MEMBER REIMBURSEMENT CLAIM FORM

Please mail this claim form directly to:

) .
® : . _ : :

Informxg% oy informedRx Manual Claims. For assistance please call:

: P.0O. Box 5206 - (8o00)880-1188

Lisle, IL 60532-5208 ’ 24 hours a day, 7 days a week
Please print or type this Information :

Group# LD #
Pran/Employer Narme: { REQUIRED ) . : v
Cardhoider's Last Name: First r;lgrge: ' ; Middie Initfat:
Cargdholder's Streel Address: Cley: i Slate: Zip: _

¢ ] — ( )

GCerdholdar's Day Time Phone Nuimber: Cerdholdar's Evening Phong Humler

V4 B V4

Pallent's Dale of Bith

Palient’s Mems: {Use & separale clgih form for gach covered family member)

[ Femate [} male 1 self ] Spoése {fcnid - [1other

Pallenl's Gender Pallent’s relaionship o cardholder

WITHOUT PHARMACIST SIGNATURE - PHARMACY LABEL RECEIPTS ARE REQUIRED

1 Fill date RX# Quantity Day Supply
Drug Name 7
NDC # Pharmacy NP}
. . . . |Pharmacy Addrass & Phone Numbar
Amount You Paid. '$ D Eull Price D Co-Pay
[[] Compound  [] Regular Rx [T} vaccine
Vaccine Administration Fee you Paid (ifany) $
2 Fill date RX# Quantity ‘Day Supply
Drug Name
NDC # Pharmacy NP!
. . Pharmacy Address & Phane Number
Amount You Paid, $ . [:] Full Price D Co-Pay ' .
[7] Compound ] Regular Rx 1 vaccine
Vaccine Administration Fee you Paid (if any) $

CLAIM WILL BE RETURNED IF REQUIRED INFORMATION IS MISSING
Date: Cardholder's Signature ' .

Date: Pharmacist's Signature

1 cerlify thal ali information on this claim forim is accurate. | understan
whether furniched by me or obtained from another source such as msg
{Health Insurance Portability and Accouniability Act of 1928).

d that informedRx, Inc.'s use or d]s;c!osure of individually identifiable haalth information,
dical providers, shall be In accordance with federal privacy regulations under HIPAA

STD4/15/08




