
 
PBM Plus  

Benefit Change Form 
Group Name:__  __________                                  Contact: ___  _  ___ 
 Date:  ______      ____________                                    Email :_____________________ 
*Group #:_____________________                                  Phone :_____________________ 
*Carrier: _____________________                                 Fax:________________________ 
*Plan:   ______________________   
* Required to process 

 
Current Benefit:                                                                                                         Requested Change: 
               Copay: ______________________________________________               Copay: _____________________________________ 
                    Retail :       _________________________________________                   Retail:___________________________________ 
                    Mail Order: ________________________________________                    Mail Order:_______________________________ 
               Benefit Max:  _________________________________________               Benefit Max:________________________________ 
               Formulary  ___________________________________________               Formulary: _________________________________ 
               Non Formulary: _______________________________________               Non Formulary ______________________________ 
               Single Source:  ________________________________________               Single Source:  ______________________________ 
               Multi Source:  _________________________________________               Multi Source: _______________________________ 
               Brand:  _______________________________________________              Brand: _____________________________________ 
               Generic_______________________________________________              Generic:____________________________________ 
               Other: _______________________________________________                Other: _____________________________________ 
                _____________________________________________________             ___________________________________________ 
                _____________________________________________________             ___________________________________________ 
 
Requested Date of Benefit Change:  ________________________________________ 
 
 
Authorized Signature:    ____________________________________________________                                                    
                                       Name                                                                             Date 
 
PBM Plus Approval:     _____________________________________________________ 
                                       Name                                                                               Date 
 

pbm_pdc/PBM Plus Forms                                                                                                                                                                                                                                        1/2005 


