1§ TRIPLE-S ADVANTAGE

In order to process your request as timely as possible.

»  The pharmacy’s original invoice/receipt is required.

= We suggest that you include a copy of the prescription
to speed up the process and complete the prescription
Reimbursement Form.

= If necessary, you may complete more than one
claim reimbursement form.

=  We recommend th ion 2 m mpl
harmaci iven th rtain_information m
not appear on the pharmacy invoice.

Section 1 — Beneficiary Information

Prescription Drug Reimbursement Form

You must mail this form to the Triple-S
Advantage to the following address:

Triple-S Advantage, Inc.
Pharmacy Department

PO Box 11320 San Juan, PR 00922
Fax: 787-993-3262

Your request will be processed within 14
calendar days.

Name:

Plan Member ID Number:

Date of Gender: O Male O Female
Birth: / / Shone.
’ (mm/dd/yyyy) '
Address: City: State: Zip Code:

Are you enrolled in another health plan that may
cover the prescription drug? OYes O No

If you answered “yes,” please indicate whether the other
health plan coverage is: O Primary O Secondary

Name of your other health

Other Plan Member ID Number:

plan:

Section 2 — Pharmacy Information

Name: Phone: NPI# :
Address: City: State: Zip Code:

Pharmacist Signature:

Drug #1 O New Prescription O Refill #__of ___

Section 3 — Drug Information (pharmacy should fill out this information)

Drug #2 O New Prescription O Refill #__of ___

Service Date: / /

Prescription Date: / /

Service Date: / /

Prescription Date: / /

Prescription Number

Prescription Number

Quantity Dispensed

Quantity Dispensed

Days’ Supply Days’ Supply
Drug Name Drug Name
Drug NDC # Drug NDC #

Prescribing Physician NPI or DEA #

Prescribing Physician NPI or DEA #

Amount Paid: By You

Amount Paid: By You

Amount Paid: Other Plan

Amount Paid: Other Plan

Triple-S Advantage is an independent licensee of BlueCross BlueShield Association.
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i1 TRIPLE-S ADVANTAGE

Member Signature: Date:

Triple-S Advantage, Inc. complies with applicable Federal civil rights laws
and does not discriminate based on race, color, national origin, age,
disability, or sex. Triple-S Advantage, Inc. cumple con las leyes federales
aplicables de derechos civiles y no discrimina por razon de raza, color,
origen de nacionalidad, edad, discapacidad, o sexo. Triple-S Advantage

Inc ST RO R ERLE, AR, FE, RELG, 4
N RTINS TRER PN

ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Call: 1-888-620-1919 (TTY: 1-866-620-
2520). ATENCION: Si usted habla espafiol, servicios de asistencia
lingliistica estan disponibles libre de cargo para usted. Llame al: 1-888-

620-1919 (TTY: 1-866-620-2520). {£&E : AnSLIEAE HERE 3L, W]
LIth B S RE SRR, S5 ECE 1-888-620-1919 (TTY: 1-866-620-
2520)

Triple-S Advantage is an independent licensee of BlueCross BlueShield Association. Y0082_19CI330E_C
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