
Dependent Last Name Sex:  M  F

Dependent First Name MI Birth Date (MM/DD/YYYY)
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Dependent Last Name Sex:  M  F

Dependent First Name MI Birth Date (MM/DD/YYYY)

Email Address

Member ID Number (on face of member ID card)

Member Last Name Sex:  M  F

Member First Name MI Birth Date (MM/DD/YYYY)

PCN Member Phone Number

Permanent Address

City State Zip Code

Email Address

* Please detail "other allergy " or "other condition," including related medications. ___________________________________________________

Dependent Last Name Sex:  M  F

Dependent First Name MI Birth Date (MM/DD/YYYY)
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• Do you want the Generic?   ____ Yes (if available and your doctor permits)    ____ No
• Some health plans require the patient to pay the difference between generic and brand name cost. State law allows pharmacist 

to substitute a less expensive generically equivalent drug for a brand drug unless you or your physician directs otherwise.

M E M B E R  A N D  D E P E N D E N T  H I S T O RY  S E C T I O N

A L L E R G I E S C O N D I T I O N S
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I N S T R U C T I O N S : Please PRINT in CAPITAL letters using black ink only. Fill in the applicable ovals completely (  ).

Questions? Call PrimeMail Pharmacy at 888.849.7865 or visit www.bcbsfl.com.   Preguntas? Llame la farmacia de PrimeMail en 
888.849.7865 o el registro sobre nuestro sitio del web en www.bcbsfl.com.

Member and Dependent History Section information is required only on the first order unless there is a change in health status. 
Indicate all known allergies, conditions or other current medications for you, your spouse, or your dependents by filling in the corresponding
oval that matches the description. Please detail * as necessary. Contact your physician if you are unsure about any of this information.

If a family member does not want his or her medicine sent in the same package as that of other family members, he or she 
should complete a separate form.

?

* Please detail "other allergy " or "other condition."

____________________________

* Please detail "other allergy " or "other condition."___________________________

* Please detail "other allergy " or "other condition."___________________________

Blue Cross and Blue Shield of Florida
Mail Order Form — PrimeMail® Pharmacy
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PrimeMail Pharmacy staff may contact your physician for clarification and safety purposes, which may result in your physician prescribing a 
different, clinically-appropriate product. PrimeMail Pharmacy will dispense FDA-approved generic equivalents when available and appropriate.

Pre
sc

rip
tio

n

M
em

ber

Spous
e

Dep
en

den
t

Physician Name/Phone Number/Drug Name
(for new prescriptions only)

Prescription Numbers
(for refills only)

1

2

3

4

5

6

Patient Name
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By returning this form to PrimeMail, you consent to the use and release of your health information and that of your covered dependents (if you are their 
guardian or authorized representative) to your health plans and health care providers/agents for health benefits management. Prime Therapeutics’ use or 
disclosure of individually identifiable health information, whether furnished by you or obtained from other sources such as medical providers, shall be in 
accordance with the federal privacy regulations under HIPAA (Health Insurance Portability and Accountability Act of 1996).

P R E S C R I P T I O N  S E C T I O N  — Please PRINT in CAPITAL letters using black ink only.

Do not send cash. Orders received without payment will delay processing. Credit card is the only payment option for faxed orders.

    Payment by check or money order (Make payable to Prime Therapeutics LLC and write your member ID number on the memo line.)

       Check Amount: ______________________    Check Number: _______________________

 Payment by credit card (Provide information below)         MasterCard      Visa       American Express     Discover

    Use credit card on file, with the last four digits:

Use alternate credit card number Expiration Date (MM/YYYY)

PAY M E N T  S E C T I O N  — Payment is due with each order and may be made by credit card, check or money order. 

Your credit card will be charged for drug 
costs, expedited shipping (if requested) 
and any outstanding balances due.

Credit card holder’s signature

PA G E  2  O F  2

For REFILL prescriptions you may use:
■   PHONE — Call our automated refill line at 888.849.7865

■  WEB — Visit www.bcbsfl.com

■   MAIL — Mail this form with the refill information completed to: 
PrimeMail Pharmacy, P.O. Box 660319, Dallas, TX 75266-0319

For NEW prescriptions you may use either:
■   MAIL — Mail the original physician-signed prescriptions with this 

completed form to: 
PrimeMail Pharmacy, P.O. Box 660319, Dallas, TX 75266-0319

■   FAX — Your physician must fax both pages of this completed form, 
along with your prescription(s), to 888.214.1811

If you’ve chosen Second Business Day or Next Business Day shipping, we are unable to ship to P.O. boxes. Shipping address must be a physical location.

     Ship to Permanent Address

Alternate Shipping Address (If different than permanent address)

City State Zip Code  Phone Number

Above address is:      For this order only        For this and all future orders
All medications in this order will be sent to the address provided on this form. If a family member's medication needs to be delivered 
to a separate address, please submit a separate order form.

– –

   Regular — no charge            Second Business Day — $9*             Next Business Day — $15*              *Additional costs charged to you
S H I P M E N T  S E C T I O N — Delivery date does not include prescription processing time. Please choose your shipping method.

      Use this card for all future orders

Blue Cross and Blue Shield of Florida Mail Service Order Form — PrimeMail®



PrimeMail Pharmacy

ONLY for Employee Plan A or Physicians Plan E

Tips for Ordering
Prescription Drugs by Mail

� Provide a phone number where you can be reached during the day.  This is especially 

important if your medication is temperature-sensitive or high-cost.  PrimeMail® Pharmacy will 

contact you to arrange delivery.

� Ask your doctor to request the maximum quantity your benefit allows.  If you are unsure of 

your maximum-quantity benefit, please refer to your summary plan description, or call the 

customer service phone number listed on your plan ID card and a representative will assist you.

� Ask your doctor to prescribe your medication by its generic name.  This will help ensure that 

you receive the generic medication.  PrimeMail Pharmacy’s dispensing practices requires certain 
medications to have the generic name written on the prescription in order for PrimeMail Pharmacy 

to provide you with the generic formulation.

� Ask that the supervising physician’s name is clearly indicated on your prescription. If you 

are under the care of a nurse practitioner, physician’s assistant, or other mid-level  prescriber, ask 

that the supervising physician’s name be printed on the prescription; or, you may ask that the 

supervising physician sign the prescription.  The supervising physician’s name is required on all 
prescriptions processed by PrimeMail Pharmacy.

� If you are submitting a prescription for a controlled substance medication, send the original 
prescription signed by your doctor.  Faxed or copied prescriptions, or prescriptions signed by a 

mid-level practitioner (such as a physician’s assistant or nurse practitioner) cannot be accepted for 

controlled-substance medications.  Submit controlled substance prescriptions to PrimeMail 
Pharmacy as close as possible to the date that they were written.  Schedule II controlled 

substance prescriptions (e.g., Morphine, Demerol®, Ritalin®, & Adderall®) should be submitted 

within seven days of the date they are written.  Post-dated prescriptions cannot be accepted.

� Do not submit prescriptions for compounded medications to PrimeMail Pharmacy.  

PrimeMail does not fill prescriptions for compounded medications.  Compounded medications 

require special mixing of ingredients to make a drug dose that is not commercially available.  
These compounded products often require the added expertise of a compounding pharmacist.  In 

addition, many compounded products have limited or no stability data available, making them 

inappropriate for the extended-days supply associated with mail service pharmacy benefits.

� Fill out you PrimeMail Order Form completely.  The more information we have, the better we 

can serve you.  Please remember to submit prescriptions for multiple addresses on separate 

PrimeMail Order Forms.

Mail Order Pharmacy Program

Provided by

PrimeMail Pharmacy


