
CLAIMANT INFORMATION

PRESCRIPTION DRUG CLAIM FORM
Only for use on plans without a drug card

TPA 611 (02-18)

Employee Name:	 Member ID Number:

Employer Name:	 Group Number:

Patient Name:	 Patient Date of Birth:

You must attach the actual pharmacy receipt for each prescription.  
Cash register receipts are not accepted.

ATTACH RX RECEIPTS HERE

GROUP PLAN SOLUTIONS
PO Box 1587 • Pekin, Illinois 61555-1587
www.groupplansolutions.com 
Phone: 888-301-0747 • Fax: 855-545-7165


