PREMERA | Secondary Insurance Prescription
Drug Claim Form

Instructions for requesting reimbursement

Use this form if you meet the following requirements:
+ Your pharmacy benefits are covered by a health plan other than Premera
+ Your secondary insurance is Premera

+ You are requesting reimbursement for the balance of your prescription costs

INSTRUCTIONS

1. Complete all information, following all instructions carefully. An incomplete form and/or missing attachments
may delay your reimbursement.

2. Complete a separate form for each person and pharmacy.
List prescription drug purchases in date order.

4. Attach the itemized receipts from the pharmacy that clearly identify the prescription drug name that was
purchased, and the amount paid. Cash register receipts are not accepted. Tape the itemized receipts to the
reverse side of the form or on a separate sheet of paper if you are mailing the form. Please do not staple.

5. Use a separate sheet of paper if you have additional receipts.

6. If your primary health plan denied the claim, please submit the denial letter you received from your primary
insurance. An Explanation of Benefits (EOB) from your primary health plan or a pharmacy receipt indicating
the copay amount from the primary health plan must also be attached.

7. Keep a copy of the form and all attachments for your records.

SUBMIT YOUR COMPLETED FORM AND RECEIPTS

Return the completed form and all attachments Or email through Secure Inbox:

by mail to the following: You may submit electronically through secure
Premera Blue Cross Blue Shield of Alaska email by signing in to your secure account at
PO Box 91059 premera.com and uploading the documents.

Seattle, WA 98111-9159

Premera Blue Cross Blue Shield of Alaska is an independent licensee of the Blue Cross Blue Shield Association
015465 (01-01-2024)
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1. Subscriber / Patient / Pharmacy information

Complete a separate form for each person and pharmacy

Subscriber name (who the insurance is listed under)

Patient’s name

Subscriber ID number

Subscriber group number

Patient'’s relationship to subscriber
O Self O Spouse/Domestic partner [ Dependent

Name of subscriber’'s employer

Pharmacy name

Subscriber’'s mailing address

Pharmacy’s mailing address

2. List prescription drug purchases in date order

Date of Amount
purchase charged

Balance after Drug
primary ins. quantity
benefits units/days

Rx number . Receipt
Name of Prescribing and EOB

each drug NDC number* provider attached?

O VYes
O No

O Yes
O No

O Yes
O No

O Yes
O No

O Yes
O No

O Yes
O No

[ Yes
O No

O Yes
O No

O Yes
O No

10

[ Yes

O No

3. Subscriber signature

X

I hereby certify that the above drugs were necessary for treatment of the illness/injury reported and were purchased for the individual named above.

Date

Use a separate sheet of paper if you have additional receipts. Keep a copy of this form and all attachments for your records.
Return completed form and all attachments to Premera Blue Cross Blue Shield of Alaska, PO Box 91059, Seattle, WA 98111-9159.
You may submit electronically through a secure email box by signing in to your secure account at premera.com.
If you have any questions, call the customer service number on the back of your member ID card.

* National Drug Code

Premera Blue Cross Blue Shield of Alaska is an independent licensee of the Blue Cross Blue Shield Association
015465 (01-01-2024)



http:premera.com

PREMERA |
Discrimination is Against the Law

Premera Blue Cross Blue Shield of Alaska (Premera) complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities 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 services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the 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, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the 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.nhs.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.

Language Assistance

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-508-4722 (TTY: 711).
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-508-4722 (TTY: 711).
Y = E AMEotAlE B2, A0 K& HEIAE 222 0120t &= USLICH 800-508-4722 (TTY: 711) HO 2 Matoh FAAIL.
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-508-4722 (TTY: 711).
BHVMAHWE: Ecnu Bbl roBOpHTE Ha pyCCKOM Si3bike, TO BaM AOCTyNHb! GecnnatHble yenyrv nepeBoga. 3soHute 800-508-4722 (tenetain: 711).
AR R AERE OO R DIRBEGES R - 553 800-508-4722 (TTY = 711) -
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-508-4722 (TTY: 711).
WW0g9L; 199 1MEDMWIZI 299, NMVLSNWFoBTHRGIVWIZY, LoeleIyen, ciniwenltivia. lns 800-508-4722 (TTY: 711).
AEEE  AREEEINAGE. BHOEEXRESFHAVEETET, 800-508-4722 (TTY:711) £T. FERICTIER &L,
PAKDAAR: Nu saritaem fi llocano, ti serbisyo para ti baddang i lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-508-4722 (TTY: 711).
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro' ngon nglr mién phi danh cho ban. Goi sé 800-508-4722 (TTY: 711).
YBATA! fKLLO BV PO3MOBAAETE YKPAiHCbKOIO MOBOIO, B MOXKETE 3BEPHYTUCA A0 OE3KOLUTOBHOI CyKOM MOBHOI NiATPUMKM.

TenedoHyiite 3a Homepom 800-508-4722 (teneTaiin: 711).
Gaw: dipnman epnamnsaldiinistaswaenianw ldns ns 800-508-4722 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: 800-508-4722 (TTY: 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-508-4722 (TTY: 711).

(711 oS4l 5 ) il o8 ) 800-508-4722 a8 0 sl Glaally &l il 55 4 galll Sac busall Cladss (8 Aalll SO) iaati i€ 1Y) 1ads pale
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 800-508-4722 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-508-4722 (ATS : 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-508-4722 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-508-4722 (TTY: 711).

80 il 800-508-4722 (TTY: 711) L 25l (o pal g L (s Il ) gy (i) st e oo KSK aaJlb gy 40 K1 Aa g

037398 (07-01-2021) An independent licensee of the Blue Cross Blue Shield Association
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