
MediScript Prescription Program Claim
I. MEMBER INFORMATION
This section must be filled out in its entirety for claims to be processed. The Contract Number can be found on the member’s Blue Cross and Blue Shield Florida ID Card.

MeMBer NaMe (LaST, FIrST, MI) ID NO. DaTe OF BIrTh (MO, DaY, Yr)

GrOup NuMBer

aDDreSS (Complete only if address has changed) Sex

  MaLe

  FeMaLe
CITY, STaTe, ZIp CODe

II. PATIENT INFORMATION (Must be completed if patient is a dependent child or spouse)
This section must be filled out in its entirety for dependent claims to be processed.

paTIeNT NaMe (LaST, FIrST, MI) DaTe OF BIrTh (MO, DaY, Yr)

aDDreSS (If different than member) Sex

  MaLe

  FeMaLe

reLaTIONShIp
  SpOuSe       ChILD

   DISaBLeD 
DepeNDeNT ChILD

CITY, STaTe, ZIp CODe

III. GENERAL INFORMATION
This section must be filled out in its entirety for claims resulting from an accident or claims submitted with other insurance.
attach a copy of the explanation of Benefits and payment, if applicable.

a. Was condition related to an accident?       Yes       No     accident Date   

If yes, was it related to:       Auto accident       Workers’ Comp       Other 

B. Is other insurance applicable to charge?       YeS      NO

If yes, complete the information below. You must submit an eOB for your claim to be processed.

Other Carrier Name                                                                                   policy # 

Name of Subscriber  amount paid By Other Insurance  $

IV. CERTIFICATION AND AUTHORIZATION
The Member/patient must sign the Certification section.

I certify all information provided on this form and on the attached itemized statement to be true and correct to the best 
of my knowledge.

MeMBer/paTIeNT SIGNaTure DaTe

BCBSF9103-1006r Sr
Form#CF902068

/          /



1.  use a separate claim form for each patient. all information 
provided on or attached to this claim form must be for the 
same patient.

2.  Tape or glue pharmacy receipts in the spaces provided or 
staple your receipts to the top of this form. If you tape or glue 
your receipts, it is not necessary for the receipts to fit exactly 
within the spaces provided. If the taped or glued receipts 
overlap each other, be sure that all information on each receipt 
is readable. each receipt must show:

• patient Name • Quantity • pharmacy address
• purchase Date • Total Charge • rx#
• Drug Name and NDC# • pharmacy Name • Days Supply

If any of your receipts do not have complete information, ask 
your pharmacist to provide you with the missing information. 
Write that information on your receipt(s).

V. PHARMACY/PRESCRIPTION INFORMATION

Form#CF902068

Rx 1 Rx 2

PHARMACY RECEIPTS ONLY

Tape or glue one pharmacy receipT in This space.
if you prefer, sTaple your receipTs 

To The Top of This form.

Keep a copy of your receipT(s) for your records.

PHARMACY RECEIPTS ONLY

Tape or glue one pharmacy receipT in This space.
if you prefer, sTaple your receipTs 

To The Top of This form.

Keep a copy of your receipT(s) for your records.

Rx 3 Rx 4

PHARMACY RECEIPTS ONLY

Tape or glue one pharmacy receipT in This space.
if you prefer, sTaple your receipTs 

To The Top of This form.

Keep a copy of your receipT(s) for your records.

PHARMACY RECEIPTS ONLY

Tape or glue one pharmacy receipT in This space.
if you prefer, sTaple your receipTs 

To The Top of This form.

Keep a copy of your receipT(s) for your records.

3.  Call the customer service number on your ID card if you 
have any questions.

4.  have your pharmacist call 1-800-821-4795 if he/she has 
any questions.

5.  Send this completed form to:
  Blue Cross and Blue Shield of Florida, Inc.
  Prime Therapeutics
  MediScript Prescription Program
  P.O. Box 14430
  Lexington, KY  40512-4430
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