
Prescription Reimbursement Standard Claim Form
Impo rtant! * Always allow up to 21 days from the  time  you send  this  form  until  the  time  you receive the  response  to

allow for mail  time  plus  claims  processin g.
* Make a copy of all  docume nts submit ted and  do not  staple  or tape  receipts  or attachme nts to this  form.

No docume nts will  be returne d.

Prima ry Member/ Patie nt Inform ation This section must be fully completed to ensure proper reimbursement of your claim. 

Prescription  Claim
Inform ation

NOTE: If you are including all original receipts with the following information, it is not necessary to complete
this section. Exception: If  submitting  compound  receipt s, this  section  must  be comple ted.
ONLY INCLUDE charges for prescription medications, original receipts and full itemized statements.

1

2

Address

City State Zip

AdvanceRx.com          •          P.O. Box 3223          •          Wilkes-Barre, PA 18773-32 23

Identification Number (refer to your prescription card)

Name (Last Name) )IM()emaN tsriF(

Group No./Group Name

elameFelaMhtriB fo etaD

Relationship to Primary member

Member Spouse Child Other ____________ Yes No

Full-Time Colleg e Student

ID No. and Patient Codes will be found on your prescription card.
Name (Last Name) (First Name) (MI)

Prima ry Member  Inform ation

Patie nt Inform ation– Use a separ ate claim  form  for each  patie nt.

14423-1007
ENT-CFE2-1007

Rx # Date Filled (m/d/y)

Drug Name and Strength

Prescriber’s DEA No.

Total ChargesMetric Quantity Days Supply

New     DAW    Compound
For ce use only

Prior Approval Code
Rx

N D C #

(Over)

Important! A signature is REQUIRED in both A and B.

Fraud  Prevention  Regul ation: Any person who knowingly and with intent to defraud any insurance company or
other person  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
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Release  of Inf orma tion: I certify that I (or my eligible dependent) have received the medicine described herein
and that the plan participant named is eligible for prescription s. I also certify that the medicine received is not
for treatment of an on-the-job injury or covered under  another  plan. I authorize release of all information
pertaining to this claim to Caremark, the prescription  manager; insurance underwriter; sponsor; policyholder;
and/or employer. I certify that all the information entered on this form is correct.
x
Signa ture of Plan  Par etaDtnapicit

x
etaDtnapicitraP nalP fo erutangiS

A

B

R    X    2    5    3    7 



4

5 Mail This Completed Form To: Please refer to your prescription card to ensure this form is mailed to
the proper address.

IF 004336 IS THE RXBIN # ON YOUR CARD MAIL THE COMPLETED FORM TO:

NOTE:The pharmacist is to complete this section ONLY if original pharmacy
receipts are not included or if there is a compound prescription.3 Pharmacy Information

Pharmacy Name

Pharmacy Phone Number

( )

Pharmacy NABP No.

I hereby certify that all the information listed below is correct and represents the actual charge(s) for prescription(s) dispensed. I further
understand that all  payments as related to the charges listed below will be paid directly to the cardholder.

X
etaDevitatneserpeR ro tsicamrahP fo erutangiS

1. Patient Name 4. Prescription Number 7. Medicine NDC number
2. Date of Fill 5. Metric Quantity 8. Days Supply
3. Total Charge 6. Pharmacy Name and Address or Pharmacy NABP Number

You MUST include all original receipts for your claim to process. You MUST include your pharmacy receipt.  Cash register receipts
 will only be accepted for diabetic supplies. The minimum information required is:

 

DS 15  

John Smith
1234 West Way Washington, DC 85001

 

1234 West Way Washington, DC 85001  

1234567  

  

4. PRESCRIPTION #

1. PATIENT NAME

7. NDC #

8. DAYS SUPPLY 5. QUANTITY

3. TOTAL CHARGE

2. FILL DATE
6. DISPENSER 

(Pharmacy Name and Address)

Example Pharmacy Receipt:

Submission Requirements

IMPORTANT REMINDER
To avoid having to submit a paper claim form:       

•   Always have your card available at time of purchase
•   Always use pharmacies within your network
•   Use medication from your formulary list
•   If problems are encountered at the pharmacy, call the number on the back of your card 

CVS Caremark
P.O. Box 52136
Phoenix, Arizona 85072-2136




