Prescription Drug Claim Form

Member information (See other side for instructions)

onmoer | | [ 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

Pharmacy NPl number ‘ ‘ ‘ ‘ ‘ ‘ ‘

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 medication(s) listed

» These benefits have not been assigned; any further assignment is void

* | give my permission to share the information on this form with
Regence BlueCross BlueShield of Oregon

X
Member or legal representative signature
Is this medication for an on-the-job-injury? dYes dNo
Do you have other insurance for this prescription medication?
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 medication from a non-network pharmacy

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

[J Other (please explain)

Prescription (Rx) claim information

Was this prescription medication

purchased outside the U.S.? d 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.

rcnumper ||| | L L L]

patefiled | | |/ | |/ | ]

Days’ supply Dj

Quantity

Name of medication

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

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

Physician
nproumber | | | || [ L[ [ ]
(Does not apply for COVID home tests)

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘

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.

NDCorUPCnumber‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Purchase date ‘ ‘ ‘/‘ ‘ ‘/‘ ‘ ‘ Quantity of tests

Total test kit cost $‘ ‘ ‘ H ‘ ‘

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 Questions?
information provided on or attached to this claim form must be for the

. * You can call the number on the back of your member ID card
same person/prescription.

* Your pharmacist may call 800.821.4795

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 Regence BlueCross BlueShield of Oregon

back if required information is missing. PO Box 25188
Lehigh Valley, PA 18002-5188

3. Send this completed form with itemized receipts to:

Required information

* Member name * Quantity

* ID number * Date filled

* Group number * Rx number

« Date of birth » Days’ supply

« Pharmacy name and address * All compound drug

« Total charge information (if applicable)
« Drug name and NDC number * Pharmacy NPI number

 Physician NPI number

EXAMPLE
rxnumber (0|0 10]0[0]6[0]1]1]4]8]1
patefiled (O | 1]/ 1]2]1]2]|2]
Quantity 30 Days’ supply

Name of medication 'Draq A/CZMC’ '

Is this prescription claim for a compound medication?
dYes [QNo

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

Compound Information

Please enter all information for each drug used.

Compound Prescriptions
NDC number ‘0 ‘O‘ I ‘2 ‘ 3 ‘ 4‘5‘ é‘?‘ 3 ‘ I ‘ For pharmacy use only

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

NDC Number  Drug Ingredient Quantity Charge

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

(Does not apply for COVID home tests)
Prescription cost $ ‘ ‘ 2 ‘O ‘ 5 ‘ ‘ I ‘4/ ‘
Balance due $‘ ‘2‘0‘5‘-"‘4‘

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 BlueCross BlueShield of Oregon is an Independent Licensee of the Blue Cross and Blue Shield Association
© 2022 Regence BlueCross BlueShield of Oregon
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NONDISCRIMINATION NOTICE

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:
e Qualified sign language interpreters

o 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:
e 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
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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

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame al
1-888-344-6347 (TTY: 711).

IR MR EERARREDX, BRLAEERF
RS, FEEE 1-888-344-6347 (TTY: 711),

CHU Y: Néu baNn noi Tiéng Viét, ¢ cac diqh vu hd
trg ngoén nglr mién phi danh cho ban. Goi s6 1-888-
344-6347 (TTY: 711).
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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).

BHUMAHME: Ecnu Bbl TOBOPUTE Ha PYCCKOM SI3bIKE,
TO BaM JIOCTYIHBI O€CIIJIaTHBIE YCIYTU IIEpPEBOAA.
3Bonute 1-888-344-6347 (teneraiin: 711).

ATTENTION : Si vous parlez frangais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-344-6347 (ATS : 711)

TESEH  HARBZEE S W 256 ~ RO
e CHHAWLEEZIT T - 1—888—344—6347
(TTY:711) ¥ T~ BEFBICTITHES LI -

Dii baa aké ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aka’anida’awo’déé’, t’aa jiik’eh, éi
na holo, koji” hodiilnih 1-888-344-6347 (TTY: 711.)

FAKATOKANGA'’IL: 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)

OBAVIJESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomo¢i dostupne su vam besplatno.
Nazovite 1-888-344-6347 (TTY- Telefon za osobe sa
ostecenim govorom ili sluhom: 711)

ws: 100SMySSUNW Manisl,

NN SWIRAMN INWwESSAS NI
AHFNGENSNUUITHESY G SI001) 1-888-344-
6347 (TTY: 711)

fimrs fe€: A A At See J, 3t s g
AITE3T AT 3973 S He3 QUsET J| 1-888-344-
6347 (TTY: 711) '3 95 &3

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfiigung. Rufnummer: 1-888-344-6347 (TTY: 711)

TOF0q:- 299515 €I ATICT 0P FCTHIP KGR S
SO 112 ALTHP T THIEHPAL ML HAD+ RTC
LM 1-888-344-6347 (a0 1t ATATTFD-:- 711)::

YBAT'A! SIkmio Bu po3MOBIIsi€TE YKPATHCHKOIO
MOBOIO, B MOYKET€E 3BEpHYTHUCS J10 OE3KOITOBHOT
ciyx0u MoBHOT miaTpuMku. Tenedonyiite 3a
HomepoM 1-888-344-6347 (teneraum: 711)

T fageid; qUIEel HuTel! siedg-® w4 quTgen! Ffvd siTeT erar dares
1:37e% w71 Sueey © | B TR, 1-888-344-6347 (Rfeams:
711

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit.
Sunati 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)

Tilsansw: Snuwaniu Ine guawisaldusmssromaonan lans

Tns 1-888-344-6347 (TTY: 711)

tuogau: 1109 WIVCDIWIZI 290,
MLO3NIFoBCHBNIVWIFI, L08VCH B, ccinDwanlvivay.
Yus 1-888-344-6347 (TTY: 711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-888-344-6347 (TTY: 711) tiin
bilbilaa.
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A8y elai 1-888-344-6347 (TTY: 711) L .2l e aal

1-888-344-6347 ad_n il laally ll a1 55 4 sall s Lisall ciland (Jd cdalll JSH8 Caai i€ 1) i sale

01012017.04PF12LNoticeNDMARegence

(TTY: 711 oSl 5 anall Cisla o)



