Coordination of Benefits / Direct Claim Form
See page 2 for instructions. Complete all information. MemberHealth@

Vaccines and administration fees have a separate form.

Member / Subscriber Information Does this Claim Qualify for
See your prescription drug ID card. out of network Coverage?

Group No. D D D D D D D D D D D D D D D Generally, you may submit a claim
for Part D-covered medication

Member ID D D D D D D D D D D D D D D D D D D D D dispensed by a nonparticipating

| pharmacy only for the reasons

Member Name (First, Last) listed below. Please check the box
’ that applies to your situation:

| ] A.Itraveled outside my plan’s

Street Address service area and ran out of (or
| D D D D D D D lost) my medication/I became
City State 7IP ill and could not access a
network pharmacy.
Date of Birth D D D D D D D D [] B.Iwas unable to obtain my
MM DD Y YYY medication in a timely manner
Pharmacy Information within my service area (there

| was no network pharmacy within
areasonable driving distance
that provides 24/7 service).

| ] C. My medication is not stocked

Name of Pharmacy

Street Address regularly at an accessible network.
| D D D D D D D ] D. My medication was dispensed
City State ZIP from an emergency department,
_ provider-based clinic,
Telephone (include area code) D D D D D D D D D D outpatient surgery facility, or
National Provider ID Number: other outpatient setting.
] E.Iwas evacuated or displaced

Coordination of Benefits (Another Health Plan has paid a portion) from my residence due to a
Mark the appropriate box for your primary coverage method. See the State or Federally declared
back for more information. disaster or health emergency.
Is this a coordination of benefits claim? L E ; did nt(')t ha‘giﬁn};})lan ¢
[1Yes [JNo [JCard Program i)nugcrlrlgiel.on atthemeo
[] Ano_ther Health Plan paid a}nd you are enclosing a statement that ] G. Medications were self-

outlines how much you paid and how the other carrier paid. administered during hospital stay.
Prescribing Physician Information L H. Other, provide brief explanation.

(Complete if vaccine was obtained or administered in a Physician’s office)

Name of Physician
National Provider ID Number:

Other Coverage Section: Complete the information below if the patient has other prescription drug
coverage programs.

Other Insurance Company Name

Other Policy Number Other Policy Holder Name
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Date of Service Drug Name - Rx Number Charge PaAtir:r(l)tu lr;:; d Arg;);r;tp(;ti}éer
Pharmacy Information
(For Compound Prescriptions Only)
Rx # Date Filled ‘ Days Supply
VALID 11-DIGIT NDC# QUANTITY PRICE
TOTAL
TOTAL PATIENT PAID

e List the VALID 11-digit NDC number for EACH ingredient used for the compound prescription.

e For each NDC number, indicate the “metric quantity” of the ingredient expressed in the number of tablets,

grams, milliliters, etc.

e Indicate the charge (dollar amount) for each ingredient and total price paid by patient.

Acknowledgment: I certify that the medication(s) described above was received for use by the patient listed above,

and that I (or the patient, if not myself) am eligible for prescription drug benefits. I also certify that the medication
received was not for an on-the-job injury or covered under another benefit plan. I recognize that reimbursement will
be paid directly to me, and that assignment of these benefits to a pharmacy or any other party is void.

X

Signature of Member

When To Use This Form

e Use this form to submit claims under
Coordination of Benefit Rules.

e Complete a separate claim form for each
pharmacy used.

e You must submit claims no later than 3 months
after the end of the year that the drug was
purchased.

Instructions
Read carefully before completing this form.
1. Receipts should contain the following
information:
e Date prescription filled
¢ DAW (Dispense As Written)
e Name and address of pharmacy

e Doctor name

e NDC number (drug number)

e Name of drug and strength
 Quantity and days supply

e Prescription number (Rx number)
e Amount paid

Your pharmacist can provide the necessary

information if your claim or bill is not itemized.

2. The plan member should read the
acknowledgment carefully, then sign and
date this form.

3. Return the completed form and receipt(s) to:

Claims Form Processing
P.0. Box 39668
Solon, OH 44139-3966
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