| Prescriptlon Drug Claim Form ~ STANDARD CLAIM
INSTRUCTIONS:

B In order to process your claim(s) in a timely manner, E :
WM We will send any reimbursement and/or communications to the address prowded below, except af 2 oonﬁdenhal address is on fife.
M Please allow up to 21 days from the time you send this form until the time you receive the response to allow for mail
time plus claims processing.
Please use a separate claim form ch
B Sign in the space provided. Your signature certifies that the Information is correct and complete.
M Please make a copy of all documents and receipts before you
send them to Caremark. No documents will be retumed, @ @
# Do not staple or tape receipts or attachments to this form.
INSURED INFORMATION REQUIRED:

Cardholdel‘s
Name: .
—r RXGRP#:
Strest R o ¢
Address: Plan Participant
D #: ID Code:
X Eraployer/
City: - State: Zip; | Company Name:

| certify that the information 1 have provided is correct and that the plan participant indicated below is aligitle for benefits. | have received the
medicing described hereon and authorize refease of all information contained on this claim form to Caremark and the pian administrator, 1_;
agree that any benefits payable hereunder for prescription drugs are not asmgnable and that any assignment thereof shall be void. | further:
represent that there has been no assignment of benefits hereunder _

e
Ty . -‘-"

CARDHOLDER’S SIGNATURE: it .

PLAN PARTICIPANT INFORMATION
LAST

LAS FIRST . — - —
e T O O T T [P eeonso Gt

Name: Self D Spouse [_—__l Dependent l:]
Date of Birth: I_L.I I ! | I Male: D Female: D Check if Full-Time College Student

PHARMACY INFORMATION REQUIRED:

Pharmacy Name: naePs [ [ TTT T |prone:[ TTETTEITT]
Address: : — PHARMAGIST'S
City: Staie.l l |er>o| [ 11 I SIGNATURE:

PRESCRIPTION CLAIL INFOBMATIOM AR iR _. el SE———8  — ‘é'é

i you are including all original reCeiT ; )
Exception: When submitting compound recelpts thls sectlon musth_g_QM

1 R#:l | I | | I I lNewor Refill {circle one) Date Fii!eéd :| | !ﬁ:l ‘—[—‘fi-—l—! Quanlity fml., #lablets,gm.,etc.)l:l:D]

et

Days Supply:[l:l:' Name of Medication: PrescriberDEA#l I I ] ' | l I l I la_g
NDC#:l | l l | I I | | I I |Form of Medication {capsules, cream, etd):
Drug Manufacturer: Dosage {250 mg., eic.): Is this a compound? YesD NOD

Prescription Cost: $D:D:D] Tax: $ EEDI] Total Cost: $

H LAY TEAR
2R#:| | | | l | | |Newor Refill (circle one) Date Filled:lgTL-” | || | | | |Quantity {ml,, #tablets, gm., stc.) l ]J
IDaysSuppEy:Em Name of Medication: PrescriberDEA#[ | ] | | l | | | |
NDC#:| I | | ' I | l | IForm of Medication (capsuiles, cream, etc).

Drug Manufacturer: __ Dosage (260 mg., ete.): _______Isthis a compound? Yes D No D
- " Prescription Cost: $|—'T l .I. I Tax: $Eﬁ.—_|:E:| Total Cost: $D::|j:|:|

14083 1104



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

IF 610415 ISTHE RXBIN # ON YOUR CARD MAIL THE COMPLETED FORM TO:

Caremark
RO, 80x 52116
Phoenix, Arizona 85072-2116

IF 004336 ISTHE RXBIN # ON YOUR CARD MAIL THE COMPLETED FORM TO:

Caremark
£.0. Box 52136
Phoenix, Arizona 85072-2136





