CLAIM FORM INSTRUCTIONS

Please read carelly before conpleting this form. Claim forms without the require

locaed on youlnsurance card.
2. Submit clams within the 1iling perod speafied by your heéh pan.For questions abou your filing perod,
please cdl the nunber onthe back of youmsurance card.
3. Please submit aseparde daim form for each paent and phamacy fran which you purchse medcations.
4. IMPORTANT NOTE: Payment and related correspondence will be sent to the primary subscriber
unlessyou provide uswith an Alternate Addressin Part 1.

Part 2: Recept Information

1. Submit prescription recépts/labds tha cortain the requstedinformation (shown béow) or have your
phamadst complete Part 2 andPart 3. If you do nbreceve a recgt for your precription(s), phamaast
signdureis requred.

2. Include dl origind phamacy recept(s). Tape recgtsto aseparde pageo besubmitted with the daim form.
Not

N/PHARMACY INFORMATION
Prescription Label Example: Please wse this exanple & a gudeto locde the reqiredinformation.
Note: Each phanacymay have a uiguelabé format.

Anytime Pharmacy #1234 (509)555-1234
123 AnyStred Store NPI: 1234567890
Home Town, & 12345-6789
RX 1234567 Daileel: 1/1/2009
DOE, JANE
DOB: 01/01/1900
456 Hane Road (509)555-5678 1)
Home Town, LB 12345 9. DAW
10. Usud andCustomary Price (U&C)/RX Price*
Amoxicillin 500 mg cpsules (Teva) DAW: 0 11. Copay*
00000-1111-22 QTP

12. Phamacy Ndiond Provider ID (NPI)

*REQUIRED NFORMATION - CLAIM WILL
BE REFURNED IF THIS INFORMATION IS
NOT SUPRLIED.
Part 3: Pharmacy Information (To be conpleted by the pharmacy)
1. If requredinformationis nat avaladde onthe recéot, ask your Phamaast to canplete Part 2 andPart 3.
2. Rememberto keep a copy ahe canpleted daim form and recipt(s) for your record.
3. Sendthe canpleted fom and recipt(s) to: Medimpad HedthcareSystems Inc.

PO Box 509098

San Dego,CA 92150-9098

Fax 858-549-1569

malE- Claims@Medmpad.com
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PART 1 1 ndicates required information

Primary Member'Cardhdder ID Number* Group Nunber

Name of Hedth Plan/Insurance Primary Subscriber Nane* DOB: (mm/ddlyyyy)*

I

Patiert Name: (First




IMPORTANT CLAI



