PHARMACY SERVICES
PRESCRIPTION DRUG CLAIM FORM

A. SUBSCRIBER INFORMATION FOR OFFICE USE ONLY
ID #
Claim #

Subscriber’s Name

(Last) (First) (M)
Street Address
City State Zip
SUBSCRIBER SIGNATURE
B. PATIENT INFORMATION
Patient’s Name

(Last) (First) (M)
Date of Birth / / Male _ Female __ Patients ID #
Patient’s relationship to insured: Self _ Spouse __ Dependent

| certify that all Subscriber and Patient Information is correct and the medication has been dispensed. 1
authorize release of any information relating to this claim to GuildNet and all necessary third parties, including
GHI and HIP, for purposes of claims investigation and payment, utilization review and audit.

PATIENT’S SIGNATURE:

C. PHARMACY INFORMATION

NABP # Telephone # - -
Pharmacy Name
Pharmacy Address City State Zip

| certify that the prescription(s) listed below were lawfully dispensed for the above-named patient, information
provide is correct and all supporting document is available for audit.

PHARMACIST’S SIGNATURE

D1. PRESCRIPTION INFORMATION

Date Dispensed [ Rx # New or Refill Name of Medication

(Circle One)
NDC # Qty Dispensed Days Supply Strength
Prescriber’s Name Prescriber’s State License #

PrescriptionCost$ _, .

D2. PRESCRIPTION INFORMATION PrescriptionCost$ __, .
Date Dispensed [ Rx # New or Refill Name of Medication

(Circle One)
NDC # Qty Dispensed Days Supply Strength
Prescriber’s Name Prescriber’s State License #

D3. PRESCRIPTION INFORMATION

Date Dispensed [ Rx # New or Refill Name of Medication
(Circle One)

NDC # Qty Dispensed Days Supply Strength

Prescriber’s Name: Prescriber’s State License #

Prescription Cost $

IMPORTANT: SEE REVERSE FOR INSTRUCTIONS
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INSTRUCTIONS
PLEASE PRINT ALL SECTIONS

1. This form is to be used to claim prescription drug benefits provided to eligible GuildNet Gold members.

2. Please complete all sections. We need all the information requested to process your claims.

3. Copy subscriber’s/patient’s information from your GuildNet Gold Identification Card - see sample

below.

4. Have your pharmacist complete sections C, D1, D2, and D3. Receipts must be attached.

5. Use a separate form for each subscriber/patient. In addition, use a separate form for each pharmacy

serving the patient.

6. Send the form to: GuildNet Gold, P.O. Box 1520 JAF Station, New York, NY 10116-1520.

GED NE TN %I %E:hlemH:-zaltH

MEMEBER: JOHN G. SAMPLEPLACEHOLDER

ID MUMEBER: 123456768900
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Copay: PCP 50 SPEC 50 ER %0
Rx See evidence of coverage

No copayment for in-network

and out-of-network services

A Medicare Advantage
Prezcription Drug+Madicaid Flan

A H\.

Rx BIN#: 013344
Rx PCH#: 0020080229
CINE: QE11306N
lesuar#: (808400
CMS#: HEBE64001
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ww jgbargiguildnet
For GuildMet Gold Cuslomer© Seevice call loll-lree: 1-B800-832-4703,
TYY/TDD 1-800-662-1220.
For GHI Madicans Guildiel Provider Sarvice call loll-free: 1-866-567-72300.
For Medicaid GuildMe! Provider Serdce call lol-ree: 1-800-832.47 03,
For Prascriplion Drug Services call tolkires: 1-877-444-3073,
TYY/TDD 1-866-248.0640.
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Subenil prasoriplion drig claims o GH GuildMel, JAF Slation, PO Bos 1620,
Mo Yark, NY 10116-1620.
Subenil Medicaid daime to: GuikiNel, PO Box 4657148, Lawnsnoevile, GA 30043

Certaln services may require pre-authorization. Check evidence of coverage.
Medlicars imiting charges appiy.
Possesslon of this card dose not certity coverage.
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