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INSURANCE PRESCRIPTION BENEFIT
COMPANY NAME COVERAGE TYPE COMPANY NAME
1Dz XXX-XX-XXXX Name: JOHN DOE Issued: XX-XX-XXXX
MEMBER NAME: JOHN DOE EFFECTIVE DATE: XX-XX-XXXX ID #: XXXXXXXX-XX
Issuer: (80840)
HEALTH PLAN: (XXXXX) XXXXXXXXXX RXGrp #: XXXXXXX
GROUP #: XOXXXXX-XXX-XXX RESCRIPTION GRQUEP #: 000X
. RxBin #: XXXXXX
AT =L =
PCP CO-PAY: $15.00 if&tal\j%gfﬁﬁz ﬁﬁ RXPCN #:XXXXX
SPECIALIST CO-PAY: $25.00 S ES e p A
EMER. ROOM CO-PAY: $75.00 = (= =7
EE IEis
MEMBER SERVICES: 1-800- — = ':II_ MEMBER SERVICES: 1-800-XXX-XXXX
CLAIMS/INQUIRIES: 1-800-X] Il:l:ll 7IN E/\j ~ o CLAIMS/INQUIRIES: 1-800-XXX-XXXX
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