Medicaid
Prescription Drug Claim Form

R BlueCross BlueShield
Y of New Mexico

Member information (See other side for instructions)

onamoer | | [ L L L LD

Group number Djjjj
Date of birth ‘ ‘ ‘/‘ ‘ ‘/‘ ‘ ‘ 1 Male [ 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 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
[J Picked up my medicine from a non-network pharmacy

] 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 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.

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 ||| [ [ L1 L]

Prescription cost $‘ ‘ ‘ ‘ H ‘ ‘

Balance due $‘ ‘ ‘ ‘ H ‘ ‘

2 rxnmoer | | [ [ 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 866.689.1523
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 Mail Route: Prime—GP Medicaid

* Member name * Quantity P.O. Box 25137

* ID number * Date filled Lehigh Valley, PA 18002-5137
* 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 ‘ g ‘ : ‘ Note: If yes, ask your pharmacist to complete the information below.
Date filled \0 \ ! ‘ /‘ ! ‘ 2 M : ‘ 7‘ Compound Information
Quantity 30 Days’ supply Please enter all information for each drug used.
Name of medicine .Dreq Name" Compound Prescriptions
For pharmacy use onl
NDC number [0 [O] 1] 2] 3[4 ]s 6] ]3] 1] premacy useony
(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 ‘ 4 ‘
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.

BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross and Blue Shield Association,
an Association of Independent Blue Cross and Blue Shield Plans.

Blue Cross and Blue Shield of New Mexico, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent
Licensee of the Blue Cross and Blue Shield Association. Such services are funded in part with the State of New Mexico.
3272 NM MCD © Prime Therapeutics LLC 09/17
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To ask for auxiliary aids and services or materials in other
formats and languages at no cost,
please call 1-866-689-1523 (TTY/TDD: 711).

Blue Cross and Blue Shield of New Mexico complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex. Blue Cross and Blue
Shield of New Mexico does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Blue Cross and Blue Shield of New Mexico:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Civil Rights Coordinator.

If you believe that Blue Cross and Blue Shield of New Mexico 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: Civil Rights Coordinator, Office of Civil Rights Coordinator, 300 E. Randolph St.,
35" floor, Chicago, Illinois 60601, 1-855-664-7270, TTY/TDD: 1-855-661-6965, Fax: 1-855-661-6960,
Civilrightscoordinator@hcsc.net. You can file a grievance in person or by mail, fax, or email. If you
need help filing a grievance, Civil Rights Coordinator is available to help you.

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, available 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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

07003187-C
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ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-855-710-6984 (TTY: 711).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica.
Llame al 1-855-710-6984 (TTY: 711).

Dii baa ako ninizin: Dii saad bee yanitti’go Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh, éi na
hol6, koji” hodiilnih 1-855-710-6984 (TTY: 711).

CHU Y: Néu ban néi Tiéng Viét, co cac dich vu hd trg ngén ngit mién phi danh cho ban.
Goi s 1-855-710-6984 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-855-710-6984 (TTY: 711).

B AREERER T TR R EESES RIS - 55EE 1-855-710-6984
(TTY. 711) -

1-855-710-6984 & » Juail  (laallell ) ¢35 4, galll sacluall el (4 (Al JSJ\ Eaaaty s ) A.L};l«
T2 =0 E AISotA= B2, 80 K& MBIAE RE2 0[Sote! = UASLILH

1-855-710-6984 (TTY:711) HOZ HaloH Z=AAIL.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-855-710-6984 (TTY: 711).

EESEIE HARB eI N 2858 ~ \rlOFE ks THIFW 21T £ 9 - 1-855-710-6984
(TTY:711) * C -~ RBELI (u_ L FE S e

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-855-710-6984 (ATS: 711).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-855-710-6984 (TTY: 711).

BHUMAHME: Ecau BbI roBOpHUTE Ha PYCCKOM $I3bIKE, TO BaM JOCTYIHBI O€CIUIaTHBIE YCIIYTH MepeBOIa.
3Bonute 1-855-710-6984 (reneraiim: 711).

&I & T3 T TFar qAd § ar eh (o0 TFT | ATIT Hg3dT 9970 U gl
1-855-710-6984 (TTY: 711) U< fet H¥|

G lE i len el sl JL8U (s it il Cang DU Sy SR 5 ol oy 3l s 8 1 ga
Saom e (TTY: 711) 1-855-710-6984

Bou: AN Inaaaudiuisalduinisaiamdaninieilend Ins 1-855-710-6984
(TTY: 711).
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