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NOVA SCOTIA

NOVA SCOTIA MEDICAL SERVICES INSURANCE

Nova Scotia Pharmacare Programs
Prescription Reimbursement Claim Form

Patient Information

Last Name First Name
Health Card Number Daytime Phone number
Mailing Address City Province | Postal Code

Reimbursement Information

Please attach a copy of one of the following:
|:| Medical expense report from your pharmacy
or

|:| Official prescription receipt(s) from your pharmacy
e Please send in a copy of your receipt(s) as we are unable to return your original receipt(s).
e Please note cash register receipts cannot be accepted.

Your medical expense report or copy of your official prescription receipt(s) must include the following
information:

Pharmacy name

Patient name

Drug name

Drug identification number (DIN)
Quantity dispensed

Prescription numbers (RX)
Physician’s name

Were your prescriptions filled outside of Nova Scotia? O Yes O No

If yes, so that your prescriptions can be considered for reimbursement, please provide the reason they were
filled outside of Nova Scotia.

Requests for reimbursement must be submitted to the Nova Scotia Pharmacare Programs within 6 months
of the date your prescription was dispensed.

| certify that the information given on this form is accurate.

Signature Date
Submit Your Form (Signature not required if submitting through your MSI online account)
Online: By mail: By fax:
https://novascotia.ca/dhw- Nova Scotia Pharmacare Programs 902-468-9402
pharmacare-20 PO Box 500

Halifax NS B3J 2S1
For questions, please call 902-496-7001 or 1-800-305-5026 (toll-free in Canada)

The personal health information submitted above is protected by the Personal Health Information Act and is only collected, used, retained, and disclosed to process your
request unless otherwise authorized by the legislation or with your express consent. This information is collected under the authority of the Health Services and Insurance
Act, or the Fair Drug Pricing Act to administer Nova Scotia’s health insurance and drug programs.
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