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PO Box 1090, Augusta, Maine  04332-1090




Part B/ D  Combo Claim Form

Fax Number:  1-800-408-1088

3. PATIENT NAME



Both #s are required or form will be sent back












4. PATIENT NUMBER 




                         *  Please attach copy of Medicare EOB 


















5.  RX INFORMATION:



   


















































































































































































































6. Provider Signature    


7. Date 

NABP #:








2.   NPI #:








Deductible $





Other Coverage


code





DS








QTY














Prescriber Name











Prescriber dea / bndd  #








Ref #














Date Written














Date Filled











RX NUMBER




















N


D


C

















Deductible $





Medicare allowed








Deductible $ 





Medicare allowed





 Provider payment








Prescriber dea / bndd  #








Prescriber dea / bndd  #








Ref #














Ref #














Other Coverage


code





DS








QTY














Date Filled











N


D


C








Date Written














Prescriber Name











Drug Name & Strength incl. Dosage form   MFG.











MN








MN








MN








P.A. # 

















RX NUMBER














Drug Name & Strength incl. Dosage form   MFG.











N


D


C








Drug Name & Strength incl. Dosage form   MFG.











Provider payment





Other Coverage


code





DS








QTY














Date Filled











Date Written














Prescriber Name











RX NUMBER














P.A. # 

















P.A. # 


























Medicare allowed








Provider payment 








