
Prescription Drug Claim Form

Patient Information

ID Number

Group Number –

Date of Birth / / ❏ Male   ❏ Female

_________________________________________________
Patient Name (First, Last)

_________________________________________________
Street Address

_________________________________________________
City	  State 	 ZIP

Patient’s Relationship to Subscriber/Member:

❏ Self 	  ❏ Spouse 	 ❏ Dependent

__________________________________________________
Patient/Subscriber/Member or Legal Representative Signature

Is this medication for an on-the-job-injury? . .  .  .  .  .  .  .   ❏ Yes	 ❏ No

Do you have other insurance 
for prescription medications? . . . . . . . . . . . . . . . . . . . .  ❏ Yes 	 ❏ No

If yes, please provide
Name of other Insurance: _ __________________________________

Policy Number: ____________________________________________

Please include any pharmacy receipts related to this claim with this form.

Subscriber/Member Information

__________________________________________________
Name (First, Last)

Pharmacy Information

__________________________________________________
Pharmacy Name

__________________________________________________
Pharmacy Address

__________________________________________________
City	 State	 ZIP

Prescription Claim Information
Original pharmacy receipts are required. Please attach receipts 
to space provided on the back of form. If receipts are not included, 
please have pharmacist complete and sign the bottom of this form.

Was this prescription medication  
purchased outside the U.S.A.?  . .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .   ❏



If any of your receipts do not have required information, 
ask your pharmacist to provide you with the missing 
information.

Write that information on your receipt(s). If not completed,  
the claim will be sent back for the required information.

3. �Call the customer service number on your ID card if you 
have any questions.

4. �Have your pharmacist call 800.821.4795 if he/she has 
any questions.

5. Send completed form to:

	� Prime Therapeutics 
P.O. Box 14624 
Lexington, KY  40512-4624

Pharmacy/Prescription Information

1.	 Use a separate claim form for each patient.  
All information provided on or attached to this  
claim form must be for the same patient.

2.	Tape or glue pharmacy receipts in the spaces provided. 
When you tape or glue your receipts, it is not necessary for 


