ESI Coordination of Benefits (COB) Process

The Huron-Erie School Employees (HESE) plan includes a prescription drug coordination of benefits (COB)
provision which permits reimbursement to members in the amount of Discounted Network Price (i.e. what the
claim would have cost if processed as primary under HESE’s plan) minus Member Copay on the HESE plan.
The provision limits the reimbursement period to 1 year from the date the prescription was dispensed. To
submit a COB reimbursement request a member must follow the process outlined below.

Complete entire Prescription Drug
Reimbursement/Coordination Of Benefits

H *
claim form (available on your secure ESI website under
Benefits/Forms & Cards)

Include pharmacy receipt with form

Mail or Fax claim form + receipt to ESI

(address & fax # on page 2 of form)

*Note: online submission is also available on your secure ESI website
under Benefits/Forms & Cards
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Prescription Drug Reimbursement / Coordination of Benefits Claim Form
An incomplete form may delay your reimbursement.
See the back for instructions and complete all information.
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¥» Cardholder Information Seeyour prescription drug 1D card.
Group Mo.
Mem ber ID

Member Name First Last

Stroot Address

City State bl

»» Patient Information
Fatient Name First Last

Patient Date of Birth (Manth/Day/Yaar) J‘ Jr
Sex Relationship o Plan Member
Female 1 Self 5 Disabled Dependent
Male 7 Spouse & Dependent Parent
3 Eligible Child 7 Non-spouse Partner

4 Dependent Student & Other

¥ Pharmacy Information
Name of Pharmacy

Stroat Address

City State P

Telephona (include area code)

Is this an on-ste nursing home pharmacy? Yes No
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»» Claim Receipts
Tape receipts or ftemized bills on the back.
See hack for detalls.
Check the appropriate b if any receipts
or bills are for a.
Compound prescription
Maka sure your pharmacist lists
ALL the NDC numbers, cost and
each Ingredient o the back of
this form and attach reaipts. Claim will be
ratumed if incomplate.
ONE CLAIM FORM PER
COMPOUND SUBMISSION
Medication purchased outside
of the United States
Please indicate:

quantif

Country

Currency used
Allergy medication

Coordination of Benefits

(Ancther Health Plan has paid a portion.) Mark the
appropriata bax for your primary Coverage method
Saa tha back for more information.

Is this 2 coordination of benafits claim?

(]

Health Plan paid and you are enclosing
at outlines how much you paid

the ather carrier paid (1)

Please tape recaipts on the back of this page.
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