Vaccine Claim Form - Medicare Part D

Instructionsfor using thisform:

1. Complete and submit thisform for vaccinesthat are covered under Medicare Part D that were
administered in your physician’ s office or purchased a a non-participating pharmacy. For
consderation of payment, you must send dl of the requested information for eech damto
the address below. If theinformeation is complete your clam(s) will be processed within 14
days. Y our reimbursement request may be denied if you submit incomplete information
and we are unable to obtain the information from your pharmecy or physician.

2. Please complete section A and B of the VVaccine Claim form and submit the following for review of
coverage:
e Anitemized rece pt or satement including the following information:
o0 Phydcian Nameand Address
Patient Name
Dateof Service
Name of vaccine, NDC number and/or procedure code for vaccine
Itemized charge for the vaccine and administration fee
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Please make copiesfor your records.

3. Mail completed form to: Blue Cross Blue Shield of M assachusetts, M edicare Advantage,
Appeals Coor dinator, P.O. Box 55007, Boston, MA 02205

This document isavailable in other formats. For moreinformation, cal 1-800-200-4255, 8:00 am. to
8:00 p.m. Eagtern Time, seven days aweek, January 1 through February 14 and October 1 through
December 31. From February 15 through September 30, you can cal us 8:00 am. to 8:00 p.m. Eastern Time,
Monday through Friday. TTY usaerscdl 711.

Blue Cross and Blue Shidd of MassachusettsisaHMO and PPO plan with aMedicare contract.
Enrollment in Blue Cross Blue Shield of Massachusetts depends on contract renewa. Blue Cross Blue Shidd of
Massachusettsis an Independent Licensee of the Blue Cross and Blue Shidd Association

All beneficiaries mugt use network pharmaciesto accessther prescription drug benefit, except under non
routine drcumstances. Quantity limitations and restrictions may apply.

Blue Cross Blue Shidd of Massachusetts complies with gpplicablefederd avil rightslaws and does not
discriminate on the basis of race, color, nationd origin, age, disability, sex, sexud
orientation or gender idertity.

ATENCION: S hablaespafial, tiene asu disposidon sarvidos gratuitos de asistendialingliistica
Llamed 1-800-200-4255 (TTY: 711).

ATENCAOQO: Sefdaportugués, encontram-se disponivels servigos linguisticos, grétis
Ligue paral-800-200-4255 (TTY: 711).

® Regigered Marks of the Blue Cross and Blue Shidd Association.



A.Cardholder — I nformation

Today'sDate:

Cardholder’sName (Lagt, Firgt, M)

Cardholder ID Number

Address: City State Zip Code
Cardholder’ sDate of Gender

Birth / / CMOF

Cardholder Teephone Number: Flan Name

B. Claim information

1. Vaccine name: Date of Service: Charge:

Administration fee: Date of Service: Charge:

NDC# Quantity:

2 .VVaccine name: Date of Service: Charge:

Administration fee: Date of Service: Charge:

NDC# Quantity:

Physician Name and Address: Physician NPI#

Cardholder Signature:

Date:

Reimbursament of submitted daimsissubject to your prescription benefit program and not

guarantead. Y our request will be processed per the plan’ sal owed amount and reimbursement will be
according to the parameters of your prescription benefit plan. The amount of reimbursement may

be sgnificantly lower than the origind amount you paid.




