
FOR 

ALL 

ClAIMS 

FOR 

EMPLOYEE'S HOME ADORESS 

NAME OF DEPENDENT 

OHIO AFSCME CARE PLA.."N" 
11461 NORTHLAKE DR. 
CINCINNATI, OH 45249 

MALE 

FEMALE 

O 
DATE OF BIRTH 

DAY MO. � 
0 

COY STATE 

STATEMENT OF CLAIM 

PRESCRIPTION DRUG BENEFnS 

D Check Box for Addrn• Change 

EMPLOYED BY 

Zll' TaEPHONE 

DEPENDENT SOC. SEC.I 
MARRIED

SINGLE 

0 

D 

RELATIONSHIP TO EMPLOYEE DATE OF BIFmf 
DAY MO. YEAR 

DEPENDENT 
IS OEPENDEHT EMPLOYED? 

ClAIMS 
NAME AND ADORESS OF DEPENDENT EMP1.0YEII 

FOR 

ALL 

CLAIMS 

NAT\JRI: OF SICKNESS OR INJURY F INJURED, HOW Nff> WHERE DID ACCIDENT HAPPEN? 

AR& YOU OR YOUR DEPENDENT INSURED FOR PRUCRIPTION DRUG IIIIIHUIT 9 OR DEVICES PROVIDED 
UNDER ANY ontlill BMPLOYER, UNION, ASIOCIAl10N, 8LU8 CROl8, BLUB SltlliLD, OR OTHER IMIURANCa PLAHf 
IF YES, IHSliRr POLICY NUMBER, NAMB AHD ADOftES8 OP IIISUR.UICII COMNNY OR DAGAHIZA110N PROVIDING 
SUCff BIINEl'fT8 FOR 8£RVICES. 

YIIS C 
NOC 

I CEffllFY THAT E JEMEHT5 E CORRECT ANO HER ANY PHYSICIAN, HOSPJTAL, UNION, INSU CE COM OR 
PAYMENT ORGANIZATION TO GIVE TiiE OHfO Al'IICMII CARii PUN AHY ADDITIOHAL INFORMATION REQUIRED IN CONNEC110N wmf THIS Cl.AIM. A PHOTOCOPY 
OF THIS AUTHORIZATION SHALL BE AS VALID AS THE ORIGlHAL 

DATE EMPLOYEE'S SIGNAlURE SOCIAi. SECURITY NO, 

ALL BENEFIT ClAlMS MUST BE SUBMITTED BY DECEMBER 31 AFTER THE END OF 1ltE CA1.£NDAR YEAR IN WHICH THE EXPENSE FOR lJiE PRESCRIPTION DRUG 
BENEFIT WAS PAID, FOR EXAMPLE, AU. BENEFfT CLAIMS FOR 2003 MUST BE SU8MITTED TO lllE PROPER FUNO OFFICE BY DECEMBER 31, 2004, 

PLEASE PRINT 

PHARMACIST'S STATEMENT 
(FOLLOW INSTRUCTIONS BELOW) 

PATIENT'S NAME------------------------ DATE---------------

• � 
Data Days Rx RK Rx By Non 

� Name Of Dtuo FIiied Quan. SuDDlv Number N- Rorlll law '--end 

Is This Prescription For Obesity Yes D 

NAME OF PHARMACY 

No D Birth Control Yes o NoO 

ADDRESS OF PHARMACY PHARMACIST'S SIGNATURE 

·(��· 

TO EMPLOYEE: 1. The M£mplope'a/Clalmant's Statoment" naust bo completed (Al( Questions Answerocl) and a)gned by ,ou. 
2. You wlll need a separate c!alm form for IIIICh cowerad membet' of )'Dllr family for wllom you .,. making a clalm, 
3. Ask vour pharmacist to complete the "Pharmacmst St11tllffl9llt• on the form. a. auni all questions are answe,wd. 
4. More lhan - 111 prHcrtptlon drvo may be lndlAted on lad! claim tonn provided the ansclibed dnigs - tor the same penon. 
a. Alter,- pharmacist hall completed his section, pleae submit your claim form ta tho Plan Office. 
6, You must sign the authonzatlon for release of lnfonnatfon above. 
7, Please do not Include purch- made In two {2) dfffenint caHndal' ,. .. on one (1) form. 

TO PHARMACIST: 1. P1oaH complete all questions In "Phannaclat'a Statement". 
2. More than - 111 PfHCflptlon dnig mar bll llllflcaW on eadl ctafm form provldod tltt IHlkllbed dnlp .,. for the .._ person. 
3, If JOU haft � 1M pl'89Cription, 11st the CGfflilOIMnta In the "Name of Drug" column Ill tlNt •Jlllannac:la1'a 8tltament"

and drdtl onlr lhll levend dntg(al. 




