
          
 

PRIMARY CARDHOLDER INFORMATION-Please print 
Employer Name 
 

Group Number  Today’s Date 

Employee Name (last name, first name) 
  

Employee ID 
    

Employee S. S. # 

Date of Birth (MM/DD/YY) 
          /            / 

Employee Gender  
 Male        female 

Effective Date 

Mailing Address (Number & Street)  
 

City 
 

State Zip 

 
PATIENT INFORMATION-Please print 

Patient Name 
 

Relationship to Employee 
 Self   Spouse  Child 

Date of Birth (MM/DD/YY) 
          /               / 

 
 

Patient Gender  
 Male         Female 

Patient S. S. # 

 
PRESCRIPTION INFORMATION-Please print 

 

 

 

 

 

 

 
I CERTIFY THAT THE PATIENT FOR WHOM THIS CALIMIS MADE IS A COVERED PERSON IN THIS PRESCRIPTION DRUG PROGRAM AND THAT THE PRESCRIPTION IS FOR THE 
SOLE USE OF THE NAMED PATIENT.  I ALSO CERTIFY THAT THE CLIAM(S) BEING SUBMITTED FOR PAYMENT ARE NOT ELIGIBLE FOR PAYMENT, UNDER A NO-FAULT 
AUTOMOBILE OR WORKER’S COMPENSATION INSURANCE PROGRAM. 
 
(EMPLOYEE/AUTHORIZED REPRESENTATIVE)   X _________________________________________________________________________________ 

Claim  
1 

Rx Number Date Prescription Filled 
        /         / 

Name of Drug & Strength Compound 
 Y    N 

National Drug Code (NDC)  

           

Quantity Day Supply Name of Prescribing Dr. Prescription Price 
$ 

Claim  
2 

Rx Number Date Prescription Filled 
        /         / 

Name of Drug & Strength Compound 
 Y    N 

National Drug Code (NDC)  

           

Quantity Day Supply Name of Prescribing Dr. Prescription Price 
$ 

Claim  
3 

Rx Number Date Prescription Filled 
        /         / 

Name of Drug & Strength Compound 
 Y    N 

National Drug Code (NDC)  

           

Quantity Day Supply Name of Prescribing Dr. Prescription Price 
$ 

Claim  
4 

Rx Number Date Prescription Filled 
        /         / 

Name of Drug & Strength Compound 
 Y    N 

National Drug Code (NDC)  

           

Quantity Day Supply Name of Prescribing Dr. Prescription Price 
$ 

Claim  
5 

Rx Number Date Prescription Filled 
        /         / 

Name of Drug & Strength Compound 
 Y    N 

National Drug Code (NDC)  

           

Quantity Day Supply Name of Prescribing Dr. Prescription Price 
$ 

Pharmacy Name/Address Pharmacy NABP 
 

 
I CERTIFY THAT THE CHARGE(S) IS SHOWN FOR THE DRUGS 
PRESCRIBED. 
 
PHARMACIST   X ____________________________ 

Prescription Drug Program 
Direct Reimbursement Form 



 
INSTRUCTIONS 

 
A. WHEN TO USE THIS FORM 
 
This claim form is to be used for all prescriptions if your plan requires you to first pay for the prescription and provides that your 
reimbursement benefit will be provided under your major medical/comprehensive coverage. 
 
For other plans, this claim form is to be used only when it has been necessary to purchase a prescription because no 
participating pharmacy was available to fill your prescription while you were out of town. 
 
Submit this form as soon as you have your prescription(s) filled in order to receive prompt payment.  It IS NOT necessary to 
retain the form until you have filled in five prescription claims. 
 
B. HOW TO COMPLETE THIS FORM 
 
1. Complete the upper portion of the claim form under EMPLOYEE information.  Transfer the employee identification  

number and group number from your identification card or prescription drug enrollment application. 
 
2.  A separate claim form must be completed for each patient. 
 
3.  Have your pharmacist complete the PRESCRIPTION information for each prescription filled and the  

PHARMACY information.  If you are unable to have the form completed by your pharmacist, most of the information 
needed in these sections can be copied from the prescription label and/or receipt. 

 
IMPORTANT:  The drug quantity, drug name and strength AND National Drug Code is required and MUST appear on the 
submitted claim(s). 
 
4.  The original paid pharmacy receipt(s) must accompany this form.  A cash register receipt is not satisfactory evidence of 

purchase. 
 
5. –FOR COMPOUND PRESCRIPTIONS ONLY-If only pharmacist tells you this is a compounded prescription, you must 

complete this area below.  Ask your pharmacist for assistance.  Should you have more than two compounded 
prescriptions, please use additional claim forms. 

 
 

  
 

 
6.  Claim forms submitted without the required information and/or employee signature will cause payment delays and will 

be returned. 
 

C. WHERE TO SUBMIT THIS FORM 
 
1. Mail this form and your original paid pharmacy receipt(s) to: 

MemberHealth, Inc. 
   P O Box 391180 

             Cleveland, OH 44139 
 
2. Please allow six to eight weeks for processing and payment of your claims. 

 
3. You may call 888-868-5854 for questions or problems concerning your submitted claims. 

Claim # Drug Names Qty Cost Claim # Drug Names Qty Cost 


