Mail the Prescription Drug Claim Form to:

CAREMARK INC.
P.O. BOX 686005
SAN ANTONIO, TEXAS 78268-6005

This form is not for submitting Mail Order Prescription requests.

CARD HOLDER INFORMATION

PARTICIPANT INFORMATION

Social Security Number of Participant {Use & separate clalm form for esch covered member of the family)
| [ | o | Participant's Last Name

Company Employes Number (H appropriate)

| i T — |PE|.r1.i::ipant's First Name Middle Initial
| dAEETEE [ |
- '|__.. —

Employer's Name Participant's Birthdate Sex: [Imale [Cdremale
| State of Florida ] | |
Last Nama Month Day Year Number of Receipts submitted:
| I e | Participant’s Relationship to Card Holder:
First Name Middie Initial O el [ spouse [ paughter [ Son
| | L O widowed [ Fulltime Swdent [ Sponsored Dependent
Mailing Address = Street | r.u [ significant Other
City State Zip Code
| . 5 | |

Send your ORIGINAL Prescription Receipts along with this form. -

Please do not use this form for Mail Service Prescriptions

T

Prescription Drug Claim Form

Each Recelpt Must Show:
* Participant Name
« Prescription Number
* Pharmacy Name and Address or NABP Number
+ Drug Name/Strength or NDC Number
CAREMARK | < Metic Quaniy/Des Supoly
A Better Way to Health * Dispense as written (DAW), if applicable
* Doctors Name or DEA Number
* Purchase Date
» Total Charge
The submissian of this claim form, for you or any of your dependents, authorizes

the releasa of all information to applicable health care providers and all othwrs
CERTIFICATION involved i filling the prescriptions or processing the claims submitted,

| certify that the information on this claim form is cormect. | alsa certify that the participant for wham this claim is made is eligible for benefits. | understand that the
drugs lsted are not for treatment of an cccupational infury or disease for which the Employer has accepted lability.

THES FORM MUST BE SIGNED Signature Data

May 7, 2002
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