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REIMBURSEMENT REQUEST 

 
Please submit the following form and original copies of your receipts via mail or fax.  

 
Original receipts must include the following:  

 
Member Name 
Date of Service  

Drug Name 
Quantity Dispensed 
Amount Patient Paid 

Drug NDC 
Prescription Number 

 
PATIENT INFORMATION 
 
Cardholder Name: _________________________________________________________________ 
 
Cardholder ID: ____________________________________________________________________ 
 
Patient Name: _____________________________________________________________________ 
 
Patient DOB: ______________________ 
 
Telephone: (___) ___________________ 
 
Address: _________________________________________________________________________ 
 
City, State Zip: ____________________________________________________________________ 
 
Number of Prescriptions Submitted: __________ 
 
Reason for not utilizing the Sav-Rx card: 
________________________________________________________________________________ 
 
 
 
Cardholder Signature: __________________________________________ 
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