Three easy ways
to get your prescription with FastStart:

OPTION 1:
Call “FastStart for You.”

Call us toll-free at 1-800-359-9000 (TDD assistance: 1-800-863-5488) and provide
the FastStart representative with the following information:

e N , _
SILVERSCRIPT © Your Member ID number, which you can find
on your SilverScript prescription benefit card
Prescription Drug Plan . .
Adminil;tered bngaremark oo 9 Your prescription name
RXBIN: XXXXXX
RXPCN:  XXXXXX ?
RXPCN:  XXXXXX ViR, © Your doctor’s name and phone number
ISSUER (XXXXXX) L

1 00xoox «— sssssxxx | @ Your mailing address
NAME: JOHN Q. PUBLIC

\ ) © Your payment information

A FastStart representative will then contact your doctor. We'll even fill out the order
form for you.

OPTION 2:
Let your doctor call in the prescription.

Your doctor can call the FastStart toll-free physician number: 1-800-378-5697.
He or she will need to provide the ID number from your SilverScript prescription
benefit card and your mailing address, so make sure your doctor has the most
current information.

OPTION 3:
Ask your doctor to provide a 90-day written prescription.

Your doctor can provide you with a written prescription, with as many as three
refills (if needed). Complete the Mail Service Order Form on the back of this flyer
and mail it to Caremark at the address listed at the top of the form.

That’s it!

Yo ill receive your medication in about 10 days .
frolrlnvrhe time‘;oz ;lace your order. ' ! S l LVE B(SCRI PT

A CVS CAREMARK COMPANY

Reminder

It is not necessary to use your mail service benefit for maintenance medications. You may use in-network
retail pharmacies, both preferred and non-preferred, that also provide maintenance medications in a 90-day
supply for a one-time payment. If the retail and mail prescription prices are the same, there should be no
additional out-of-pocket cost to you at a retail pharmacy. However, if the retail pharmacy prices are higher,
you will be responsible for the difference in cost.
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FastStart® Mail Service Order Form S I LVEB(SCRI PT

A CVS CAREMARK COMPANY

Complete this form and mail it along with your prescription to:
CAREMARK ¢ PO BOX 659541 « SAN ANTONIO, TX 78265-9541

Last Name First Name Ml Suffix (R, SR)
INEEEEENERERREEEN LLLTITLTTT L] CLT]
Street Address Apt./Suite # Use this address
“ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ D]]] Oforthisorderonly_
City State Zip Code

IEENEEEEEREEEEEEEEEEE IEREEREREEEE

Daytime Phone #: | | | |- | | |-[ | | | |

RxGroup # (Refer to RxGRP on your card) Evening Phone #: | | | [-| | | |-/ [ | | |
() Easy open caps Gender: OM O F Date of Birth: ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘
() Print materials in Spanish ender. '

E-mail address: Date new prescription(s) received from doctor:

Doctor / Prescriber’s Last Name Doctor / Prescriber’s First Name Doctor / Prescriber’s Telephone #

e e e e L

ALLERGY/ HEALTH INFORMATION

Allergies: () Aspirin () Cephalosporin () Codeine () Erythromycin () Peanuts () Penicillin () Sulfonamides/Sulfa
O None () Other:

Health Conditions: () Arthrits O Asthma O Diabetes O GERD (Acid Reflux) () Glaucoma () Heart Condition
O High Blood Pressure O High Cholesterol O Migraine () Osteoporosis () Prostate Disorders () Thyroid
O Other:

METHOD OF PAYMENT/SHIPPING INFORMATION

Please make check or money order payable to Caremark. Include ID# on check/money order.
O Check () Money Order/Cashier’s Check () Voucher/Coupon Amt. of check/money order: $’ | | ‘ ’ I ‘
(Checks returned for insufficient funds will be subject to a processing fee of up to $40, depending on state law.)

OR pay by credit or debit card (preferred). We accept VISA®, MasterCard®, Discover®, and American Express®.
O Fill in oval to charge most recently used credit card for this order and future orders for all individuals included in the family.

O Fill in oval to charge most recently used credit card for this order only. Regular delivery is FREE (allow up to 10 days for delivery).

Add, change, or update your credit card number below: For faster delivery, mark the appropriate oval below and
include additional charge with payment. ( If paying by credit
’ | | | | | | | | | | | | | | | ‘ ’ | ‘ - ’ | ‘ card, expedited shipping will be added if requested. Charges
subject to change.) Note: Expedited delivery only affects

Credit/Debit Card Number Expiration Date shipping time, not processing time of your order.
Fill in oval for faster delivery:
Credit Card Holder Signature Date () 2nd Business Next Business

Day = $13 (per order) Day = $18 (per order)

To maximize drug savings we will substitute equivalent generic drugs for brand-name drugs whenever possible. If you do not want
us to substitute generics, please provide specific instructions, including drug names, in the area below. Please note that requesting
brand-name drugs when a lower cost alternative is available may result in a higher cost to you.






