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UPMC Health Plan Pharmacy Program  
Direct Reimbursement Claim 

Instructions, mailing addresses, and a Member Services number are on the back of this form. 

Section I Subscriber and Patient Information To Be Filled Out By You  

The undersigned certifies that the medication(s) described hereon was received by the undersigned for the party(s) named below who is/are eligible for 
drug benefits, and that such medication(s) is/are not for an on the job injury or covered under another benefit plan. The undersigned authorizes release of 
all information to the plan administrator, underwriter, sponsor, policy holder, employer and their agents for use in connection with the benefit plan 
programs. Information may also be used for other reporting and analysis purposes without identification of the undersigned or the undersigned’s family 
members. The undersigned further authorizes use of such person’s subscriber identification number for identification purposes and further recognizes 
that reimbursement will be paid directly to the participant and assignment of these benefits to a pharmacy or otherwise is void.  

Subscriber Identification Number from 
UPMC Health Plan ID card: 

 
Customer Number: 

 
Signature of Patient, Guardian, or Legal Representative 

                       
 0 2 0 3 0 0 0 0   X  

Subscriber Name:  
      

Subscriber Street Address:  
      

Subscriber City:  
      

Subscriber State: 
   

Subscriber Zip Code: 
      

Subscriber Daytime Phone: 
(         )        

Please use a separate claim form for each family member. 

Patient Name (Person drug was prescribed for):  
      

Patient Date of Birth (MM/DD/YY): 
      

Patient Sex: 
 Male  Female 

Patient’s Relationship to Subscriber (If Other, please write in type of relationship):  
 Subscriber  Spouse  Child  Other:       

Reason For Using This Reimbursement Form: 
 Card was not with patient at time of purchase  Coordination of Benefits (COB) *  Card was lost or stolen 
 Patient is a COBRA patient  Pharmacy does not honor the ProVantage drug card 

 Other (Please explain):     
* Participants who are coordinating benefits MUST SUBMIT AN EXPLANATION OF BENEFITS (E.O.B.) along with their pharmacy receipts. 

Section II Pharmacy Information   

Please use a separate claim form for each pharmacy from which you purchase prescriptions.  

Pharmacy Name (Where drugs were purchased):  
      

Pharmacy Street Address (Where drugs were purchased):  
      

Pharmacy City:  
      

Pharmacy State: 
   

Pharmacy Zip Code: 
      

Pharmacy NABP Number (Obtain the number from the pharmacy where the drugs were purchased):  
      

Pharmacy Telephone: 
(         )        

Please tape all pharmacy receipts for this claim to this form in this space. Each receipt must indicate: 
 

• Date of service 

• Rx number 

• Drug name 

• NDC number 

• Quantity  

• Days supply 

• Amount paid 

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 subjects such person to criminal and civil penalties. 
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Instructions: Please wait until you receive your UPMC Health Plan ID Card before sending this claim 
for reimbursement. Claims without the proper identification number from your UPMC Health Plan ID 
card will not be processed. To avoid undue delay, please complete all required areas of information on 
the claim form.  

Please be sure to copy your subscriber identification number exactly as it appears on the UPMC Health 
Plan ID card. If this is not done, the claim form will be returned to you.  

Note: Claim submission is not a guarantee of payment. 
 

WHERE TO MAIL THIS FORM: 
 

UPMC Health Plan 
Argus Health Systems 
PO BOX 419019, Dept. 203 
Kansas City, MO  64141 
 

 
 

FOREIGN CLAIMS AND VACATION SUPPLIES 
 
If the claim is for a prescription purchased in a foreign country, please submit your prescription receipt 
with the name of the drug(s), and state the foreign currency used. Mark the “Foreign Claims” box below. 
 

 Foreign Claims 
 

Currency used:        
 
Drug names:        
 
 
If the claim is for a vacation supply, fill out this form, attach the prescription receipt, and mark the 
“Vacation Supply” box below. 
 

 Vacation Supply 
 
 

MAIL PHARMACY FOREIGN CLAIMS AND VACATION SUPPLY CLAIMS TO: 
 
UPMC Health Plan  
Attn: Pharmacy Services 
One Chatham Center 
112 Washington Place 
Pittsburgh, PA 15219 
 

 

 
 

Any questions? Call Argus Member Services at 1-877-695-0504 
 
 

 
 


