Compound Prescription Drug Claim Form
Required Data Elements

1. Provider Number — ===
10 digits, last digit is
location code
Last, First PLEASE PRINT CLEARLY
P - Tkt COMPOUND PRESCRIPTION
XOXXXXXXX X
. DRUG CLAIM FORM
4. Client ID Number — . PATIENT S NAME: LAST, FIRGT : CLIENT V0. FRESCRIBER S 15 NUMBER
9dIgItS . X000, XXX X . W 5 OOXXXX
PRESCRIPTION NUMBER DATE PRESCRIBED 'A‘l“B DISPENSED L USE ONLY DAYS
" XXX u){)UXXIX)(X)( 5 XX XX XX “ . X
5. Prescriber ID {rm————————— m ’
Number — 7 digits 1 XXIOOCRKXK
2
1
6. Emergency Ind. —
Yesor No, if 4
applicable 5
[
7. Pregnancy Ind. — 7
Yesor No, if 8
Al AAkl A
9
8. Nursing Home Ind. 10
—Yesor No, if 11
applicable 12
13
9. Brand BMN Ind. 14
0- no pr(_Jdu_ct J -
selection indicated
EET Thisi ify that the foregoing information is true, and lete. [ understand th and
) ) Provider’s Name and Address nt;:ﬁl:c:o:&ﬁzis::nim wn'llgb‘:nﬁi: Fxrt:n m::lmem‘:‘nd m:mﬁsmwm of chi!ﬂ.pm bnts,
1- substitution not " or documents, or concealment of material fact may be prosecuied inder applicahle Federal or State law.
allowed by 1, the undersigned, being aware of restrioted Funds in the Medicaid program, agre {0 acoept s full aynflnt
o for services enumerated on this claim form, for this Medicaid paticnt, the allowance determined by the
Department or its designee. I further centify that no supplemental charpes have been or will be billed to e
patient; ] further recognize that any difference of opinion conceming the charges and/or allowance for
claim shall be adjudicated #s specified in the Provider Manual.
10. Refill Indicator — 1
two digit field, if Signatue of . Dats Billed
single digit, plug zero .
plusvalue. Example: 19 XXXXXXXX X. XXXKXXXXXXXXX 0 XX/ XKIXXXX
00 = original MAIL COMPLETED CLAIM FORM TO:
dispensing, 01t0 99 = EDS
?F.). 9 P.0. Box 18650
Oklahoma City, OK 73154
HEA-11 Oklahortia Hagith Gare Auhority
Issved 1-1-03

Created on 12/12/2002 1:17 PM



Compound Prescription Drug Claim Form
Required Data Elements

11. Prescription . _
Number — 7 characters || %
12. Date Prescribed — E; ‘I v I I L E
must be on or before PLEASE PRINT CLEARLY
receipt date, cannot be Teeens ot COMPOUND PRESCRIPTION
afuture date 2 DRUG CLAIM FORM
CLIENT NQ. PRESCRIBER'S 1.D. NLMBER * | EMERG PREG. NH. PAT BRAND REFIEL
| 00KXXX XOKXXXX X X X X XX
13 Dbate Dlspbegr%d - DATE DISPENSED SLOCALUSEONLY DAYS : C7HARGE : J'g"PAlTYPA[D
must be on or before 0B /KR XOOXXXX
receipt date, cannot be i : ,,mmm,;éﬁ M e
afuture date ‘
X XXX
A
15. Days Supply — up N
to 3 characters
4
5
16. Charge — numeric,
up to nine digits i
7
. 8
17. TPL Paid—
numeric, up to eight b
A~ 10
19. Signature of i
Provider or e
Representative 3
14
20. DateBilled/Date 15
of Claim Submission—
must be on or before TT—, - Dkl by emi e e vt
recel pt date, no future 7 or docurnents, or concesiment ofimaterial fact may be prosecuted under applicable Federal or flate law.
date 1, the undersigned, being aware JF restricted funds in the Medicaid program, agres to acoept afifull paynfint
for services enumerated on this Jaim form, for this Medicaid patient, the allowance determingd by the
Department or its designee. 1 flther centify that no supplemental charpes have been or will bibilled to e
ient; 1 furth ize the difference of opini ing th d/or al} for
21. NDC Number - riviovlerarinl G
numeric, 11 digits
Signature of Date Billed
Provider or Representative
23. Metric Unit 15 XXOOKXXX X, XXXXKXKKXXXX 0 XX/XK/
. E—
Quantity — Example: MAIL COMPLETED CLAM FORM TO:
9999999.999
EDS
P.0. Box 18650
Oklahoma City, OK 73154
HCA-11 Oklahoma Heatth Care Authority
lssved 1-1-03

Created on 12/12/2002 1:17 PM




