
Prescdptiton Drug Claim Form 
m 

' STANDARD CLAIM 
:.. - 

I In order to process your clalr 1 in a timely manner, you must provide all in for~ t lon  reqwsted below 
II We will send any reimbursemem andlor wmmunications to the address providd below, except if a confidential address is on fib. 
I1 Please allow up to 21 days from the tlme you send thls form untll the time you receive the response to allow for mall 

time plus claims proees sing. 
ch Please use a separate claim fom ~ L M  ~ 1 f l l l  

I Sign in the space provided. Your signature certlfles that the Information is correct and complete. 
I Please make a copy of dl documents and receipts before you 

send them to Caremark. No documents will be returned, 
Do not stapte or tape receipts or attachments to this form. 

L J 

I' 1 0 -  ' * : @  

1 1 1  Employer/ 
. - *  >*. 

Clty: State: Zip: Company Name: :++; .;, , a*;.' 

.? .r . 

Card holdds 
Name: 
Street Y~DRB ~ s r  

Address: 

> - = a  - 
I certify that the hformatlon 1 have provided is c o w  and that the plan partielpant indicated below is eliglMe for beneffts. I have recelved the- %X 
Wiclne  described hereon and authwlze release of all information contained on this clalm form to Caremark and the plan administrator. I, YE 
agree that any ban& m b l e  hereunder for prescription drugs are not assignable and that any dgnment thereof &dl be void. I further. % 
rep- t b t  there has been no assignment of benefits hereunder. 

RXGRPI: Im 
ID #: 

" .* 
,$ h 

CARDHOLDER'S SIGNATURE a: .. < - 
A: 

"--I Plan Parlidpads ~~elabonshi; b Cardholder: :: : 
Name: 

0 
Self Spouse Dependent m) I-, 

Date Of 8 i r I h : a  Male: 0 Female: 
' * 

Check If Full-Time College Student 
b> 

r " .  

1 '  1 4 3  
If you are Including all original r&,,,., , ,.,, .,,, m,,,,,,,,, ,,,,,, ,,,,.,,,,, ,. ,, ..,, ,,,,,,,,. , .- ,,, ,,,, ,.= ., ,., ,,.,,... , -% 

Exception: When submitting compound receipts, thls sectl.@ m u L b  c o m p ~ .  

Pharmacy Name: NABP tll t phone: - k v  
rj 

Address: 

I R t: (1 ~ i n w  or ~ e f i ~  (circle one)   ate ~ l ~ l e d  : rl ban~riy (rn~., i s b a s ,  gm., etc.1 ml 
?* 

Days Supply: Name of Medication: Prescriber DEAI ' -1 

state: City: 

NDCI: 1 1  Form of Medication (capsules, cream. ek): 
m n 

Drug Manufacturer: Dosage (250 mg., etc.): Is this a compound? Yes No U 
Prescription Cost: $ I TI:  1 tClTll Total Cost: $ cnIEl 
2 B t: New or Refill BfiYcirde one) Date Filled : ml ~ ~ a n t i t y  (rnl., n w m , g m . . r . ) ~  

, Days Supply: [ T I  Name of Medication: Presdber O E M  

> '  . 
NDCI: 1 Form of Medication (opsules, cream, etc); 

n rn 

I 

" Drug Manufacturer: mrm , ;Fgel (2 ,5~~. , ,etc . ) :  Is this a compound? Y ~ S  U No U . !* ' 

: -. Prescrlptlon Cost: $ Total Cost: $ 

I I 1 I Zip: 
PHARMACIST'S 
SIQNATURE: 



865+769+ 5492 CAREMARK RX. INC. 

10 Pharmacy Information WOTElbe phwmarM Is to complete this sectbn OHLY If original pharmacy 
rpcciprsare not lrrcludcd w ifthtre Is a compound pnsaiptbn. 

I - . . . . ". .. . .. . . .., ." ,. . . ,-.YP.$ - ,:,,,, ,,. - -  . ,  ,,,,, , * 

- : !  i - :  j n I i  
. , ,  .I. J . . . ! . I .  .i. . 7- 6.. 

1 hereby certlfy that all the information Ibted below Is correct and represents the actual charge($) for prescriptionts) dispensed. 1 further 
undmtand that all benefit payments as related to the &argcs listed begow will be paid directly to the cardholder. 

Mail This Completed Form To: Please refer to your prescription card to ensure this form is mailed to 
the proper address. 

Camark 
P.O. 80x52116 
PWx,  Arizona 85072-211 6 

I IF 004336 IS THE RXBlRl# OW YOUR CARD MAIL THE COMPLETED FORM TO: 

Caremark 
f?A BoxS2136 
Phoenix, Atlzona 85072-2136 




