Prescription Drug Claim Form

R BlueCross BlueShield
Y of New Mexico

Member information (See other side for instructions)

onamoer | | [ L L L L LD

Group number Djjjj
Date of birth ‘ ‘ ‘/‘ ‘ ‘/‘ ‘ ‘ 1 Male O Female

Name (First, Last)

Street address

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

+ | 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 QNo

Do you have other insurance for this prescription medicine?
dYes WdNo

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
[J 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)

[ Other (please explain)

Pharmacy information

Pharmacy name

Pharmacy address

City State Zip

X

Pharmacist signature

Prescription (Rx) claim information
Was this prescription medicine
purchased outside the U.S.? ................... dYes WNo

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.

1 ranumeer || | | [ [ L L[]

patefiled | | |/ | /] | ]

Days’ supply Dj

Quantity

Name of medicine

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

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

Physician
wernumoer ||| [ [ L] L]

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘

2 rxnumoer | | [ [ 0 LD LD L]

Datefilled‘ ‘ M ‘ M ‘ ‘

Days’ supply Dj

Quantity

Name of medicine

nocnumoer | | | | | | [ L[ [ [

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

Prescription cost  $ ‘ ‘ ‘ ‘ ‘ . ‘ ‘ ‘

Physician
NPI number

Balance due $‘ ‘ ‘ ‘ H ‘ ‘




Instructions

1. Use a separate claim form for each member. All information provided Questions?

on or attached to this claim form must be for the same person.
* You can call the number on the back of your member ID card

2. Attach original itemized pharmacy receipts provided with your * Your pharmacist may call 800.821.4795
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.

3. Keep a copy of this form and pharmacy receipts for your records.
Send the original form and pharmacy receipts to:

Prime Therapeutics

Required information PO Box 25136

* Member name * Quantity Lehigh Valley, PA 18002-5136
* 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
« Physician NPI number

EXAMPLE Is this prescription claim for a compound medicine?
dYes No
Rx number ‘0 ‘0 ‘0 ‘0 ‘0 ‘ 6 ‘0 ‘ : ‘ : ‘ nl ‘ s ‘ : ‘ Note: If yes, ask your pharmacist to complete the information below.
Date filled \0 \ ! ‘ /‘ ! ‘ 2 M ! ‘ 6 ‘ Compound Information
Quantity 30 Days’ supply Please enter all information for each drug used.
Name of medicine .Dre(q Name" Compound Prescriptions
For pharmacy use onl
NDC number [0 [0] 1] 2] 345 6] ]3] 1] premacy use ony
(Your pharmacist can provide the national drug code (NDC) and
national provider identifier (NPI) numbers.) NDC Number  Drug Ingredient Quantity Charge
Physician
NPl number ‘7‘2"‘5‘2‘4‘ ! ‘ ! ‘6"3‘
Total prescription charge $ ‘ ‘ 2 ‘ 0‘ 5‘ . ‘ I ‘ 49 ‘
Attach original itemized Attach original itemized
pharmacy receipts here pharmacy receipts here
All required information must be visible All required information must be visible
(see step 2 above). (see step 2 above).
Keep a copy of this form and your receipt(s) for your records. 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.

Prime Therapeutics LLC is an independent limited liability company providing pharmacy benefit management services.

Blue Cross and Blue Shield of New Mexico is a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of
the Blue Cross and Blue Shield Association.
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BlueCross BlueShield of New Mexico

If you, or someone you are helping, have questions, you have the right to get help and information
in your language at no cost. To talk to an interpreter, call 866-236-1702.

It:u);d\ U}‘jw&g‘i)})‘a“ QLA}M\}EJQLM“‘;D d}mﬂ\uﬁéﬂ\ tﬂ:\.ﬂﬂ alid a.l.cuua;ﬁa‘_gﬂ}\ cﬂ;\l{u\.s});\
Arabic .866-236-1702 a3,0 e Juall ¢(5 )58 an yie ae Saaill 28lS5 4y
ZRehX | GRE, SIBIFARIBNER, HitGERE GHRMNREUGHEFEESEMMAE.
Chinese As—(IEIRZE, EEES SRS 866-236-1702,

Francais Sivous, ou quelgu'un que vous étes en train d’aider, avez des questions, vous avez le droit d'obtenir de
French I'aide et I'information dans votre langue a aucun co(t. Pour parler a un interpréte, appelez 866-236-1702.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und
German Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 866-236-1702 an.
: J1C 319k, AT AT TTHhT FEIRIdT Y Te & I8, TR &, dl Tl U1 HY H Tod:[eeh
Eﬂi HETIAT 3T STTARNT ITod et & TSR ¢ m’&iddld&h T ST et o [olT 866-236-1702
X Pl N |
Italiano Se tu o qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua
Italian lingua gratuitamente. Per parlare con un interprete, puoi chiamare il numero 866-236-1702.
H A:E JIKM% EY ik%%@ﬁf@lﬁl DOFHFTEH, TEMAZSWELEL, THEDOSF
Ja anngse R CY A= 2RI, HHREAFLIED T LI ENTEET, Baidnnh £
P foo B L BFESNDEDL, 866-236-1702 £ TSRS 12 S\,
st=20 Oror Aot £= Aol 5= M0l 220 JUCHH Hotle F2& dde =5
Iz)rgan HdEE Aot HHZ &= = U= dHelJt USLICH SSAI E RSHAH
866-236-1702 & & 2t oA Al 2.
Diné T’aa ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’ida bee na ahooti’i’ t’44 niik’e
Navaio nika a’doolwot do6 bina’iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’y” hodiilnih kwe’é
J 866-236-1702.
el OB Hsh s glyaaS yylal) gl B candl aidly g S on SaS ) 4y LadiaS S e K
Persian bl Jaals (alad 866-236-1702 o lad b ¢ aled aa e So L SGK Ciga el iy ja Sl DUl 5SS
SI—— Ecnn y Bac unn yenoBeka, KOTOPOMY Bbl MOMOraeTe, BO3HWKIM BOMPOChI, Y Bac €CTb NPaBo Ha
R)L,Jssian BecnnaTHy0 NOMOLLb W HOPMALWIO, NPEAOCTaBNEHHYI0 Ha BalLeM A3blke. YToObI CBA3aTLCA C
NepeBOAYMKOM, NO3BOHMTE MO TenedoHy 866-236-1702.
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacion en su idioma sin costo alguno. Para hablar con un intérprete, llame al 866-236-1702.
Taqalo Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tagal Og tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
gaiog tumawag sa 866-236-1702.
Tne mnAM wiaruinunIavladaitaaedale 9 aaddnaviagldsuanuiavidataziay
Thai alunmaasaalalaabiia1td3ne waaaduanlaafnsaivnunaia 866-236-1702.
Tiéna Viét Néu quy vi, hodc nguoi ma quy vi dang gitp d@, cd cau hdi, thi quy vi co quyén dwoc gip va
Vietngamése nhan thong tin bang ngon ngt ctia minh mién ph| P& noi chuyen v&i mét thong dich vién, xin goi

866-236-1702.

bcbsnm.com




Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication 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, contact us to file a grievance.

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

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

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

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html



https://ocrportal.hhs.gov/
http://www.hhs.gov/ocr/office/file/index.html
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