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Please attach original itemized pharmacy receipts. (A cash register 
receipt is not acceptable.)

1 5[�QXPEHU

'DWH�¿OOHG�  /  / 

Quantity Days’ supply 

Name of medicine 

NDC number 

(Your pharmacist can provide the national drug code (NDC).) 

Total prescription charge $  . 
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Quantity Days’ supply 

Name of medicine 

NDC number 
(Your pharmacist can provide the national drug code (NDC).)

Total prescription charge $  . 
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Instructions

1. Use a separate claim form for each member. All information provided
on or attached to this claim form must be for the same person.

2. Attach original itemized pharmacy receipts provided with your
prescription. Be sure that all the required information is visible (staple
to the top of the form, if necessary). Note: your claim will be sent
EDFN�LI�UHTXLUHG�LQIRUPDWLRQ�LV�PLVVLQJ�

Required information

• Member name
• ID number
• Group number
• Date of birth
• Pharmacy name and address
• Total charge
• Drug name and NDC number

• Quantity
��'DWH�¿OOHG
��5[�QXPEHU
• Days’ supply
•  All compound drug

information (if applicable)

EXAMPLE

5[�QXPEHU�  0  0  0  0  0  6  0  1   1   4  8 1 

'DWH�¿OOHG�  0  1  /  1  2  /  1  6 

Quantity 30 Days’ supply  3 0 

Name of medicine  “Drug Name”

NDC number  0  0  1  2  3  4  5  6  7  3  1 
(Your pharmacist can provide the national drug code (NDC).)

Total prescription charge $  2 0  5  .  1  4 

Is this prescription claim for a compound medicine?
R Yes     R No

1RWH��,I�\HV��DVN�\RXU�SKDUPDFLVW�WR�FRPSOHWH�WKH�LQIRUPDWLRQ�EHORZ�

Compound Information

Please enter all information for each drug used. 

Compound Prescriptions
For pharmacy use only

NDC Number Drug Ingredient Quantity Charge

Rx 1
Attach original itemized 
pharmacy receipts here

All required information must be visible 
(see step 2 above).

Keep a copy of this form and your receipt(s) for your records.

Rx 2
Attach original itemized 
pharmacy receipts here

All required information must be visible 
(see step 2 above).

Keep a copy of this form and your receipt(s) for your records.

Questions?

��<RX�FDQ�FDOO�WKH�QXPEHU�RQ�yRXU�PHPEHU�,'�FDUG

3. Keep a copy of this form and pharmacy receipts for your records.
Send the original form and pharmacy receipts to:

Pillow Pharmahealth
1447 Peachtree St. NE
Suite 230
Atlanta, GA�30309

Fraud Prevention Regulation:�$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�KHDOWK�SODQ�RU�RWKHU�SHUVRQ�¿OHV�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�RU� 
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto 
commits a fraudulent health plan act, which is a crime and subjects such person to criminal and civil penalties.

Pillow Pharmahealth�LV�DQ�LQGHSHQGHQW�FRPSDQ\�WKDW�SURYLGHV�SKDUPDF\�EHQH¿W�PDQDJHPHQW�VHUYLFHV�

© 2022 Pillow Pharmahealth 2/22

4. If you prefer, please fax your completed form(s) and receipts to       
(888) 915-0850.
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