Prescription Reimbursement Claim Form
Important!

Card Holder/Patient Information

This section must be fully completed to ensure proper reimbursement of your claim.




X
Signature of Pharmacist or RepreB€ntHRER

Important! A signature is REQUIRED

NOTICE
Any person who knowingly and with intent to defraud, injure, or deceive any insurance coorgamyngLdomgitaatetsl
false, deceptive, incomplete or misleading information pertaining to such claim may be conumitsiagcairimaehudem
subject such person to criminal or civil penalties, including nes, denial of bene ts, and/or imprisonment.

| certify that | (or my eligible dependent) have received the medicine described hereinoddehtigyfdineart, latmer/ e adl
information entered on this form is true and correct.

X
Signature of Plan Participant (REQUIRED) Date

Fax completed forms with receipts t
OR  Fax: 401-404-6344

IMPORTANT REMIND&Rid.having to submit a paper reimbursement claim form

€ Always have your ID card available at time of purchase € Always use pharmacies within your plan
€ Use medication from your preferred drug list € Return to the pharmacy to request claim reproce
€ If problems are encountered at the pharmacy, call the Pharmacy Member Services number on your ID card

RESET FORM



