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Prescription Drug Reimbursement Form 

    
     

 

 
This form must be used when submitting all requests for prescription 
drug reimbursement. Please submit a separate form for each patient.  
 
Instructions: In addition to this form, we also require that you enclose 
either the original attached receipt that was on your medication bag at 
the time of purchase or a full printout of your claim details from your 
pharmacy. Your claim(s) cannot be processed if all of the following 
information is not identified: l medication name l quantity                   
l days supply l 11-digit NDC number l fill date l prescribing 
physician l pharmacy information l patient amount paid.  

Member/ Subscriber Information 
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Member Name: 

Member ID Number: 

Phone Number: 

Member Address: 

 

______________________________________________________ 

______________________________________________________ 

(________)_____________________________________________ 

______________________________________________________ 
Street Address 
 
__________________     
City                                     State              Zip                                                               

 Patient Information 
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Patient Name: 

Patient ID Number: 

Relationship to Subscriber: 

Number of scripts submitted: 

 
 ___________________________________________________ 
 
 ___________________________________________________ 
 

  o Self          o Spouse          o Dependent             
 
______________ 

 

 
Mail to: 
 
 
 
 
Fax to: 

 
Health First Health Plans 
Pharmaceutical Services Department  
6450 US Highway 1 
Rockledge, FL 32955 
 
321-434-4228 

 
Please select one of the following reimbursement request reasons: 
o Did not have Health First member ID card at time of purchase 
o Vacation supply 
o Prescription(s) obtained prior to an eligibility update (COBRA, FHICCA, etc.) 
o Out-of-network purchase; please attach a detailed explanation on the next page 
o Other; Please attach a detailed explanation on the next page       
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IMPORTANT INFORMATION ABOUT YOUR SUBMITTED CLAIM(S) 
 

• Claims must be submitted for reimbursement within 180 days of the fill date.  
• Claims for non-covered or non-authorized medications will not be reimbursed.  
• In covered instances, you will be reimbursed 100% of your out-of-pocket costs minus your copay (if 

applicable).  
• Claim forms submitted without the required information will cause a delay in payment or may be 

returned to you. (Example: a cash register receipt alone does not contain the required information).  
• If your reimbursement request is approved, you will receive payment within 4-6 weeks of the date 

the claim is processed.  
• If your reimbursement request is denied, you will receive a notice to explain the denial reason.  

 
If you need further assistance of any other kind, please feel free to contact our Customer Service 
Department 7 days a week from 8 am to 8 pm at (321) 434-5665 or 1-800-716-7737.  To access TDD 
services for the hearing impaired, contact Florida Relay Center at 1-800-955-8771 during the same 
business hours.  
 

 
 
  

Detailed Explanation for Reimbursement Request 
 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________


