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ORDER FORM Pharmacy

Home Delivery Order Options
Ask your doctor to write your prescription for up to a 90-day supply or the maximum days allowed by your plan with
refills up to one year, if appropriate.

ePrescribe: For fastest service ask your doctor to submit prescriptions electronically to Express Scripts® Pharmacy.
Online/mobile app: Log in to express-scripts.com/rx or the Express Scripts® mobile app, choose the medicine you want
delivered, add it to your cart, then check out.

Fax: Have your doctor call 888.327.9791 for faxing instructions. (Faxes can only be accepted from a doctor’s office.)

Phone: Call Express Scripts at 833.750.0201 for assistance in switching to home delivery. TTY/TDD users should call 711.
Mail: Complete the order form and send to Express Scripts® Pharmacy along with prescriptions and payment.

Please use ALL CAPITAL LETTERS with black or blue ink.  Fill in the circles as shown. ( . )

n Member Information

Member ID Number Group #
Member Last Name Member First Name

Want updates on your order? Register on our website at | Email address
express-scripts.com

To GO GREEN go to express-scripts.com/green to update your Communication Preferences under
Account

Shipping Address
Permanent O Temporary If temporary address, please provide effective dates
From / / To [
Shipping Address Line 1(Street address is preferred over PO Box) Apt#

Shipping Address Line 2

City State Zip
Primary Phone Number Choose One Secondary Phone Number Choose One
MO HO WO MO HO WO
Shipping Method (Expedited shipping will not rush prescription processing)
Q Standard Free Arrives within 5-10 days after order is shipped
OTwo Day $12.00 | Arrives 2 business days after order is shipped
() One Day $21.00 | Arrives 1 business day after order is shipped

Patient Information
Please only include prescriptions for patients covered under the above Member ID

Patient #1
Patient Last Name Patient First Name
Patient DOB Gendero Male O Female
Physician Name Physician Phone
Patient #2
Patient Last Name Patient First Name
Patient DOB Gender O Male O Female
Physician Name Physician Phone
©2023 Express Scripts® Pharmacy. All Rights CRP2408_11264 STLF14WB

Reserved


http://www.express-scripts.com/rx
http://www.express-scripts.com/green
http://www.express-scripts.com

| Payment Method Do not send cash

You authorize us to retain on file your payment card details that you used to make this purchase and to charge your payment card
account to pay for any prescription orders requested by you. Should you also choose to enroll in the auto-pay program, you further
consent that we may charge your enrolled payment method for prescription orders made by covered household members, including
previously ordered prescriptions which are unpaid.

e  We will notify you of any changes to this authorization by email or mail as applicable. This Card on File Authorization, and if
applicable auto-pay enrollment, will remain in effect until you cancel the authorization by logging into your account or calling
833.750.0201. TTY/TDD users should call 711. The transaction amount is determined by your plan’s benefit structure at the time
the prescription is shipped.

e  State law prohibits the return of prescription medications for resale or reuse. We cannot accept the return of properly dispensed
prescription medications for credit or refund.

e  See our privacy policy for information regarding our use and disclosure of personally identifiable information.

Signature X
Credit Card: We accept VISA, MC, Discover, AMEX, Check or Checking Account
Diners
Automatic, ongoing payment through credit card Automatic, ongoing payment through checking account
Authorize to pay for this order and all future orders with the | authorize to pay for this order and all future orders with the checking
credit card below. account information below or include a voided check.
For this order only. Simply fill in your credit card For this order only. Enclose a check payable to Express Scripts®
information below. Pharmacy. Write invoice number on the check.
Credit Card Number Name of checking account holder
Exp Date Checking Account Number
Routing Number (first 9 digits lower-left corner of personal check)

Review your account balance and pay outstanding balances anytime at express-scripts.com/rx. To change the limit of the
amount we can charge your card without a call to you: * Go to express-scripts.com/rx
¢ Log in to your account
e Under Account, select Payment Methods; under the method, select Edit
¢ Change the payment authorization limit and Save

You can manage all account preferences at express-scripts.com/rx or call Member Services at 833.750.0201. TTY/TDD users should call
711.

| Health History

To update your allergies or health conditions: Visit us at express-scripts.com/frontend/consumer/#/health-profile or call
877.438.4417. This information helps us protect you against potentially harmful drug interactions and allergies.

\ Important reminders and other information

If you are a Medicare Part B beneficiary AND have private health insurance, check your prescription drug benefit
materials to determine the best way to get Medicare Part B drugs and supplies. Or, call Member Services at 833.750.0201.
TTY/TDD users should call 711. To verify Medicare Part B prescription coverage, call Medicare at 800.633.4227.

For additional information or help, visit us at express-scripts.com/rx or call Member Services at 833.750.0201.
TTY/TDD users should call 711.

Your order may be filled at any one of our Express Scripts® pharmacies located nationwide.

| Generic Substitution

State law permits a pharmacist to substitute a less-expensive generic equivalent drug for a brand-name drug unless
you or your physician directs otherwise. Please note that this applies to new prescriptions and to any future refills of that
rescription. Also be aware that you may pay more for a brand-name drug.

| do not wish to receive a less expensive brand or generic medication.
If the prescription is being submitted electronically, discuss with your doctor.

Place your prescription(s), order form(s) E 1 E
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Notice of availability and nondiscrimination  800-722-1471 | TTY: 711

Call for free language assistance services and appropriate auxiliary aids and services.
Llame para obtener servicios gratuitos de asistencia linglistica, y ayudas y servicios auxiliares apropiados.
I3 A 6 Bl R T8 5 1% B IR 55 05 24 B R B A% SR S5
R (O BT S R IR L T RS -
Goi cho cac dich vu ho trg ngdn ngir mién phi va cac ho tre va dich vu phu tro thich hgp.
£z A9 N3 MUlAQF HESH 2L &1 L MUHIAE AMESIYAIL.
3BOHUTE A5 NOAYYeHMA 6ecnnaTHbIX YCAYr Mo NepeBoay U APYrnx BCNOMOraTe/ibHbIX CPeACcTB U YCAYT.
Tumawag para sa mga libreng serbisyo ng tulong sa wika at angkop na mga karagdagang tulong at serbisyo.
3BepTanTech 3a H€3KOLWTOBHO MOBHOI NiATPUMKO Ta BiANOBIAHMMW A0AATKOBMMW NOCAYraMu.
UEWTISIUOISTIUN S SWM N IENIUSSSSIY MU SIRIUNAY SHEISWHITISIRUUIEILIRENI
BHEEXEY —EXLBEULHEMRERVY—EREZEROHFZEL,
A19 PRIR ACSF ATANNFTF AT +IN, &I& Aeh, hIH TALEPTT AT ATATNFTT ATITT NNAR €1C
Tajaajiloota deeggarsa afaan bilisaa fi gargaarsaa fi tajaajiloota barbaachisaa ta’an argachuuf bilbilaa.
He3 I AJE3 AT w3 Bfg3 Agfed O W3 AT @A3 9IS ad|
Fordern Sie kostenlose Sprachunterstutzungsdienste und geeignete Hilfsmittel und Dienstleistungen an.
tncesSLNILLANIVFOBHGIVWITI I NIVVINIV 2 NMVFoBCHORCIOTCTVITTVCCLLCIOE.
Rele pou w jwenn sévis asistans lengwistik gratis ak ed epi sevis oksilyé ki apwopriye.
Appelez pour obtenir des services gratuits d’assistance linguistique et des aides et services auxiliaires appropriés.
Zadzwon, aby uzyskac¢ bezptatng pomoc jezykowa oraz odpowiednie wsparcie i ustugi pomocnicze.
Ligue para servigos gratuitos de assisténcia linguistica e auxiliares e servigos auxiliares adequados.
Chiama per i servizi di assistenza linguistica gratuiti e per gli ausili e i servizi ausiliari appropriati.
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Discrimination is against the law. Premera Blue Cross (Premera) complies with applicable Federal and Washington state
civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex, including sex
characteristics, intersex traits, pregnancy or related conditions, sexual orientation, gender identity, and sex stereotypes.
Premera does not exclude people or treat them less favorably because of race, color, national origin, age, disability, sex,
sexual orientation, or gender identity. Premera provides people with disabilities reasonable modifications and free
appropriate auxiliary aids and services to communicate effectively with us, such as qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free
language assistance services to people whose primary language is not English, which may include qualified interpreters and
information written in other languages. If you need reasonable modifications, appropriate auxiliary aids and services, or
language assistance services, contact our Civil Rights Coordinator. If you believe that Premera has failed to provide these
services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, sexual orientation, or
gender identity, you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle,
WA 98111, Toll free: 855-332-4535, TTY: 711, Fax: 425-918-5592, Email AppealsDepartmentinquiries@Premera.com. You can
file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights Coordinator is
available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department of Health and Human Services,

200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. You can also file a civil rights complaint with
the Washington State Office of the Insurance Commissioner, electronically through the Office of the Insurance
Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status,

or by phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.

An Independent Licensee of the Blue Cross Blue Shield Association )
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