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ATTENTION PROVIDER — FOR FASTER CLAIM PROCESSING REMEMBER:

¢ The Insured's certificate number (ltemn #1a) is critical to the timely and accurate « Diagnosis codas (ltems #21 and 24E) and procedure codes {ltem #24D) are
processing of this claim. Remember to include any Alphabetic characters which required
may precede the ceriificate number « The Provider/Supplier SSN or Tax D # must be completed. (Item #25 or 33}
¢ The patient's birth date must be listed (item #3) « SUPER BILLS SLOW DOWN CLAIM PROCESSING
* The insured's full address and zip code are required (lem #7) « ELECTRONIC CLAIMS SUBMISSION SPEEDS CLAIMS PAYMENT
¢ Onset date must be completed (tem #14)
PLACE OF SERVICE CODES: 32 - Nursing Gare 8 — Assistant at Surgery
41 — Ambulance 92 — Other Locations 9 - Other Medical Service
42 — Ambulance-Air/Water 22 - Quipatient Hospitat 0 - Blood or Packed Red Cells
24 — Ambulatory Surgical Center 12 — Patients Home A—Used DME
25 — Birthing Center 56 — Residential Treatment Center C — Inpatient Psychiatric Services
53 — Community Mental Health Geniter 72 — Rural Health Clinic F — Ambulatory Surgical Center
&1 — Comprehensive Inpatient Rehab Facility 31— Skilled Nursing Facllity G — Purchased DME
62 -- Comprehensive Outpatient Rehab Facility 54 — Specialized/intermed./Mental TC H — Hospice
13 - Custodial Care 71 — State or Local Public Heaith Clinic H — Rentai DME
52 — Day Care/Psy. Part Hosp L — Renal Supplies in the Home
11 — Doctor's Office TYPE OF SERVICE CODES: M — Alternate Payment for Maintenance Dialysis
23 — Emergency Room Hospital 1 - Medicat Care M — Vision Care
34 — Hospice 2 — Surgery N - Kidney Donor
65 — Independent Kidney Disease Treatment Center 3 — Consuliation (Inpatient only} V — Pneumococcal Vaccine
81 — independent Laboratory 4 — Diagnostic X-Ray V — Hearing Care
21 — inpatient Hospital 5 — Diagnostic Laboratory Y — Second Opinicn on Elective Surgery
51 — inpatient Psych. Facility 6 — Radiation Therapy Z — Third Qpinion on Elective Surgery
26 — Military Treatment Facility 7 — Anesthesla .
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P.O. Box 6018
Cleveiand, OH 44101-1018
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PATIENT CLAIM FILING INSTRUCTIONS INFORMATION
1 Use this farm for filing claims for reimbursement of all eligible Medical and other expenses eligibie under MM insurance programs

w [ FO

2 Complete all ltems #1-10 and 12 and 13 contained in the Patient and Insured Information section including your signature and date All the information is essential for
prompt and accurate processing of your claim(s)
3 Ifyou are submitting the claim, you must either have the provider (physician) of the services complete the Physician/Supplier Information section of this form or submit an

itemized statement (which should include the information noted).
4 The form mustinclude name of patient date(s) of service, type of service(s) periormed diagnosis charge(s) and date(s) symptom first appeared
5 Ifthe Hospital Physician or other Health Care Provider is submitting the claim the Provider/Suppiier should complete Items #14-32
6. Ifyou are submitting a drug claim. be sure to include the prescription drug number and drug name. date of purchase prescribing doctor and amount charged
7. Balance due statements cannot be processed and will be retumed We need itemized statements for faster processing and betier service
8. Onset date is required (Item #14) otherwise the claim will be returned
9. To ensure raceipt of your EOB and/or reimbursement piease indicate if there is a change in the insured's mailing address (item #7)

WARNING: Any person who, with intent o defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim contalning a
false or deceptive staiement is guilty of insurance fraud. {Ohio Revised Code Section 3899 21)

WARNING: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading information
commits a feleny. {Indiana Code IC 27-2-16-3)



Medco Health Home Delivery
Pharmacy Service™ Order Form

Benefits Provided by Zavidow-Shows

ZAVIDOW-SHOWS

For Refills date of birth, and address, along with the doctor’s name and
To order from our wehsite' www.medcohealth.com. Have your phone number
Member ID number and Prescription {(Rx) number on hand  Your .
o L ‘ i For All Home Delivery Orders
12-digit Prescription or Rx number can be found on your refill slip Place all prescriptions and refill sips together with this

To order by phone- Call 1 800 4REFILL (1 800 473-3455) to use the completed order form and your co-payment in the enclosed
autormnated refill system  Have your Member (D number and your return envelope Be sure to fold the form as indicated so the
refill slip with the prescription information ready address on the bottom right shows through the window

To order by maif Inchude your refill slip(s) with this form Do If You Need Additional Help

not complete the Patient Information section far refills : Call Member Services at 1 800 251-7690 Best times to call

o are Tuesday through Friday afternoons
For New Prescriptions
Fill out one line of the Patient Information Section for each new See the back of this form for additional instructions

prescription you send  Be sure to include the patient’s full name,

Member Information _

Member ID; Shipping address if different from your mailing address
Group: ZAvIDOW Check if O Temporary [ Permanent

Name:
Street Address:
Street Address:
Street Address:
City ST, ZIP:

You authorize reléase of all information to the plan administrator
underwriter, sponsor, policyholder, employer and their agents for
use in connection with the benefit plan programs Information may
also be used for other reporiing and analysis purposes without

Daytime telephone

Evening telephone identification of you or your family members.
Patient Inform ation-—-COmplete one line for each new prescription (Do not complete for refills) Does patient
Patient name and Medicare B Patient’s relation to plan Birth date Doctor name have any other
number (if applicable} member (filf in one) Sex MIDIYYYY and phone number prescription plan?
1 Self Spouse Dependent [1 M / 3 ves

a o (] Or O ne
2 Self Spouse Dependent [1 M FA, [T ves

o o O OrF 0 no
3 Self  Spouse Dependent L1 M / B Yes

O o o ar B no
Order Information Paying by Credit Card? {lvisa [IMC [biseNOvUS [lAmEx Dbiners

Total number of medications in this order
(includirg all refills and new medications}

CREDIT CARD NUMBER

M v X

EXPIRATION DATE CARDHOLDER SIGNATURE

Subtotal of this order $

Optional expedited shipping

$9 00 (subject to change) . [ ] Check here to have all orders billed to your credit card.

By doing so, you authorize Medco Health 1o keep your card
Total enclosed $ number on file and bill all future orders directly to your credit
(do not send cash) card  To enroll by phane please call 1 800 948-8779

Paying by check? Write your Member iD on your check or
money order made payable to Medco Health

MEDCO HEALTH
PO BOX 3938
SPOKANE, WA 99220-3938

EORM #HB903504 ”Illlllllllilllllill”lIIIIIIlillllli“lllllllllll!




Please take a minute to make sure...

* You 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 chack or
money order for the required co-payment.

* You have written your Member ID on any check or
money order.

* The Medco Health address on the front shows through
the window of the return envelope,

* You have filled out the Health, Allergy, and Medication
Questionnaire. This information will help Medco Health
better serve your prascription drug needs.

Expedited shipping available

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

Form#HB903504

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, bear in mind that the automated
payment plan feature will apply to all Home Delivery
Pharracy Service orders Also note that we can only keep
one credit card on record

You may have a balance limit on your plan account If you
do, once your unpaid balance exceeds that limit, no
additional orders will be processed untif the balance is paid

You can call 1 800 948-8779 anytime to enroll in our
automated payment plan, change the credit card on file,
check your account balance, or pay by phone using a
credit card

State law allows a less expensive, generically eguivalent drug
to be substituted for certain brand-name drugs unless you or
your physician direct otherwise

Get more information from our website
Visit us at www medcohealth.com
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‘Marshall. The firs 951
‘order aschoolhouse’ con-
wvérted.for Corimigsioners’
meetings. Norwalk bec:

‘dramatically:: rad -
21838 when Erie County was
formed. Population'in: 1900
' Was were more thar 32,000,
“Today, Huron County boasts
more than: 59,487 cilizens.

. Northwest Teriory 1767
" Firelands Terntory 1782

L Huron. County,

" Founded i 1899

REQUEST FOR EXPENDITURE OF OVER $500.00

DEPARTMENT:

DATE:

AMOUNT OF REQUEST:

FOR:

TO:

PLEASE PROVIDE A NARRATIVE EXPLANATION AS TO THE SERVICE TO
BE PROVIDED OR THE ITEM SOUGHT TO BE PURCHASED AND THE
NECESSITY FOR IT:

PLEASE PROVIDE THREE QUOTES FOR THE SERVICE OR ITE X
TO BE PURCHASED: M SOUGHT

QUOTE: $

QUOTE: &

QUOTE: $

PLEASE NOTE WHICH QUOTE TO BE ACCEPTED

180 Milan Avenue, Norwalk, Ohio 44857-1195
419-668-3092 = 800-808-5092 = Fax: (419) 663-3370
Email; main@liccommissioners.com
www hccommissioners com



