Drug Claim Form | ND ‘® R&LME

Member Information
First Name Last Name ID Number

Date of Birth
Gender | | Male [ | Female

Street Address

City State Zip

Member’s Relationship to Primary Insurance Cardholder [ | Self | | Spouse/Domestic Partner | | Dependent/Child

| certify that:

[ | The information on this form is correct

[ | The member named above is eligible for pharmacy benefits

|:| The member named above received the medicine(s) listed

[ | 1 give my permission to share the information on this form with Prime Therapeutics LLC

Member or Legal Representative Signature

Is this medicine for an on-the-job-injury? [ ]ves [ ] No

Do you have other insurance for this prescription medicine? | | Yes [ | No

If yes, what is the other insurance company’s name?

Insurance Cardholder Information (Primary Insurance Cardholder)
First Name Last Name

Pharmacy Information

Pharmacy Name

Pharmacy Address

City State Zip

Prescription (Rx) Claim Information

Did you buy this medicine outside the U.S? [ | Yes [ | No

All fields must be completed. If outside the U.S., the Rx and NDC number may be left blank if not available (See example on
page 3). Talk to your pharmacist if you need help. Also, please attach original itemized pharmacy receipts. A cash register
receipt is not acceptable. Claims are subject to your plan’s limits, exclusions and provisions.

Rx Number Date Filled

Quantity Days’ Supply

Name of Medicine
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Prescription (Rx) Claim Information (Continued)

1. Prescription (Rx) Claim Information

NDC Number (Your pharmacist can provide the national drug code (NDC))

Total Prescription Charge Amount Member Paid

2. Prescription (Rx) Claim Information

Rx Number Date Filled

Quantity Days’ Supply

Name of Medicine

NDC Number (Your pharmacist can provide the national drug code (NDC))

Total Prescription Charge Amount Member Paid

Instructions

1.

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

Attach original itemized pharmacy receipts provided with your prescription. Be sure that all the required information is
visible (staple to the top of the form, if necessary). NOTE: Your claim will be sent back if required information is missing.

Required Information

*+  Member name *  Drugname
« ID Number « Date filled
«  Date of birth «  Days'supply
*  Pharmacy name and address *  Rxnumber
(not required for claims outside the U.S.) (not required for claims outside the U.S.)
+ Total charge *  All compound drug information

«  NDC Number (not required for claims outside the U.S.)

Questions?
You can call the number on the back of your member ID card.

Keep a copy of this form and pharmacy receipts for your records. Send the original form and pharmacy receipts to:

Prime Therapeutics

Mail route: Commercial

PO Box 25136

Lehigh Valley, PA 18002-5136

Rx Number Date Filled
000006011481 01/12/2019

Quantity Days’ Supply
30

Name of Medicine
“Drug Name”

NDC Number (Your pharmacist can provide the national drug code (NDC))
00123456731

Total Prescription Charge Amount Member Paid

$205.14 $XXXXX
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Compound Information (Please enter all information for each drug used)

Is this prescription claim for a compound medicine? | | Yes | | No

NOTE: If yes, ask your pharmacist to complete the information below.

Compound Prescriptions (For pharmacy use only)

NDC Number Drug Ingredient Quantity Charge

Attach original itemized pharmacy receipts here. All required information must be visible (see step 2 above).

Keep a copy of this form and your receipt(s) for your records.

Fraud Prevention Regulation: Any person who knowingly and with intent to defraud any health plan or other person files
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 health plan act, which is a crime and subjects

such person to criminal and civil penalties.

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross Blue Shield Association. Prime Therapeutics LLC
is an independent company that assists in the administration of BCBSND’s pharmacy benefits management on behalf of Blue Cross
Blue Shield of North Dakota.
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G ND

In accordance with federal regulations, Blue Cross Blue Shield of North Dakota is required to provide you the
following disclosure:

Blue Cross Blue Shield of North Dakota complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, gender identity, sexual orientation

or sex. Blue Cross Blue Shield of North Dakota does not exclude people or treat them differently because of
race, color, national origin, age, disability, gender identity, sexual orientation or sex.

Blue Cross Blue Shield of North Dakota:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

- Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

- Qualified interpreters

- Information written in other languages

If you need these services, please call Member Services at 1-844-363-8457 (toll-free) or through the
North Dakota Relay at 1-800-366-6888 or 711.

If you believe that Blue Cross Blue Shield of North Dakota has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability, gender identity, sexual orientation
or sex, you can file a grievance with:

Civil Rights Coordinator

4510 13th Ave S

Fargo, ND 58121

701-297-1638 or North Dakota Relay at 800-366-6888 or 711

701-282-1804 (fax)

CivilRightsCoordinator@bcbsnd.com (email) (Communication by unencrypted email presents a risk.)

You can file a grievance in person or by mail, fax, or email within 180 days of the date of the alleged
discrimination. Grievance forms are available at http://www.bcbsnd.com/report or by calling 1-844-363-8457.
If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights electronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

800-368-1019 or 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Espaiol (Spanish)

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-844-363-8457 (TTY: 1-800-366-6888 o0 711).

Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfigung. Rufnummer: 1-844-363-8457 (TTY: 1-800-366-6888 oder 711).

4510 13t Avenue South, Fargo, North Dakota 58121

Blue Cross Blue Shield of North Dakota is an independent licensee of the Blue Cross & Blue Shield Association
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F1X (Chinese)

R AREERER T IR EEGRE SRR - 2R 1-844-363-8457 (TTY : 1-800-366-6888 =i
711) -

Oroomiffa (Oromo)

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa
1-844-363-8457 (TTY: 1-800-366-6888 ykn 711).

Tiéng Viét (Vietnamese)
CHU Y Néu ban noi Tiéng Viét, cé cac dich vu hd trgr ngdn ngl» mién phi danh cho ban.
Goi s0 1-844-363-8457 (TTY: 1-800-366-6888 hoac 711).

Ikirundi (Bantu — Kirundi)

ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu.
Woterefona 1-844-363-8457 (TTY: 1-800-366-6888 canke 711).

4y =)l (Arabic)
pSlly ) s 8 )) 844-363-8457-1 o8 deail L Glaally ll i) 535 & salll saclisall ek (b Aalll SH Gt S 1)) 3k el
(711 1-800-366-6888
Kiswabhili (Swahili)

KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo.
Piga simu 1-844-363-8457 (TTY: 1-800-366-6888 au 711).

Pycckui (Russian)

BHUMAHMWE: Ecnv Bbl rOBOPUTE Ha PYCCKOM si3blke, TO BaM LOCTYMNHbI 6ecnnaTtHble ycrnyrn nepeeoja.
3BoHuTE 1-844-363-8457 (Tenetann: 1-800-366-6888 unn 711).

HZAEE (Japanese)

EEEIE HAZEZEINDIGE. BHOSEXEZ CHAWEITET, 1-844-363-8457
(TTY: 1-800-366-6888 £ 1=I% 711) £T. BBEICTITEKRLS &S,

AqTelY (Nepali)
AT I UL ATl Seelgre Hol TS ATE $TST FErIdT HaTes fo¥:eeh FHAT 3TTsY & | Bled ool
1-844-363-8457 (fefears: 1-800-366-6888 ar 711) |

Francgais (French)

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-844-363-8457 (ATS : 1-800-366-6888 ou 711).

o= 0{ (Korean)
F9: St=HE AMESIAI= 22, 30 N3 AblA % faz 0|Z20otal = ASLICH 1-844-363-8457
(TTY: 1-800-366-6888 H=+= 711)H O Z Mol THAIL.

Tagalog (Tagalog — Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-844-363-8457 (TTY: 1-800-366-6888 o 711).

Norsk (Norwegian)

MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-844-363-8457
(TTY: 1-800-366-6888 eller 711).

Diné Bizaad (Navajo)
Dii baa ako ninizin: Dii saad bee yanitti'go Diné Bizaad, saad bee akd’anida’awo’dé¢’, t'aa jiik’'eh, éi na holg,
kojj’ hodiilnih 1-844-363-8457 (TTY: 1-800-366-6888 éi doodagd 711.)
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