


INSTRUCTIONS  

PLEASE PRINT ALL SECTIONS  

 

 

1. This form is to be used to claim prescription drug benefits provided to eligible EmblemHealth 

subscribers.   

 

2. EmblemHealth subscribers, please complete sections A and B. We need all the information requested 

to process your claims.  

 

3. Copy subscriber’s/patient information from your EmblemHealth Identification Card. 

 

4. Have your pharmacist complete sections C, D1 and D2.  Receipts must be attached.  

 

5. Use a separate form for each patient. In addition, use a separate form for each pharmacy serving  

the patient.  

 

6. Send the form to: EmblemHealth Pharmacy Services, 55 Water Street, New York, NY  

10041-8190.  

 

 

 

Any person who knowingly and with intent to defraud any insurance company or other person files an 

application for insurance or statement of claim containing any materially false information, or conceals 

for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 

insurance act, which is a crime and shall also be subject to a civil penalty not to exceed five thousand 

dollars and the stated value of the claim for each such violation. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Group Health Incorporated (GHI), HIP Health Plan of New York (HIP), HIP Insurance Company of New York and EmblemHealth Services Company, LLC are EmblemHealth companies. 

EmblemHealth Services Company, LLC provides administrative services to the EmblemHealth companies. 

 

80-6627 12/08 


	EH Claim Form - Rx1
	EH Claim Form - Rx2

	SubscriberIDNum: 
	ClaimNum: 
	SubscriberLastName: 
	SubscriberFirstName: 
	SubscriberMI: 
	SubscriberStreetAddy: 
	PatientCity: 
	SubscriberState: 
	SubscriberZip: 
	PatientLastName: 
	PatientFirstName: 
	PatientMI: 
	DOB: 
	PatientSex: Off
	PatientID: 
	Relationship: Off
	NABPNum: 
	NewOrRefill: Off
	NewOrRefill2: Off
	NameOfMedication2: 
	PrescriberLicenseNum2: 
	Stength2: 
	PrescriptionCost2: 
	DaysSupply2: 
	QtyDispensed2: 
	PrescriberName2: 
	RXNum2: 
	DispenseDate2: 
	NDCNum2: 
	PrescriberName: 
	NDCNum: 
	DispenseDate: 
	RXNum: 
	QtyDispensed: 
	DaysSupply: 
	PrescriptionCost: 
	PrescriberLicenseNum: 
	Strength: 
	NameOfMedication: 
	PharmacyZip: 
	PharmacyState: 
	PharmacyCity: 
	PharmacyAddy: 
	PharmacyName: 
	PharmacyPhone: 
		2011-12-19T14:36:02-0500
	Marketing




