
SUPPLEMENTAL BENEmFUND RX OOPAYCLAIM FORM 

MAILTO: BTF/ SBF, 271 POR1ERAVENUE, BUFFALO, NEW'VORK 14201 PHONE: 881-5462 

lHlS FORM MUSTBE USEDTOSUBMrrlHECOMPUJER GENERAlED ROSIER FROMYOUR PHARMACIST 
lHlS FORM ISTO BE USED FOR PRESCRIPI10N DRUG PURafASES ONLY 

1. COMPLEJEAll.REQUESTEDINFORMA11ON (name,address,sociaIsecaity#)ANDATTAatPRMOUlS 

2. COMPLEJElHE PAllENTSECIION FORYOURSB.FAND EAOI FAMLYMEMBER 

3. lHlS FORM IS DIVIDED M06SECOONSSOAS MANYAS6 FAMLYMEMBERSCAN BESUBMrrTED 
ON EACH FORM 

4. lHESBF REIMBURSESAMAXIMUM OF$ 2.00 PER RX NOTTO EXCEED$ 80.00 PER PERSON wnHlN A 
CALENDARYEAR 

5. INDIVIDUAL RECBPIS WIll. NO LONGm BE ACCEPIED 

MEMBER'S NAME ­ PLEASE PRM' OFFICE USE ONLY 

MEMBER'SSOCIALSECURITY# PAID 

MEMBER'SADDRESS DAlE 

CHECK # 

1. PAllENrS NAME 

RElA11ONSHIPTO MEMBER 

SB.F D SPOUSE D CHILD D 
BlRTHDAlE 

__-J1 1 _ 
MONTH DAY YEAR 

2. PAllENrS NAME 

REIAllONSHlPTO MEMBER 

sa.F D SPOUSE D CHILD D 
BlRTHDAlE 

__.......1 1 _
 
MONTH DAY YEAR 



INDIVIDUAL Hl:.Cl:f'IS Wl1 NO LONGER BE ACU:PIED 

(2) 

3. PATIENl'S NAME 

.RElATIONSHIP10MEMBER 

SELF D SPOUSE D CHIlD D 
BlRTHDAlE ___I 1 _ 

MON1H DAY YEAR 

4. PAllENrSNAME 

RElA11ONSHIP1O MEMBER 

SELF D SPOUSE D CHILD D 
BlRlHDAlE ___I 1 _ 

MON1H DAY YEAR 

5. PAllENrS NAME 

RElATIONSHIPlO MEMBER 

SELF D SPOUSE D CHIlD D 
BlRTHDAlE 

___I 1 _ 

MON1lI DAY YEAR 

6. PATIENT'S NAME
 

RElATIONSIIPlOMEMBER 

SELF .D SPOUSE D CHILD D 
·BRlHDATE ______I 1__......;.. 


