IMPORTANT: 8EE INSTRUCTIONSE ON REVEREE SIDE
ORIGINAL RECEIPTE REQUIRED FOR PAYMENT

& B DIRECT MEMBER REIMBURSE
r%m '} RX MENT FORM

CARDHOLDER INFORMATION

1. CARDHOLDER NAME [LAST) 2, NAME [FIRBT) 3.(My) 4. DATE OF BIRTH (MM/DD/YYYY)

ERENENNENNERREmERE| L LITT] O [OTTTTIT]

5. GARDHOLDER RX ID NUMBER B. OTHER INSURANCE COMPANY (IF ANY)

IRRNNERRNEED JENERERNNEERERENEEARED

7. CARDHOLDER STREET ADODREES 8, DAYTIME PHONE NUMBER

ENEEEREENENENENENNERENNENEENN R EEE RN

10. STATE 1. ZIP CODE

8. CITY
HEARNEEEERENERRERRERRRERRENNN AR LITTTTTTT
PATIENT INFORMATION

12, PATIENT NAME (LAST} 13, NAME (FIRST) 14, 15.MALE 18, FEMALE
OO MO0 g O U

17. DATE OF BIRTH (MM/DDIYYYY) 18. BFOUSE 18, GHILD 20. FULL-TIME STUDENT?

EEREREER [ L] vea | wo [ ]

PAYEE INFORMATION (if different than above)
21. PAYEE NAME [LAST) 22, PAYEE NAME (FIR2T)

CTTITTOTT LTI LI ITTTTIT]
23. DAYTIME PHONE NUMBER

24, PAYEE STREET ADDRESS

IITTTIIPTOPTIITIITIITITITINTT IO I (O]

25, CITY 28, STATE &7, ZIF GODE

HRENERARNEREEE LIty L | 1] ]

Impartane | m the patiant infarmatian an this form e sarvat, and thit ihe ramed pationt iz aZgibie far (ke bonaMa olalmed and hau roselves the
medicaiian de | afae cariify that the medicution recilved (o not Ueatmoni for ondha.job injury. | sdhorke NMHE A to relsase sl infarmation
patalning o this claim o tha plan aaminEteator, andecyriber, spepsored polisy holder andior me employet, Including HIY-refited infarmation; menial heaith
treatmant information, Eadior stcoholsubetancs sbyvs irentment Informetion, if any. | understsod tha payment of thie claim will be made (o Ue anrdhalder
urlens ofkeswine specifizd within this decument. | also cariify that | have parconally hourred this expenss and am enthled 1o rasmbuitiemenl

25, PATIENTIAUTHORIZED REPRESENTATIVE SIGNATURE DATE
[5IGNATURE REQUIRED FOR REIMELRSEMENT]

FPHARHACIBT TO COMPLETE THIS SECTION (if not accompanied by receipt)

29, FRESCRIPTION NUMBER 30, DATE RX FILLED [MMDDYYY) 3, QUANTITY 3. PREZCRIBER ID NUMBER
[TTTTT [LLTIT] 1117 [TOITTT
33. DRUG MANE, STRENGTH, & FORM . DAYS SUPPLY
| | [IT]
38, COMPOUND 36, NATIOMAL DRUG CODE (N.0.G.) 7.5 TOTAL AMOUNT PAID
[] (TITTTITTT1IT] sLLLT1.[T]
AP, PHARMACY NAME, ADDRESS. & PHONE NUMBER 13 HABRINCPDP
= [T

40. PHARMACIST SISNATURE

| ]




INSTRUCTIONS

Pleass. read carsfully befors completing this form. Payment will be delayed unless =l information i= completed by

the cardholder end/or pharmagist.

WHEN SHOULD THESE FORMS BE USEDT
Whensver your Insurancs card is unavailable, or k= not
Bcceptad oy @ partivipating pharmacy, or aiher situalions,
where yol &re due reimbursamant from your plan
administratar,

CARDHOLDER/PATIENT INFORMATION
Compiete all cardholder and patient infarmation on front tep
portlen of the form. (1-20) -

You must compigte a saparate farm for 2ach family
mamber.

PAYEE INFORMATION
Payes address information. (21-27)

PAYEE SIGNATURE REQUIRED
Read and sign Cartificats Statement covering tha

prescriptions you have raca/ved, (28)

Obtain additional claim forms from your employer, or

NMHC Rx (www.nmhenc.com), and mail divectly to the
addrase balow.

PHARMACIST
Completz bottom portion of form, (28-40)

Inzlude prescrption number, drug namea. sirength, and
farm. (25 & 33)

Indivats date filled, ouantity and prescribar
ID number, (30-32)

IFinis is & compounded prascription, enter an "¥" in the
space provided, (35)

Enter the Natitnal Drug Cade (NDG) number of the
drugiter dispensed. if this is a compounded prassription
enter the NDC number of the most expensive legend
Ingraaiant, (36

Ind!cate dollar amount pald by the patient. [37)

Imprint or stamp with the pharmacy name, address, and
phone numbar. [38)

Enlar the compiete NABF/NCPDP pharmacy identification
Aumbar, {39)

Slgn bottom of fom. (40)

PLEASE ENCLOSE (DO NOT STAPLE) RECEIPT (8), OR EXPLANATION OF BENEFITS FROM
YOUR PRIMARY PAYER AND MAIL AS INSTRUCTED BY YOUR PLAN ADMINISTRATOR.

- Dear Member,

Enclosed Is your raimbursament form for future use. We encourage you to take advantage of the preseription bansfit card
rather than paylng for prescriptions out of your pocket and then waiting for reimbursarment from NMMC Rr. If yau do not
have your card, you have the option of having your pharmacist call NMHC Rx at 1-800-510-8980 to verify wour
memoership and have you claims peld. If your pharmacy doea not participate in our natwork, plesse have your pharmacist

contact us to bacome s participating provider

When traveling, remember to bring your NMHG Rx prescription card that is accepted at more than 53,000 participating
pharmacies across the United States. if you need fielp In finding a pharmacy that 2ccents the card, pisase call NMHG Rx

gt 1-800-227-7268 for the nearest participating pharmaay,

Il you need (o use the direct reimbursament method, the following reminders should pravent dalsys In receiving payment
= Always provide the cardholder's idontification numbar, evan if the patient is not the cardholder {usually

the sochal securlty numbaer}.

Always nelude a daylime phane number

Always Includs the correc! address for chesk mailing

Always include your original pharmaey receipis (cash ragisier receipts will pot ba accapted),
Alwaye inciude the drug's NOC number (cheek with the pharmaclst)
DO NOT uezs this form faor claims other than madications

sikep) EASE REMEMBER TO SIGN CLAIM FORM*=

Mail compiated forms {o;
NMHC mx
ATTN: Reimbursement
P.O. Box 1170
Port Washington, NY 11050

&

**Any questions may be dirscted (o cur Customer Service Departmant al 1-800-227-7265



