Medj-Carel lI'Sl . Direct Reimbursement Claim Q RELUS"
BlueCross BlueShield
PART ONE: To be completed by you

0 3 0} 3 0 0o 0} 0o
Subscriber ID Medi-CareFirst Customer ID
1 [
Subscriber Name Patient Name Sex: Male Female
/ / Relationship:
Mail Address - Street Patient Date of Birth [ ] Subscriber
(MM/DD/YY) [ ]Spouse [ ] Child
( ) [ ]other: . . ...
City ST Zip Code Daytime Telephone
Reason for using this | certify that | (or my eligible dependent) have received the medication
reimbursement form: described herein and that the patient named is eligible for drug benefits. |
[] Card was not with also certify that the medication received is not for the treatment of an on-
purchaser at time of purchase the-job injury, or covered under another benefit plan unless Part Two is
[] Card was lost or stolen completed. | authorize release of all mforllmf':ltlon pellrtalnmg to this clalm to
. Argus Health Systems, Inc., the plan administrator, insurance underwriter,
[[] Vaccine (see page 2) plan sponsor, policyholder, and/or employer. | certify that all the
[_] Other (Please explain): information entered on this form is correct.
............................................... X

----------------------------------------------- Signature of Member, Guardian, or Legal Representative
PART TWO: Coordination of Benefits (COB)*: To be completed by you

Do you have coverage with another insurance carrier?

[ ]No [ ]Yes
If no, you can skip the If yes, has your claim been processed with the other insurance carrier?
remainder of Part Two. []No

[ ]Yes If yes, attach a copy of the EOB or statement from your other
coverage and/or your receipt from the pharmacy.

Name of Insured Policyholder Name of Insured’s Employer

Name of Other Insurance Company Policy Number (Other Insurance Company)
Type of Coverage: [ | Single [ ] Family

* Your policy/plan must have a COB clause for Argus to coordinate benefits.

PART THREE: Pharmacy Information: To be completed by you or your pharmacist

Pharmacy Name Pharmacy ID

( )
Address - Street Pharmacy Telephone
City ST Zip Code

All of the information on this page constitutes a trade secret, privileged or confidential information,
as such terms are interpreted under the Freedom of Information Act and applicable case law.
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Medi-Carehrst.
BlueCross BlueShield

For Compounds

Pharmacist: Identify the specific prescription by
date of service and Rx number. List name, NDC# and
metric quantities of each ingredient in box at right.

How to complete this form
Please print all information except signatures.

PART ONE
Subscriber Information

1. Copy the Subscriber (Member) ID from the ID
Card.

2. Subscriber name, address and telephone
number.

Patient Name: Person drug was prescribed for.
Patient Date of Birth: Month, Day, Year.
Patient Sex: Check Male or Female

Status: Patient’s relationship to subscriber. If
other, please write in type of relationship.

o0 s W

Please use separate claim form for each family
member.

VACCINE: If you paid for a vaccine and/or its
administration at your doctor’s office, please
attach your detailed office receipt.

PART TWO
Coordination of Benefits (COB)

1. a. If you do not have Coordination of Benefits
(COB) coverage (you are not covered by other
health insurance), check No, and skip the
remainder of Part Two.

If you do have COB coverage (you are
covered by other health insurance), check Yes
and complete Part Two.

b. If your claim has been processed by the
other carrier, attach a copy of Explanation of
Benefits (EOB) or statement from other
coverage and/or pharmacy receipt.

Name of insured policyholder.
Name of insured individual’s employer.
Name of other insurance company.

Insurance policy number from other insurance
company.

ok wbd

Direct Reimbursement Claim

ARGUS"

X

Signature of Pharmacist for Compounds

PART THREE
Pharmacy Information

1. Pharmacy name, address, and telephone
number where the prescription(s) were
purchased.

2. Pharmacy ID Number: Obtain the number from
the pharmacy where prescriptions were
purchased.

3. Tape pharmacy receipts to the form in the
space provided. The receipts must indicate
date of service, Rx number, NDC number,
quantity, days’ supply, and the amount paid.

4. Use a separate claim form for each pharmacy
from which you purchase prescriptions.

MAIL THIS FORM TO:

Medi-CareFirst BlueCross BlueShield
Claims Customer Service

c/0 Argus Health Systems

P.0. Box 419019

Dept. #303

Kansas City, MO 64141

1-800-693-1434
1-800-693-0765

Phone:
TTY/TDD:

Important! Please note:
e Claim submission is not a guarantee of
payment.
e This form covers only drugs obtained within
the United States and its territories.

All of the information on this page constitutes a trade secret, privileged or confidential information,
as such terms are interpreted under the Freedom of Information Act and applicable case law.
Medi-CareFirst BlueCross BlueShield is the business name of First Care, Inc. and is an independent licensee
of the Blue Cross and Blue Shield Association.
® Registered trademark of the Blue Cross and Blue Shield Association. ®' Registered trademark of CareFirst of Maryland, Inc.
ARGUS-0123



