
 

  

 
 

Complete this sec on only if the claim is for a spouse or dependent, not the primary cardholder.  

  

 

Direct Member Reimbursement

Cardholder Information

Member Information

Signature/Release

Prescriptions For Reimbursement

Prescription #1

Cardholder ID# RxGRP# Plan Sponsor

Signature (Member, Parent, or Guardian) Print Name Date

Cardholder Name Phone

Member Name
SPOUSE CHILD OTHER

By signing this form, you cer  that the informa on provided is acc  
all appropriate par es involved in the administra on of 

ent, and he/she is eligibl  of the named medica ons  
or for an on-the-job injury.   

form.

Pharmacist:

Print Name Date

Rx Number

Strength Day Supply DAW Compound

Total Cost
Approval$

Pharmacy NABP#Prescribers DEA#

Date Filled NDC# Medicine

Rx Number

Strength Day Supply DAW Compound

Total Cost
Approval$

Pharmacy NABP#Prescribers DEA#

Date Filled NDC# Medicine

Rx Number

Strength Day Supply DAW Compound

Total Cost
Approval$

Pharmacy NABP#Prescribers DEA#

Date Filled NDC# Medicine

Prescription #2

Prescription #3

OVER

Cardholder Information

Member Information

Signature/Release

Prescriptions For Reimbursement

Prescription #1

Prescription #2

Prescription #3



 

 

Direct Member Reimbursement

Compounds

NDC# INGREDIENT COST

•    Copy the Cardholder ID number and Group number (RxGRP) from your ID card.

Instructions

Mail Completed Form To:

Questions

pharmacist complete and sign the top of this page, even if you do have an itemized receipt. 

presented to any insurer or self-insured any statement forming a part of, or in support of, a claim that contains any false, 

myempirxhealth.com

EmpiRx Health

•   Date of purchase

•   Name of medicine

•   Day supply

•   Prescriber DEA#
•   Pharmacy NABP#

Instructions

Mail Completed Form To:

Questions

Compounds


