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HAP CareSource Pharmacy Reimbursement Form

If you paid out ofpocket foryour prescription and didn't use your insurance, you may be able to get
reimbursed. Use this foom each time you submita phamacy claim.

This is for memberswithHAP CareSource. Remember b:

e Complete one form pea family member.
¢ Keep a copy ofall receipts and documentsforyourrecords.
¢ Allow 14 days forprocessing.

Step 1: Patient information (please print)

_ Rx ID numker:
Patient name: (located on the frort, lower corner ofyour ID card)
Date of Brrth: Address:
Phone Number: City, State, ZIP:

Step 2: Attach receipt
Attach the receipt rom thepharmacy that includes he folowing:

e Patient's name

e Date prescription was filled

e Dollar amountcharged for each
prescription

e Prescription number

e Prescription or medtcine name & National
DrugCode

e Doctors name

e Quantty and day supply

Contact your pharmag if you need a copy of your receipt. Also atach the receipt rom theregister for proof of
payment.

Step 3: Submit
Please send ths form ard yourreceiptsto:

Express Scripts
ATTN: Commercil Claims
P.O. Box14711
Lexington, KY 40512-4711
For more nformatia, call 1-833-230-2053 (TTY: 711), 24 hours aday, seven days a week.
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