OHIO AFSCME CARE PLAN
11461 NORTHLA'KE DR.

CINCINNATI, OH 45249 STATEMENT OF CLAIM

PRESCRIPTION DRUQ BENEFITS
O Check Box for Address Change

NAME OF EMPLOYEE DATE OF BIATH EMALOYED BY —
FOR MALE D DAY MO, VEAR
ALL FEMALE O I I
CLAIMS EMPLOYEE' S HOME ADDRESS cry STATE e TEEPHONE
NAME OQF DEPENDENT DEPENDENT SOC, SEC.8 MAHH'ED D RELATIONSHIP TO EMPLOYEE DATE OF BIRTH
FOR S’NGLE D DAY ] MO. I YEAR
DE';E::LE;‘T 1S DEPENDENT EMPLOYED? NAME AND ADORESS OF DEPENDENT EMPLOYER
NATURE OF SICKNESS OR INJURY IF INJURED, HOW AND WHERE BID ACCIDENT HAPPEN?
ARE YOU OR YOUR DEPENDENT INSURED FOR PRESCRIPTION DRUG BENEFIT B OR DEVICES PROVIDED Yas O
FOR UNDER ANY OTHER EMPLOYER, UNION, ASSOCIATION, BLUE CROSS, BLUE SHIELD, OR OTHER IRSURANCE PLAN? NGO O
1F YES, INSERT POLICY NUMBER, NAME AND ADDRESS OF INSURANCE COMPANY OR OSTIANIZATION PROVIDIRG
ALL SUCH BENEFTTS FOR SERVICES.
CLAIMS
: TEMEMS HERED p :
PAYMENT ORGANLZATION TO GIVE THE OHIO m CARE PLAN ANY ADIDITIONAL INFOHIIA‘I‘ION REQUIRED IN GONNEC“ON wWIT™ THIS CLAIM, A PHOTOCOPV
OF THIS AUTHORIZATION SHALL BE AS VALID AS THE ORIGINAL
DATE EMPLOYEE'S SIGNATURE SOGIAL SECURITY NO.

ALL BENEFIT CLAIMS MUST BE SUBMITTED BY DECEMBER 31 AFTER THE END OF THE CALENDAR YEAR IN WHICH THE EXPENSE FOR THE PRESCRIPTION DRUG
BENEFIT WAS PAID, FOR EXAMPLE, AL!. BENEFIT CLAIMS FOR 2003 MUST BE SUBMITTED TO THE PROPER FUND OFFICE BY DECEMBER 31, 2004,

PHARMACIST’S STATEMENT

(FOLLOW INSTRUCTIONS BELOW)

PLEASE PRINT
PATIENT'S NAME DATE
] Logand
Dato Days Rx Rx Rx By Noa Amount
Name Of Drug Flled Quan. | Supply Number New Ror tow | Legend Chargod
Is This Prescription For Obesity Yes O No O Birth Contro] Yes O No O
NAME OF PHARMACY
ADDRESS OF PHARMACY PHARMACIST'S SIGNATURE

TO EMPLOYEE: 1. The “Employee's/Claimant's Stsiement” must bo completed (All Questions Answered) and signed by you.
2. You will need a separate claim form for sach covered momber of your tamily for whom you are making a clalm.
3. Ask your pharmacist to complets the “Pharmacist Statement” on the form. Ba sure all questions are answered.
4. More than one (1} prescription drug may be (ndicated on sach claim form provided the prescribed drugs are for the same person.
8. Aftar your pharmacist has completed his soction, please subimit your claim form te the Pian Office.
8. You must sign the authorization for release of information above,
7. Please do not Include purchases made in two {2) difterent calendar years on one (1) form.

YO0 PHARMACIST: 1. Ploasa compiete ail questions In “Pharmacist's Statement”.
2. More than one (1) prescription drug may be ladicatsd on each claim form provided the prescrided drugs are for the same person,
3. if you have camnpaunded the pruscription, list the components in the “Name of Drug® column in the “Phusmacist's Statament”
o Ey snd clrcle only the legend drugts).





