MEDICARE PART D DRUG CLAIM FORM

INSTRUCTIONS

* To process your claim as quickly as possible, please
provide all information requested.

* Ask your pharmacist for the drug information on this
form. Prescription receipts or a pharmacy-generated
drug summary must be attached. Cash register receipts
are not acceptable.

* Find your identification number on your member ID card.
* Use a separate claim form for each patient and pharmacy.

* If you are submitting more than two prescription claims,
please use a new claim form.

* Fill out all fields for each submitted prescription.
* NPI — National Provider Identifier — a 10-digit identification
number assigned to health care providers.

Example of how to complete the
Prescription Drug Claim Form

1 Rx Number ‘O‘O‘O‘O‘O‘C‘O‘i‘i‘4‘5‘1‘
Date Filed | L|O]/|0[1]/[2]0[1]4]
A@) Day Supply 0

Name of Medication "Drug Name”

NDC Number | O/0[1/8/615/0/2/2/2/8)

NPINumber | 4]2]1]5]2/4111]¢[3]

s | [114]¢]. 04

s [ L[] L[]

Quantity

Prescription Cost

Balance Due

« |f additional claim forms are needed, call Member
Services at the number listed on the back of your
member ID card.

* Mail your completed claim form and prescription
receipts to:

Blue Cross Medicare Advantage (HMO)s™
P.O. Box 14429
Lexington, KY 40512

If you need information or help, call us at:

Toll Free: 1-877-774-8592

We are open 8 a.m.- 8 p.m., local time, 7 days a
week. If you are calling from February 15 through
September 30, alternate technologies (for example,
voicemail) will be used on the weekends and
holidays. TTY/TDD: 711

Other resources to help you:
1-800-MEDICARE (1-800-633-4227)

TTY/TDD: 1-877-486-2048, available 24 hours/day,
7 days/week except federal holidays.

CLAIM SUBMISSION

* DO NOT include charges for durable medical equipment.
DO NOT submit canceled checks. DO NOT submit cash
register slips. These are not acceptable as substitutes
for original receipts. DO NOT submit statements with
balance amounts only.

HOW TO COMPLETE THIS FORM

* Your member ID number can be found on your member
ID card.

+ Sign and date in the space provided. Your signature
certifies that the information is correct and complete.

* Please make a copy of all documents and receipts before
you send in your claim(s). No documents will be returned.
COMPOUND INFORMATION

* If a compound prescription, enter the NDC number for all
ingredients.

COMPOUND PRESCRIPTIONS
For pharmacy use only

NDC number Drug ingredient Quantity Charge

| certify that:

The information on this form is correct. The member

listed here is eligible for benefits and has received these
medications. | approve the release of information on this
form to Prime Therapeutics. | agree that any benefits
payable here for prescription drugs are not assignable.

| agree that any further assignment shall be void. | also
state that there has been no assignment of these benefits.

X
Member Signature

Date

Prime Therapeutics LLC is a separate company providing
pharmacy benefit management services for Blue Cross
Medicare Advantages™.

Health Care Fraud Notice - Fraud Hotline at 1-800-706-4071.
TTY/TDD 1-800-693-3816. Monday through Friday, 8 a.m.
to 5 p.m. CT. Health care fraud affects us all and causes
an increase in health care costs. If you know or suspect
any type of health care insurance fraud, please call us at
the fraud hotline. All calls are confidential. You may report
your concerns anonymously via our toll free hotline.



MEDICARE PART D DRUG CLAIM FORM

Blue Cross Medicare Advantage HMO and HMO-POS
plans in lllinois and New Mexico and PPO plans in lllinois,
Montana, New Mexico, and Oklahoma are provided by
Health Care Service Corporation, a Mutual Legal Reserve
Company (HCSC). Blue Cross Medicare Advantage Dual
Care is an HMO Special Needs Plan provided by HCSC.
Blue Cross Medicare Advantage PPO plans in Texas are
provided by HCSC Insurance Services Company (HISC).
Blue Cross Medicare Advantage HMO plans in Texas are
provided by GHS Insurance Company (GHS). Blue Cross
Medicare Advantage HMO and HMO-PQOS plans in
Oklahoma are provided by GHS Health Maintenance
Organization, Inc. d/b/a BlueLincs HMO (BlueLincs) and by
GHS Managed Health Care Plans, Inc. (GHS-MHC).
HCSC, HISC, GHS, GHS-MHC, and BlueLincs are
Independent Licensees of the Blue Cross and Blue Shield
Association. HISC, GHS, GHS-MHC, and BlueLincs are
Medicare Advantage organizations with a Medicare
contract. HCSC is a Medicare Advantage organization with
a Medicare contract and a contract with the New Mexico
Medicaid program. Enroliment in Blue Cross Medicare
Advantage plans depends on contract renewal.




MEDICARE PART D DRUG CLAIM FORM

MEMBER INFORMATION

HEREEREEEE
HEEEEEEEEEEEEEE

Date of Birth

Identification
(ID) Number

Member Name (First, Last)

Street Address

City State ZIP

OTHER HEALTH INSURANCE INFORMATION

Is this medication for an

on-the-job injury?. . .......... ... ... ... dYes dNo
Is this medication related to an

autoaccident?. ......... ... .. ... ..., dYes dNo
Do you have other insurance that

includes prescription drug coverage? ... .. dYes dNo

If yes, please submit claim form with both items below:
1. Copy of both sides of other health insurance ID card

2. Explanation of Benefits (EOB) from other health
insurance. Please include amount paid and/or rejection
of these prescriptions.

Medicare Part D does not coordinate (COB) with
discount offers or cards. | used a discount offer or card
to buy my drugs and want my TrOOP (true out-of-pocket)
updated. ....... ... .. ... dYes dNo

Was an out-of-network pharmacy used?. .. dYes 1 No
If yes, provide reason below:

1 | was traveling within the United States, but outside of
the Plan’s service area. | became ill or lost or ran out
of my prescription drugs.

(1 | was unable to get a covered drug in a timely manner.
There was not a network pharmacy nearby that
provided 24/7 service.

(1 | was trying to fill a covered drug not regularly stocked
at a network retail or mail order pharmacy.

[ | was evacuated or displaced due to a federally-declared
disaster or other public health emergency declaration
and could not get my drug at a network pharmacy.

([ | was provided a covered drug while in an emergency
department, provider-based clinic, outpatient surgery,
or other outpatient setting and could not get my drug
filled at a network pharmacy.

(1 Other
5848 IND HMO © Prime Therapeutics LLC 01/15

PHARMACY INFORMATION

Pharmacy Name

Pharmacy Address

City State ZIP

PRESCRIPTION CLAIM INFORMATION

Original pharmacy receipts are required. Do not staple.

Is this prescription claim for a compound medication?
dYes No

Note: If yes, make sure your pharmacist lists the
NDC number for the active ingredient.

Receipts must include:
v Pharmacy name v/ Strength
v Quantity
v Days supply v NPI number
v OHI Paid Amount (if COB)

All fields below must be completed.
Call your pharmacist if you need assistance.

v Drug name
v Date purchased

v NDC number

v Prescription number

v Drug charge

1 RxNumber
DateFiled | | |/ | |/ [ | ||
Day Supply

Quantity

Name of Medication
NDC Number | | | | | [ [ [ [ [ |
NPINumber || | | [ [ [ [ [

Prescription Cost

Balance Due

2 RxNumber
DateFiled | | |/| | |/ | | |
Day Supply

Quantity

Name of Medication
NDCNumber | | | | | | [ [ [ [ |
NPINumber || | | [ [ [ [ [ [

sl [ [ L[]
s L]

Prescription Cost

Balance Due
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