
Prescription 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
•	The member named above is eligible for pharmacy benefits
•	The member named above received the medication(s) listed
•	These benefits have not been assigned; any further assignment is void
•	 I give my permission to share the information on this form with  

Regence BlueShield

X�  
Member or legal representative signature

Is this medication for an on-the-job-injury? 	  ❏ Yes	 ❏ No

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

�  
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 I bought this 
prescription

■	Have not received my pharmacy card

■	Picked up my medication from a non-network pharmacy

■	My other insurance is paying for part of this medication (attach that 
company’s Explanation of Benefits and an itemized receipt)

■	Other (please explain) �  

�

Pharmacy information
�  
Pharmacy name

�  
Pharmacy address

�
City	 State	 Zip

X�  
Pharmacist signature

Pharmacy NPI number  ██████████

Prescription (Rx) claim information
Was this prescription medication  
purchased outside 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 itemized pharmacy receipts to the back of this form.

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

Rx number  ████████████

Date filled  ██  / ██  / ██

Quantity  	   Days’ supply  ██

Name of medication  �

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

Physician 
NPI number  ██████████
(Does not apply for COVID home tests)

Prescription cost  $ ████  . ██

Balance due  $ ████  . ██

OTC COVID test kit claim
To be reimbursed for a COVID home test kit, please attach itemized 
pharmacy receipts to the back of this form. Please enter the NDC 
or UPC number from the cash register receipt. All information below 
is required.

NDC or UPC number  ████████████

Purchase date  ██  / ██  / ██  Quantity of tests  	

Total test kit cost  $ ███  . ██
IMPORTANT: You must sign the form, confirming that the test kit(s) 
were purchased on or after Jan. 15, 2022 and were not used for testing 
required by your employer, or for return to work, travel, admittance to a 
recreational event or resale.

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

Signature �



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 original itemized pharmacy receipts 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 
• ID number
• Group number
• Date of birth
• Pharmacy name and address
• Total charge 
• Drug name and NDC number
• Physician NPI number

• Quantity
• Date filled
• Rx number
• Days’ supply
• �All compound drug 

information (if applicable) 
• Pharmacy NPI number

Questions?

• You can call the number on the back of your member ID card
• Your pharmacist may call 800.821.4795

3.	 Send this completed form with itemized receipts to:

	� Regence BlueShield 
PO Box 25188 
Lehigh Valley, PA 18002-5188

EXAMPLE

Rx number  █ 0 █ 0 █ 0 █ 0 █ 0 █ 6 █ 0 █ 1 █ 1 █ 4 █ 8 █ 1 

Date filled  █ 0 █ 1   / █ 1 █ 2   / █ 2 █ 2 

Quantity  30   Days’ supply  █   █ 3 █0 
Name of medication   “Drug Name”
NDC number  █ 0 █ 0 █ 1 █ 2 █ 3 █ 4 █ 5 █ 6 █ 7 █ 3 █ 1 
(Your pharmacist can provide the national drug code (NDC) and  
national provider identifier (NPI) numbers.)

Physician 
NPI number  █ 0 █ 1 █ 2 █ 3 █ 4 █ 5 █ 6 █ 7 █ 8 █ 9 
(Does not apply for COVID home tests)

Prescription cost  $ █   █ 2 █0 █ 5   . █ 1 █ 4 

Balance due  $ █   █ 2 █0 █ 5   . █ 1 █ 4 

Is this prescription claim for a compound medication?
❏ Yes     ❏ 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

Rx Receipts
Attach original itemized  
pharmacy receipts here

All required information must be visible (see step 2 above).

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

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.
Regence BlueShield serves select counties in the state of Washington and is an Independent Licensee of the Blue Cross and Blue Shield Association
© 2022 Regence BlueShield
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NONDISCRIMINATION NOTICE 

01012017.04PF12LNoticeNDMARegence 

Regence complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Regence does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex.  

Regence:  
Provides free aids and services to people with disabilities to communicate effectively 
with us, such as:  

 Qualified sign language interpreters
 Written information in other formats (large print, audio, and accessible electronic

formats, other formats)

Provides free language services to people whose primary language is not English, 
such as:  

 Qualified interpreters
 Information written in other languages

If you need these services listed above, 
please contact:   

Medicare Customer Service 
1-800-541-8981 (TTY: 711)

Customer Service for all other plans 
1-888-344-6347 (TTY: 711)

If you believe that Regence has failed to 
provide these services or discriminated in 
another way on the basis of race, color, 
national origin, age, disability, or sex, you can 
file a grievance with our civil rights coordinator 
below: 

Medicare Customer Service 
Civil Rights Coordinator 
MS: B32AG,  PO Box 1827  
Medford, OR 97501 
1-866-749-0355, (TTY: 711)
Fax: 1-888-309-8784
medicareappeals@regence.com

Customer Service for all other plans 
Civil Rights Coordinator 
MS CS B32B, P.O. Box 1271 
Portland, OR 97207-1271 
1-888-344-6347, (TTY: 711)
CS@regence.com

You can also file a civil rights complaint with the 
U.S. Department of Health and Human Services, 
Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 
by mail or phone at:  

U.S. Department of Health and Human Services 
200 Independence Avenue SW,  
Room 509F HHH Building  
Washington, DC 20201 

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 

07004180 



Language assistance 
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ATENCIÓN: si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística.  Llame al 
1-888-344-6347 (TTY: 711). 
 

注意：如果您使用繁體中文，您可以免費獲得語言

援助服務。請致電 1-888-344-6347 (TTY: 711)。 
 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ 
trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 1-888-
344-6347 (TTY: 711). 
 

주의:  한국어를 사용하시는 경우, 언어 지원 
서비스를 무료로 이용하실 수 있습니다.  1-888-
344-6347 (TTY: 711) 번으로 전화해 주십시오. 
 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari 
kang gumamit ng mga serbisyo ng tulong sa wika nang 
walang bayad.  Tumawag sa 1-888-344-6347 (TTY: 
711). 
 
ВНИМАНИЕ:  Если вы говорите на русском языке, 
то вам доступны бесплатные услуги перевода.  
Звоните 1-888-344-6347 (телетайп: 711). 
 
ATTENTION : Si vous parlez français, des services 
d'aide linguistique vous sont proposés gratuitement.  
Appelez le 1-888-344-6347 (ATS : 711) 
 

注意事項：日本語を話される場合、無料の言語支

援をご利用いただけます。1-888-344-6347           
（TTY:711）まで、お電話にてご連絡ください。 
 

ti’go Diné 
Bizaad, saad

 1-888-344-6347 (TTY: 711.) 
 
FAKATOKANGA’I:  Kapau ‘oku ke Lea- 
Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai 
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.  
ha’o telefonimai mai ki he fika 1-888-344-6347 (TTY: 
711) 
 
OBAVJEŠTENJE:  Ako govorite srpsko-hrvatski, 
usluge jezičke pomoći dostupne su vam besplatno.  
Nazovite 1-888-344-6347 (TTY- Telefon za osobe sa 
oštećenim govorom ili sluhom: 711) 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, 
បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ 
គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ 1-888-344-
6347 (TTY: 711)។ 
 

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿ ੇਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ 

ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡ ੇਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹੈ। 1-888-344-

6347 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। 
 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen 
Ihnen kostenlose Sprachdienstleistungen zur 
Verfügung.  Rufnummer: 1-888-344-6347 (TTY: 711) 
 
ማስታወሻ:-  የሚናገሩት ቋንቋ አማርኛ ከሆነ የትርጉም እርዳታ 
ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፤ በሚከተለው ቁጥር 
ይደውሉ 1-888-344-6347 (መስማት ለተሳናቸው:- 711)፡፡  
 
УВАГА!  Якщо ви розмовляєте українською 
мовою, ви можете звернутися до безкоштовної 
служби мовної підтримки.  Телефонуйте за 
номером 1-888-344-6347 (телетайп: 711) 
 

ध्यान दिनहुोस्: तपार्इलं ेनेपाली बोल्नहुुन्छ भने तपार्इकंो दनदतत भाषा सहायता सेवाहरू 
दनिःशलु्क रूपमा उपलब्ध छ । फोन गनुुहोस ्1-888-344-6347 (दिदिवार्इ: 
711 
 
ATENȚIE:  Dacă vorbiți limba română, vă stau la 
dispoziție servicii de asistență lingvistică, gratuit.  
Sunați la 1-888-344-6347 (TTY: 711) 
 
MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-344-6347 
(TTY: 711) 
 
โปรดทราบ: ถา้คุณพดูภาษาไทย คุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  
โทร 1-888-344-6347 (TTY: 711) 
 
 ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, 
ການບໍ ລິ ການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບໍ່ ເສັຽຄ່າ, ແມ່ນມີ ພ້ອມໃຫ້ທ່ານ. 
ໂທຣ 1-888-344-6347 (TTY: 711) 
 
Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa 
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin 
bilbilaa. 
 

 

 شمای برا گانیرا بصورتی زبان لاتیتسه د،یکنی مصحبت  فارسی زبان به اگر: توجه
 .دیریبگ تماس (TTY: 711) 6347-344-888-1 با. باشدی م فراهم

 

 6347-344-888-1ملحوظة:  إذا كنت تتحدث فاذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان.  اتصل برقم 
    TTY: 711)هاتف الصم والبكم  )رقم 


