
Prescription Drug Claim Form

Member’s Information

Member’s ID number Member’s Name: ________________________________________________________________________  ___________________________

Member’s Address:  ____________________________________________________________________________________________________________________

  Last First MI

   Street City State ZIP Code

Patient’s Information

Patient’s date of birth: Patient’s Name: ________________________________________________________________________  ___________________________

 Patient’s relationship to member:   Self   Spouse   Dependent  Other
  Last First MI

34-275 01/09

Claim Information

Date 
Filled

Prescription 
Number Quantity Days 

Supply National Drug Code (NDC)
Form

(Capsule,Tablet 
ml,gm,etc.)

Amount 
Charged

Amount Paid 
by Primary

Dispensing 
Pharmacy

Name and Address of Prescribing 
Physician Diagnosis

If we are the patient’s secondary insurance carrier, please make sure the total charge as well as the primary carrier’s payment is reflected and/or an
explanation of benefits is attached.
I certify that the information on this form is correct and that I am Claiming benefits only for charges itemized on this form.

Signature of member  Date: _________________________________________________________________________________  ________________________   

Please read instructions on the back of this form.

www.bcbsks.com

1133 SW Topeka Boulevard
Topeka, KS 66629-0001

Total 
Charge

*An Independent Licensee of the Blue Cross and Blue Shield Association.

*
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