
Drug Claim Form

Member information (See other side for instructions)

ID number 

Group number 

Date of birth  /  /  ❏ Male   ❏ Female

  
Name (First, Last)

  
Street address

    
City State  Zip

Member’s relationship to primary cardholder:

❏ Self ❏ Spouse/Domestic partner ❏ Dependent/Child

I certify that:
• The information on this form is correct

 ❏ No

Do you have other insurance for this prescription medicine? 
   ❏ Yes ❏ No

  
If yes, what is the other insurance company’s name?

Cardholder information (primary cardholder)
  
Name (First, Last)

Pharmacy information
  
Pharmacy name

  
Pharmacy address

 
City State Zip

Prescription (Rx) claim information

Did you buy this medicine outside of the U.S.?   . . . . .  ❏ Yes  ❏ No

All	fields	below	must	be	completed.	(See	example	on	the	back	of	this	
form.)	Talk	to	your	pharmacist	if	you	need	help.

Please attach original itemized pharmacy receipts. (A cash register 
receipt is not acceptable.)

1 Rx	number	

Date	filled	  /  / 

Quantity   Days’ supply 

Name of medicine  

NDC number 



Instructions

1. 
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