Medco By Mail Order Form

Benefits provided by UnitedHealthcare

For Refills

To ordr anfine: From the myuhc.com home page, click on the
“Prascriptions” tab. Have your Subscriber number and Prescription
{R¥) number on hand. Your 12-dight Prescription or Rx number can
be found on your refill slip.

To order by phone: Call 1 800 4REFILL {1 800 473-3455) to use the
attomated refiil systern, Have your Subscriber number and your
refill stip with the presceiption Infdrmation réady.

To order by mail: Include your refill slip(s) with this form. Do not
complete the Patient Information section for refills.

For New Prescriptions
Fill out one line of the Patient Information section for each new
prescription you send. Be sure to include the patlent’s fult name,

UnitedHealthcare

@ AUnftedHaalth Group Company

date of birth, and address, along with the doctor’s name and
phone number. Ba sure your prescription Is written for a
90-day supply with refills,

For All Mail Orders
Place all prescriptions and refill slips together with this
completed order form and your co-payment in an envelope

addressed to:
Medco

PO Box 747000
Cincinnati, OH 45274-7000

If You Need Additional Help
Call Customer Care at the number on your ID card.

Sea the back of this form for additional instructions.

Customer Information

RxGrp:  UHEALTH Subscriber #

Name;

Street Address:
Street Address:

City, ST, ZIP;

Daytime telephone E

Evening tefephone

Shipping address If different from your malilng address
Checkif T Temporary O Permanent

Patient Information—complete one line for each new prescription (Do not complete for refills) Does patient
Patient name and Medicare B Patient’ relation {o plan Birih date Doctor name ' have any other
number (f applicable) subsciber (fif inong)  Sex  M/DIYYYY and phene number prescription plan?
1 Self Spouse Dependent [ M / L3 es

o 0 | ar a wo
z seif Spouse Dependent E M / 0 Yes

I jul Or O o
3 Self Spowse Deperdent LI M / O Yes

o o | 0F 2 No

Order Information

Totat number of medications in this order
{including all refills and new medications}

Subtotal of this order $

Optional expedited shipping
$9.00 per order (subject to change) [

Total enclosed . $
{do not send cash)

Yeu can chedk your mail order co-payments onfine at wwwemyuhe.com.
Ask vaur dacior o write your prescription for a 90-day supply with refills

when appropriate. You will be' charged a mall order co-payment regarg:
less of the days supply wiitten on the prescription. Please be sure ihat

our doctor writes vour prascription for a 90-day sup ot a

30-day supply with 3 refills.

100-4213 3/06 HBS02497

Paying by Credit Card? Ovisa Omc Dpsenovus ElAmex CiDiners

CREDIT CARD NUMEER
M ¥ X
EXPRATION DATE - CARDHOLDER SIGNATURE

[T] Check here to have all orders billed to your credit card,
By daing so, you autharize Medco to keep your card
number on file and bill futuze orders and any outstanding
balances directly o your credit card, To enrcH by phone,
please call 1800 248-8779.

Paying by check? Write your Subscriber number on your check or
money order made payable to Medco, o

MEDCO
PO BOX 747000
CINCINNATI OH 45274-7000




Please take a minute to make sure...

*Yout have included your doctor’s signed prescription
form and filled out the patient information on the
front of the order form for each new prescription.

»You have either filled out the credit card section on
the front of this order form or included a check or
money order for the required co-payment.

* You have written your Subscriber number on any
check or money order.

«You have filled out the Health, Allergy, and Medication
Questicnnaire. This information will help Medco
better serve your prescription medication needs.

*Your prescribtlon is wiitten for a 90-day supply with
refills,

Medication delivery

Your medication will be delivered to you within 7 to 11 days
after you mail your order.

Expadited shipping available

For an additional fee, your order will be shipped by an
expedited service offered to your area. This option rust be
chosen when you make the order, and cannot be applied
after an order is afready processed.

100-4213 3/06 HRID2497

Additional instructions

If you elect to have this and all future orders automatically
charged to your credit card by checking the box on the front or
enrolling by phone, baar in mind that.the automated payment |
plan feature will apply to all mail order pharmacy orders,

Also note that we can enly keep one credit card on record.

You may have a balanice limit on your pian account. If you
do, once your unpald balance exceeds that fimit, no
additional orders will be procassed until the balance is paid.

Your can call 1 800 948-8779 anyiime to envolt in our
automated payment plan, change the credit card on file, chack
your dccount balance, or pay by phone using a credit card.

Ohlo law allows a less expensive, generically equivalent
medication to be substituted for certain hrand-name
medications unless you direct or your doctor directs otherwise.

Get more information from our Web site
Visit us at www.myuhc.com.

To all Medicare beneficlaries whose private health
plan has elected o be billed primary for Medicare Part B
covered medications:

By choosing to use Medco's mall order pharmacy to fill yaur
prescription, you are choosing to use the prescription
medication coverage provided by your group health plan:
Medco will process your prescription under your group health
plan coverage, independent of the Medicare program, and no
Caim will be submitied to Medicare. If you believe that
Medicare may also provide coverage and would like Medicare
1o pay for your prescription, you should go to a Medlcare-
participating pharmacy In your area. For a list of convenient
Medicare-participating pharmacies, please call your local
edicare carrier or 1-800-MEDICARE, If you have any
questions about the difference in coverage between your group
health plan coverage and Medicare, please call the number on
your 1D card. :




Health, Allergy & Medication Questionnaire UnitedHealthcare

medcor

Your answers to ihe following questions will help us provide your pharmacy benefit services
including, for example, filling prescriptions and alerting your doctor about possible medication
problems. To best serve you, we need o know if you have any known allergles, condmons or
diseases.
« Please complete the questtonna;re for each family member anrolled in your pharmacy bensfit plan.
» If you need additional forms you may call your Customer Gare representative at the toll-

- free number listed on your D card.
= Return this guestionnaire with your prescriptlon or refill order form.

SECTION 1 T SUBSCRIBEB]DENTIFICAT[ON ‘AND CONTACT
[ uneattH | | - -

Group Number Subscriber Number Daytime Telephone Number
Primary Subsctiber: First Name M.  Last Name

Street Address/Apt. No. Clty State Zip

SECTIONZ2 . : s -.DRUG'ALEERGY CONDITIONS

For each family member enrolied in the program mc:lude hls/her name date of birth and gender.
For each family member fill in the circle ONLY if an allergy or bad reaction happened anytime

in the past. If you are allergic to a medication that is not listed, please print the .name of the
medication allergy in the bottom section of this chart.

Correct way to mark circles: @ Please use blue or black ink,

“Enrollee | Spouse | Dependent|Dependent |Dependent
First Name:
Add last name If different than enrollee
Date of Birth:
MM/DDAYYYY | MMWDDAYYYY | MM/DD/YYYY | MMIDDYYYY | MM/DDYYYY
Gender| OM OF |OMOF| OMOF/|OMOF |OMOF
Penicillins/cephalosporins e 0 0 O 0
(e.g. ampicillin, Keflex®) _
Telacyoine antpiotcs EEi: e : O | O O 0 N
Erythromycin, Biaxin®, Zithromax® O O 0 O O
CoUBINE /TR EnoHsH S s O ;O O &8 o ¥% O &
Non-steroidal anti-inflammatory drugs O 0O e O O
(NSAIDs) (e.g. ibuprofen) 5
ASPIHRASENICYIates): AF] O ¥l O Bl O O P O ¥
Sulfa medicattons O O O O - O
Prlnt other medlcatlon ailergles
not listed above in the space
provided. Example: morphine
Continue on the other side to tell 1004214 308

us about any medical conditions.




SECTIONE - PR L S AN “-MEDIGAL CONDITIONS™
Please list in the appropriate column the names of each family member enrol[ed Then, for each
family member, fill in the circle next to each condition if a doctor ever said that particular family
member has the condition.

Enrollece | Spouse | Dependent| Dependent Dependent]

First Name:
Congestive heart failure

Eign DlGodpresaUe Hube Bee O
Heart attack or angina N
HiGhteolestaro. At B o B
Stroke o -
Asthma

-‘fuf v \,._?3_&
Allergies i 5k
High blood )
Tf'y“rcﬁa?a@’é‘ase e

Peptic, stomach, or

duodenal ulcer
f‘sﬂﬁ‘f*f@ﬂn_

pasEs

csophaaitis (GERD)
Inflammatory bowel disease
(colitis, Crohn's disease)

ER e e

Seizures
EGorCTculatiopin:itie Hlegs iy
Troub!e with blood not clotting
roperly

TR

o 000 © O © obodooooboo
ol olojo| o o_é pgoodéooboo
ol olope| ©f O ofoodoooooooo
ol olojo| o ol © obogooooooo
o olojol ol ol ol olojoloplocioo0lo

Arthritis O o O O
[CREERSE O O # 0 O
Depressson O O O O
Nigralhe feadache ity e o O BEd O

Print other medical cond}tlons
not listed above in the space
provided. Example: glaucoma

Did you comp[eté both sides?

Please return the questionnaire with your prescription or refill order form.

Thank You

100-4214 3/06




