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An incomplete form may delay your reimbursement. vy EXPRESS SCRIPTS®
See the back for instructions and complete all information. :
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1 Female [11 Self ZxA "1 5 Disabled Dependent Currency used
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Please tape receipts on the back of this page.

>> Acknowledgment

| certify that the medication(s) described was received for use by the patient listed above, and that | (or the patient, if not myself) am eligible for prescription drug benefits.
| certify that the medication(s) described were not for an on-the-job injury. By completing this form, | recognize that reimbursement will be paid directly to me and that

assignment of these benefits to a pharmacy or any other party is void.™
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~If allowed by law, you may assign the payment of this claim to your pharmacy. If your pharmacy is willing to accept assignment, do not complete this form.

Please request that your pharmacy contact Pharmacy Services at 800.922.1557 for assistance.



>> Claim Receipts
Please tape your receipts here. Do not staple! |f you have additional receipts, tape them on a separate piece of paper

Tape receipt for prescription 1 here. Tape receipt for prescription 2 here.
Receipts must contain the following information: Receipts must contain the following information:
 Date prescription filled  Date prescription filled

 Name and address of pharmacy  Name and address of pharmacy
* Doctor name or [D number * Doctor name or ID number

* NDC number (drug number)  NDC number (drug number)

* Name of drug and strength * Name of drug and strength
 Quantity and day supply  Quantity and day supply

* Prescription number (Rx number) * Prescription number (Rx number)
 DAW (Dispense As Written) * DAW (Dispense As Written)

* Amount paid * Amount paic
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e List the VALID 11-digit NDC number |
for EACH ingredient used for the RX # |

compound prescription. Yimml -
: p : Date Filled / || /

Day Supply ||| Quantity
 For each NDC number, indicate the

“metric quantity” expressed in the Valid 11-digit Ingredient NDC Metric Quantity Ingredient Cost
number of tablets, grams, milliliters. Wi i e . it Eilitrad
creams, ointments, injectables, etc.

 For each NDC number, indicate cost
per ingredient.

* Indicate the TOTAL charge (dollar
amount) paid by the patient.

 Receipt(s) must be attached to
claim form.

Total charge





