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PHARMACY MANAGEMENT
For the Blue Cross of California
Prescription Dru; Pro%ram
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HAVE YOU BEEN TREATED WITHIN THE PAST 24 MONTHS FOR THE SAME CONDITION FOR WHICH ANY OF THESE DRUGS HAVE BEEN PRESCRIBED? [ YES[I NO

IF YES, INDICATE DATE FIRST TREATED ” / i IF YES, INDICATE THE CONDITIONBEING TREATED .

) Y
1 certity that the above information is.correct and that | have recelved the drugs described below. | aiso certity that the patient for whom this cisim is made is eligible
for benefits. The drugs listed below are not for treatment of an occupationat injury or disease, for which the Empioyer has accepted liability. The medication is not
covered under any other group insurance pian or other employer.

1 authorize the pharmacy to furnish the sdministrator with any information it requests relating to the prescription(s) listed below.

THIS FORM MUST BE SIGNED: SIGNATURE e — Date
YOUR PHARMACIST MUST COMPLETE THIS SECTION: WE CANNOT PROCESS THIS FORM WITHOUT THIS INFORMATION.
Phamacist: When using a Phermacy computer or Point of Service device, you need to record only THE SHADED AREAS OF THE CLAIM FORM.
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must include the signature of the insured and is subject to approval.





