female

Name (First, Last)

Street address

City State Zip

Member’s relationship to primary cardholder:

1 Self (1 Spouse/Domestic partner 1 Dependent/Child

| certify that:

« The information on this form is correct

» The member named above is eligible for pharmacy benefits

* The member named above received the medicine(s) listed

« | give my permission to share the information on this form with
Prime Therapeutics LLC

X

Member or legal representative signature
Is this medicine for an on-the-job-injury? dYes QNo

Do you have other insurance for this prescription medicine?
dYes a1 No

If yes, what is the other insurance company’s name?

Cardholder information (primary cardholder)

Name (First, Last)
Why are you submitting this Prescription Drug Claim Form?
(check one)

[] Did not have my pharmacy card with me when | bought this
prescription

[J Have not received my pharmacy card
[J Picked up my medicine from a non-network pharmacy

[ My other insurance is paying for part of this medicine (attach that
company’s Explanation of Benefits and an itemized receipt)

[] Other (please explain)

Pharmacy information

Pharmacy name

Pharmacy address

City State Zip

X

Pharmacist signature

PharmacyNPInumber‘ ‘ ‘ ‘ ‘ ‘ ‘

Prescription (Rx) claim information
Was this prescription medicine
purchased outside the U.S.? ................... dYes WNo

All fields below must be completed. (See example on the back of this
form.) Talk to your pharmacist if you need help.

Please attach itemized pharmacy receipts to the back of this form.

1 renumoer || L L L[]

Datefilled‘ ‘ M ‘ M ‘ ‘

Days’ supply Dj

Quantity

Name of medicine

nocnumver | | | | | | [ L[ [ [

(YYour pharmacist can provide the national drug code (NDC) and
national provider identifier (NPI) numbers.)

Physician
wprumver ||| [ [ [ [ ][

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘

2 wcnamver ||| [ [

Datefilled‘ ‘ M ‘ M ‘ ‘

Days’ supply Dj

Quantity

Name of medicine

wocnumver | | | | | | [ L[ [ [

(YYour pharmacist can provide the national drug code (NDC) and
national provider identifier (NPI) numbers.)

Physician
npraumber ||| [ [ [ [ 1]

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘




Instructions

1. Use a separate claim form for each member. All information provided Questions?

on or attached to this claim form must be for the same person.
« You can call the number on the back of your member ID card

2. Attach original itemized pharmacy receipts provided with your « Your pharmacist may call 800.821.4795
prescription. Be sure that all the required information is visible (staple
to the top of the form, if necessary). Note: your claim will be sent
back if required information is missing.

3. Keep a copy of this form and pharmacy receipts for your records.
Send the original form and pharmacy receipts to:

Prime Therapeutics

Required information
PO Box 25136

* Member name * Quantity )

«ID number . Date filled Lehigh Valley, PA 18002-5136
e Group number * Rx number

« Date of birth » Days’ supply

» Pharmacy name and address * All compound drug

« Total charge information (if applicable)

« Drug name and NDC number * Pharmacy NPI number

 Physician NPI number

EXAMPLE Is this prescription claim for a compound medicine?
dYes [dNo
Rx number ‘0 ‘0 ‘0 ‘0 ‘0 ‘ 6 ‘0 ‘ : ‘ : ‘ nl ‘ g ‘ : ‘ Note: If yes, ask your pharmacist to complete the information below.
Date filled \0 \ ! ‘ /‘ ' ‘ 2 M : ‘ g ‘ Compound Information
Quantity 30 Days’ supply Please enter all information for each drug used.
Name of medicine .Dre(q Narre' Compound Prescriptions

NDC number ‘0‘0‘ I ‘2‘3‘4‘5‘4‘7‘ 3‘ I ‘ For pharmacy use only

(Your pharmacist can provide the national drug code (NDC) and

national provider identifier (NPI) numbers.) NDC Number  Drug Ingredient Quantity Charge
Physician
npinumber | 7] 2] 1[s] 2[4 1] 1]6]3]
Total prescription charge $‘ ‘ 2 ‘ 0‘ 5‘ . ‘ : ‘ 4 ‘

Rx 1 Rx 2

Attach original itemized Attach original itemized

pharmacy receipts here pharmacy receipts here

All required information must be visible All required information must be visible

(see step 2 above). (see step 2 above).
Keep a copy of this form and your receipt(s) for your records. Keep a copy of this form and your receipt(s) for your records.

Fraud Prevention Regulation: Any person who knowingly and with intent to defraud any health plan 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 health plan act, which is a crime and subjects such person to criminal and civil penalties.

Prime Therapeutics LLC is an independent limited liability company providing pharmacy benefit management services.

Blue Cross and Blue Shield of Montana is a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the
Blue Cross and Blue Shield Association.

3272 MT © Prime Therapeutics LLC 03/18 40959.0318
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If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 855-710-6984.

Arabic .855-710-6984 ad,ll e duall <5558 an sie e aaill AT (50
-1230°d WNRE REEERINE R, HitH5E, GEeRMNEBUEHNEBESEMMAL &

Chinese S—(IEISEE, 351 E5E SRAS 855-710-6984.

Etatosls Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions, vous avez le droit

Frengh d'obtenir de 'aide et l'information dans votre langue a aucun codt. Pour parler a un interpréte,
appelez 855-710-6984.

Diduisah Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

Cermtan Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.

ltaliano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella

ltalian tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 855-710-6984.

H AzE SRR FEUBEROFOE) O TH, CEMECSNE LD, SR

Ja anueuse ERCYHR—- 22T, FHRE2AFLE ) ﬁ“é LBTE i?“ Bh&iI ) D

P EFH A, BREBESNDHE, 8557106984 % THEFEL 2 &L

520 prek Aot = Aot == AIE0| 2 20| JUCH Aole FEE :181@ TS

f(_organ HdEBE A oP_J Hol= %*% A= HeI JUASLICH SSAIERQGHAIH
855-710-6984 2 N 3t GHA Al 2

Ding T’aa ni, éi doodago ta’da bika aném’lwo’l'gii, na’iditkidgo, ts’ida bee na aho6ti’1’ t°ad niik’e

Navalo nik4 a’doolwot d66 bina’iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’1” hodiilnih

) kwe’¢ 855-710-6984.
Norsk Hvis du, eller noen du hjelper, har spgrsmal, har du rett til & fa hjelp og informasjon pa ditt sprak uten
Norwegian kostnad. For a snakke med en tolk, ring 855-710-6984.

Pennsilfaanisch
Deitsch
Pennsylvanian-
Dutch

Wann du, odder ebber as du an helfe bischt, Questions hoscht, hoscht du’s Recht fer Hilf un
Information griege in dei eegni Schprooch as nix koschte zellt. Wann du mit en Interpreter schwetze
wettscht, kannscht du 855-710-6984 uffrufe.

Ecnu y Bac unu yenoseka, KOTOPOMY Bbl NOMOTaeTe, BO3HWKIM BOMPOCHI, Y Bac €CTb NPaBo Ha

Eﬁcsg'fgrlf BecnnaTHyio MOMOLLb M MHGOPMAaLWIO, NPeAOCTaBMNEHHYIO Ha BalleM A3blke. YTobbI cBA3ATLHCS C
nepeBogYMKOM, NO3BOHUTE NO TenedoHy 855-710-6984.

Espafiol Si usted o alguien a quien usted est& ayudando tiene preguntas, tiene derecho a obtener ayuda e

Spanish informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.

Taaals Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha

Tag al 09 ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-

galog wika, tumawag sa 855-710-6984.

o wnAa Miaaurinaundhavdaiidagidale 9 aauddndiacldiuainumianda

Thai waztayalunmvasaalaiag lifiei 13 wenaduaulnadasaivenaiaa
855-710-6984.

Vel Akwo y Bac um y korock, XT0 0TpUMy€e Bally fonomory, BUHUKaKOTL NUTaHHs, y Bac € npaso oTpumarm

UkFr)ainian He3KOoLWTOBHY AONOMOry Ta iHchopmaLlito Batuoto pigHoto Mosot. LLob 3B’'s3aTich 3 nepeknagavem,
3atenedoHynTe 3a Homepom 855-710-6984.

Tibna Viét Néu quy vi, hodc nguoi ma quy vi dang giup dg, ¢6 cau hi, thi quy vi c6 quyén duoc gilip va nhan

Vietngamése thdng tin bang ngdn ngl ctia minh mién phi. D& néi chuyen v&i mot thong dich vién, xin goi 855-

710-6984.

bcbsmt.com




Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bcbsmt.com
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