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Health, Allergy & Medication Questionnaire UnitedHealthcare

medcohealth

live life well

Your answers to the following questions will help us provide your pharmacy benefit services
including, for exampile, filling prescriptions and alerting your doctor about possible medication
problems. To best serve you, we need to know if you have any known allergies, conditions or
diseases.
* Please complete the questionnaire for each family member enrolled in your pharmacy benefit plan.
¢ If you need additional forms you may call your customer service representative at the toll-

free number listed on your 1D card.
° Return thrs questlonnarre wrth your prescrrptlon or refill order form.

SECTION 1 “SUBSCRIBERIDENTIFICATION ANDCONTACT:
Group Number Subscriber Number Daytime Telephone Number

!
Prlmary Subscriber: First Name M. Last Name

Street Add ress/Apt No Clty State Zip

SECTION 2:: ¢ e ' DRUGALLERGY. CONDITIONS
For each fam;ly member enrolled in the program rnciude hrs/her name date of birth and gendet.

For each family member fill in the circle ONLY if an allergy or bad reaction happened anytime
in the past. If you are allergic to a medication that is not listed, please print the name of the
medication allergy in the bottom section of this chart,

Correct way to mark circles: Please use blue or black ink.

Enrollee  Spouse Dependent Dependent Dependent

First Name:
Add last name if different than enrollee|

Date of Birth: . , T ,
MM/DD/YYYY - MM/DDAYYYY  MMDD/YYYY | MWDD/YYYY  MM/DD/YYYY
Gendery OM OF OM OF OM OF OMOF OM OF
Penicillins/Cephalosporins 0 f '®) O '®) O
Antibiotics (e.g.,ampicillin, Keflex®) ' ‘ :

Print other drug allergies not
listed above in the space
provrded I. e. - Morphine.

A A Continue other side @~




Medco Home Delivery
Pharmacy Service™ Order Form

Benefits Provided by UnitedHealthcare

For Refills

To order from our Web site: www.myuhc.com. Have your Customer
ID numnber and Prescription (Rx) number on hand. Your 12-digit
Prescription or Rx number can be found on your refill slip.

To order by phone: Call 1 800 4REFILL (1 800 473-3455} to use the
automated refill system. Have your Subscribar number and your
retill stip with the prescription information ready.

To order by mail: Include your refill slip(s) with this form. Do not
complete the Patient Information section for refills.

For New Prescriptions
Fill out one line of the Patient information Section for each new
prescription you send. Be sure to include the patient’s full name,

UnitedHealthcare

A UnitedHeaith Group Company

su

date of birth, and address, along with the doctor’s name and
phone number. Be sure your prescription is written for a
90-day supply with refills,

For All Home Delivery Orders

Place all prescriptions and refill slips together with this
completed crder form and your co-payment in the enclosed
return envelope. Be sure to fold the form as indicated so the
address on the bottom right shows through the window.

If You Need Additional Help
Cali Customer Service at 1 800 948-8779. Best times 1o call
are Tuesday through Friday afternoons.

See the back of this form for additional instructions.

Customer Information

RxGrp #: UHEALTH Subscriber #:

Name:

Street Address:

Street Address:

City, ST, ZIP:

Daytime tefephone ( E 4

Evening tefephone ’ [

Ll L.

Shipping address if different from your mailing address
Checkif [3 Temporary [I Permanent

Patient |nf0rmati0n——Complete one line for each new prescription (Do not complete for refills)

Does patient

Patient name and Medicare B Patient’s relaticn 1o plan Birth date Doctor name have any other
number (if applicable) subscriber (il in one) 5ex MIDIYYYY and phone number prescrigtion plan?
1 Seff  Spouse Dependent [ M O ves

0o o 0 OrF £1 no
2 Sefl  Spouse Dependent [ M £ ves

O 0o | [ [ o
3 Sl Spouse Dependent [ O ves

[0 O [ r [ No
Order Information Paying by Credit Card? | Visa ] D\stOVUS {IamEx Lo Diners

Total number of medications in this order
(including all refills and new medications)

Subtotal of this order $ . T

Optional expedited shipping
$9.00 per order (subject to change)

Total enclosed $ '
{do not send cash) .

You can check your home delivery co-payments onfine at www.myuhc.com.
Ask_your physician to write your prescription for a 90-day supply with
refills when appropriate. You will be charged a home delivery co-pavment
regardless of the days supply written on the prescription. Please be sure
that your physician wiites your presgription for a 80-day supply_not a
30-day supply with 3 refills.
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CREDIT CARD NUMBER

A ] L] x

IXPIRAFEON DATE CARDHOLDER SIGMATURE

By doing so, you authorize Medco to keep your card
number on file and bill future orders and any outstanding
balances directly to your credit card. To enroll by phone,
please call 1 800 948-8779.

Paying by check? Write your Subscriber number on your check or
money order made payable to Medco.

MEDCO
PO BOX 747000
CINCINNATI OH 45274-7000



