Prescription Drug Claim Form Anthemi Prescription

Important: Please read instructions prior to completing.
1. Policyholder or Insured Name

FIRST MIDDLE LAST
Address
City State Zip Code
2. Policyholder or Insured ID No. (as shown on ID Card)
3. Why was your insurance or drug card not used for this purchase?
4. Employer Name
5. Patient’s Name
- FIRST MIDDLE LAST
6. Patient’s Birthdate / / : 7. Patient’'s Sex 11 M [F
MM DD YY
8. Patient’s Relationship to Policyholder:
Self Self : , Other Male Other Female
(Male) (Female) Figsband e Bon, 0 Oaudhter Dependent Dependent

9. Is the patient eligible for any other Prescription Drug Coverage? | Yes No
| certify that the information on this claim form is correct to the best of my knowledge. | authorize the release of any medical
information pertaining to this claim to Anthem Prescription Management, LLC, its agent or representatives.
Signature Date
Please ask your Pharmacist to fill out this section.
We cannot process this claim without the following information.
Fill out the information below or attach the original receipt to this form. No photocopies will be accepted.

Rx Date Filled Check Metric Days ' MD name | Rx Price
; ‘ s Rx ; 2
Number quantity | supply ‘ No DAW 0 (including tax)
R s | MD DAW 1
Refllhx DEA Number Patient DAW | 12
RPh DAW 03 $
1 No Generic |4 |
Reference number | Medication name, strength | Is drug NDC number
dosage form compound |
Rx | T O O O I |
Rx Date Filled Check Metric Days MD name Is Rx Rx Price
Number quantity | supply NG DAW 0 (including tax)
, :g%?x MD DAW 1
' DEA Number Patient DAW | (12
RPh DAW 3 $
> No Generic | 4
“Reference number ‘ Medication name, strength | Is drug NDC number
| dosage form compound 1
Rx I
Rx Date Filled Check Metric Days MD name Is Rx Rx Price
Number quantity | supply NG DAW 0 (including tax)
o woDAW |
) DEA Number Patient DAW | [ 2
RPh DAW 03 $
3 No Generic 04
Reference number | Medication name, strength | Isdrug | NDC number
dosage form compound ‘ ‘
Rx | [ 4 1 | L] |
If more than three prescriptions, please fill out additional claim forms.
BEDFORD PHARMACY, INC. 603-472-3919 209 ROUTE 101 BEDFORD, NH 03110-5440
Pharmacy name Phone No. Street City State Zip
. . NOTE: Payment for the above claim(s) will be
Pharmacist Must Fill Out made directly to the Policyholder. Any assignment
‘ of these benefits must include the signature of the
30030 23 Sp—— RWM l‘ PW Policyholder and is subject to the approval of
PHARMACY NABP ID No. Signature of pharmacist Anthem Prescription Management, LLC

Please return completed form to the address shown in the instructions
e-Aw-4070 Rev. 4/02






