Prescription Drug Claim Form

* BlueCross BlueShield
VAV of Montana

®

Member information (See other side for instructions)

onmeer | | [ L L L L L]

Grovprumver || | | [ | | ||

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

Name (First, Last)

Street address

Pharmacy information

Pharmacy name

Pharmacy address

City State Zip

X

Pharmacist signature

PharmacyNPInumber‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

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.
» These benefits have not been assigned; any further assignment is void.
* | 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 dNo
Do you have other insurance for this prescription medicine?
dYes dNo

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
[] Picked up my medicine from a non-network pharmacy

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

[J Other (please explain)

*If your plan has elected to cover COVID-19 home test kits, please
use this form to be reimbursed. Please attach the itemized pharmacy
receipt(s) and submit to the address on the back of this form. Cash
register receipts will not be accepted. There is a limit of eight at-home
rapid tests per 30 days.

Prescription (Rx) claim information*

Was this prescription medicine

purchased outside the United States? ............ dYes No

Note: Eligible Maine residents may use this form for over-the-counter
(OTC)/emergency contraceptives. See the back of this form for
required information.

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.

Claims are subject to your plan’s limits, exclusions and provisions.

1 menomoer | | | L[ [

Datefilled‘ ‘ M ‘ M ‘ ‘

Days’ supply Dj

Quantity

Name of medicine

nocnumoer | | | | | [ [ [ [ [ [ [

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

Physician
NPramber ||| || [ L[ [ ] ]

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘

2 mowmoer | | [ 0L L L[]

patefiled | | /| | 11| | |

Days’ supply Dj

Quantity

Name of medicine

nocnumoer | | | | [ [ [ [ [ [ [ ][]

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

Physician
NPrumoer ||| | [ [ [ [ ] ]

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘




Instructions

1. Use a separate claim form for each member and prescription. All
information provided on or attached to this claim form must be for the
same person/prescription.

2. Attach the original itemized pharmacy receipt(s) provided with your
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.

Required information

* Member name * Quantity
* ID number * Date filled
* Group number * Rx number

* Date of birth

* Pharmacy name and address
* Prescription cost

* Drug name and NDC number
 Physician NPI number

» Days’ supply

* All compound drug
information (if applicable)

* Pharmacy NPI number

3. Eligible Maine residents, attach the original itemized pharmacy
receipt that was provided with your OTC/emergency contraceptive
product. A cash-register receipt may be accepted if the contraceptive
product information is clearly visible. Be sure to include the following
information on your form: date filled, quantity, days’ supply, drug/
product name, and NDC or UPC number. Your claim may be sent
back if this information is missing.

4. Send this completed form with itemized receipt(s) to:

Prime Therapeutics Commercial

PO Box 25136

Lehigh Valley, PA 18002-5136
Questions?

* You can call the number on the back of your member ID card.
* Your pharmacist may call 866.590.3012.

EXAMPLE
Rxnumber |0 |0]010[0 6 (O] 1] 1]4[8]1]
patefiled (O | 1]/ 1]2]/]2]|3]
Days’ supply
Druq Name'
NDC number (O O] 112345 ]6[7[3]1]

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

Quantity 30

Name of medicine

WPamer [O11]2[314]5]6[7[8]9,

Prescription cost $‘ ‘2‘0‘5‘-" ‘L/‘
Balance due $‘ ‘2‘0‘5‘-" ‘l/‘

Keep a copy of this form and your receipt(s) for your records.

Is this prescription claim for a compound medicine?
dYes [No

Note: If yes, ask your pharmacist to complete the information below.
Compound information

Please enter all information for each drug used.

Compound prescriptions

For pharmacy use only

NDC number  Drug ingredient Quantity Charge

Attach original itemized
pharmacy receipts here.

All required information must be visible (see instructions above).

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 company that provides pharmacy solutions for Blue Cross and Blue Shield of Montana members.

Blue Cross and Blue Shield of Montana, a division of Health Care Service Corporation, a Mutual Legal Reserve Company, is an independent licensee

of the Blue Cross Blue Shield Association.
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BlueCross BlueShield of Montana

Non-Discrimination Notice

Health Care Coverage Is Important For Everyone

We do not discriminate on the basis of race, color, national origin (including limited English knowledge
and first language), age, disability, or sex (as understood in the applicable regulation). We provide
people with disabilities with reasonable modifications and free communication aids to allow for
effective communication with us. We also provide free language assistance services to people whose
first language is not English.

To receive reasonable modifications, communication aids or language 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, you can
file a grievance with:

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

Attn: Office of Civil Rights Coordinator TTY/TDD: 855-661-6965

300 E. Randolph St., 35th Floor Fax: 855-661-6960

Chicago, IL 60601 Email: civilrightscoordinator@bcbsil.com

You can file a grievance by mail, fax or email. If you need help filing a grievance, please call the toll-free
phone number listed on the back of your ID card (TTY: 711).

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

US Dept of Health & Human Services Phone: 800-368-1019

200 Independence Avenue SW TTY/TDD: 800-537-7697

Room 509F, HHH Building Complaint Portal:

Washington, DC 20201 ocrportal.hhs.gov/ocr/smartscreen/main.jsf

Complaint Forms:
hhs.gov/civil-rights/filing-a-complaint/index.html

This notice is available on our website at bcbsmt.com/legal-and-privacy/non-discrimination-notice

ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available
free of charge. Call 855-710-6984 (TTY: 711} or speak to your provider.

} ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espafid linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares

Spanish apropiadaos para proporcionar informacién en formatos accesibles. Llame al 855-710-

6984 (TTY: 711) o hable con su proveedor.

el bt Aulie laad s saelie (Blug 8 g0 LS Auladt 4 salll saclidl Claas ol 46 gitud Ay sell Al oot cn 13) dp
W 531 e dea e el i (s Sl e )

Arabic Aasll aie i Gasi f (TTY: 711) 855-710-6984
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Blue Cross and Blue Shield of Montana, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



BlueCross BlueShield of Montana

3 . MREUPOC, JATR RS A B P05 F MRS . AT S SR 0 = i T A A
Chinese HFE%%, PTG RIS B, Bl 855-710-6984 (LAMIE: 711) sLE#HE MR &IEE
] o
_ ATTENTION : Sivous parlez Francais, des services d'assistance linguistique gratuits sont a votre
Frangais disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
French accessibles sont également disponibles gratuitement. Appelez le 855-710-6984 (TTY : 711) ou parlez

a votre fournisseur.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Deutsch Verflgung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
German barrierefreien Formaten stehen ebenfalls kostenlos zur Verfligung. Rufen Sie 855-710-6984 (TTY:
711) an oder sprechen Sie mit Ihrem Provider.

Aot UL % AR 92Ul clletcll & el Hget elntslal Aslalcdl Aetdl dHIRLHIR Guateu &
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) GUEG B, 855-710-6984 (TTY: 711) UR SIEL 51 AU AHIRL YELAL 1A cllcd 531
) T ¢ 97 oy Tl sied 8, @ amuds frg fx[ees T weraar YaT Sues gidt § | gay WReat
Hindi T THHRI HEF B & 8 3Ugad Tgad MY 3R Jard off 3w Suers €1 855-710-6984
(TTY: 711) TR BIA S T 30 FTdT H I H |
ltaliano ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre
itali disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
talian Chiama I'855-710-6984 (tty: 711) o parla con il tuo fornitore.
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SHOOH: Diné bee yanilti‘gogo, saad bee and’awo’ bee aka’anida’awo’it’aa jiik’eh

s 5o s

né hold. Bee ahit hane’go bee nida’‘anishi t"aa dkodaat’éhigii dé6 bee
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) aka’anida’wo’l ako bee baa hane’i bee hadadilyaa bich’}” ahoot'i‘igil ei t'aa jiik’eh
Navajo héld. Kohjj’ 855-710-6984 (TTY: 711) hodiilnih doodago nika‘analwo’ bich’j’

hanidziih.
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Polski UWAGA: Osoby mowigce po polsku mogg skorzystac z bezptatnej pomocy jezykowej. Dodatkowe
Polish pomoce i ustugi zapewniajace informacje w dostepnych formatach s3 rowniez dostepne bezptatnie.

olls Zadzwon pod numer 855-710-6984 (TTY: 711) lub porozmawiaj ze swoim dostawca.

5 BHUMAHMWE: EcAn Bbl rOBOPKUTE Ha PYCCKUIA, BaM AOCTYNHBI BecnaaTHble YCAYTM 93bIKOBOW NOAAEPHKKH.
PYCCKWKA CooTBETCTBYIOWME BCNOMOTaTebHble CPeACTBa U YCAYTM MO MpeaocTaBAeHU0 MHDOPMaLMA B
Russian AOCTYNMHbIX pOpMaTax TaKkKe npeaocTasnatoTca becnnatHo. Mo3soHUTe No TenedoHy 855-710-6984

(TTY: 711) unn oBpaTtntech k CBOEMY NOCTABLUMWKY YCAVT.
PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika.
Tagalog Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
Tagalog impormasyon sa mga naa-access na format. Tumawag sa 855-710-6984 (TTY: 711) o makipag-usap
saiyong provider.
Yy Gloghas e pudend Gl LBy Gliws leds S ode e S0 o & QT 55 om o 90l QT8 100 dags
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N LUU Y: Néu ban néi tiéng Viét, chung toi cung cdp mién phi cac dich vy hé tro ngén ngtr.
Viet Cac ho tro dich vy phu hep dé cung cap thong tin theo cac dinh dang dé tiép can cing dwoc

Viethamese cung cép mién phi. Vui long goi theo sé 855-710-6984 (Ngwoi khuyét tat: 711) hoac trao dbi
v&i hguoi cung cap dich vy cltia ban.
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Blue Cross and Blue Shield of Montana, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association



