For Office Use: Client #

ILWU-PMA Weifare Plan
Prescription Drug Plan - Statement of Claim
Administered by
Prescription Solutions
Post Office Box 8037, Cypress, CA 90830
SEND COMPLETED FORM TO PRESCRIPTION SOLUTIONS AT THE ABOVE ADDRESS

1. Employes compiste Part | of this form. 5. Claims must be filed within 90 days of the
2. Have your Pharmacist complete Part |l of this form. date of servics.

3. Form must be complete. 6. Please use one form per msmber.

4

Address must be complaste. 7. Aftach Qriginal recelpt(s).

Employ“ Nlmo Local

Last First Mi
Social SecurityNumber ___ ____ - _ _ -__ ________ DateofBirth Reg.#
Malling Address

Number and Strest (Apt. #) City State Zip Code
if claim is for dependent {Spouse/Chlid)
Name Circls one Date of Birth
Is claimant eligible for Drug Benefits from any other source? YES 0 NO O If YES, from whom?
X Student? YES 0 NO O
Employse Sign Here Data
With this Signature, | certity that the information | have provldcd is complete and cotrect to the best of my knowledge and |
iz | ssary to

Sl }'-. AR

1. RX# QUANTITY DAYS SUPPLY NEW  REFILL PRICE
o o
PRESCRIBER NAME:
MEDICATION NAME AND STRENGTH:
NDC % . - Fill Date:
2 RX# QUANTITY DAYS SUPPLY NEW  REFILL PRICE
=] @]
PRESCRIBER NAME:
MEDICATION NAME AND STRENGTH:
NDC # - - Fill Date:
3. RX# QUANTITY DAYS SUPPLY NEW  REFILL PRICE
o s]
PRESCRIBER NAME:
MEDICATION NAME AND STRENGTH:
NDC #: - - Filt Date:
m+Qriginal receipt(s) must be attached to this Statement of Claim****
Pharmacy Name: NABP Number: Date:
Address:
Pharmacist Signature: Phone Number:

F520-2 (07/87) — opeu:29 (Jk)



