
Mail Order Form
Member Name:______________________________________________________________________________
Member ID:_________________________________________________________________________________
Date of Birth:_ ______________________________________________________________________________

Ship To:____________________________________________________________________________________
Address:_ __________________________________________________________________________________
Apt./Room #:_______________________________________________________________________________
City:_______________________________________ State:________________________ Zip:______________
Phone: (_____ )______________________________________________________________________________
Alternate Contact:____________________________________________________________________________
Phone: (_____ )______________________________________________________________________________

Item #	 Description	 Qty	 Price	 Total	
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________
Total: 

Important Things to Remember

Detach Here

             Plan Name Quarterly OTC Allowance 

	 	

• You cannot use future allowance amounts when placing your order. However if you wish to use personal
funds for purchases that exceed your allowance, please call Fieldtex Products with your credit card 
information. Please note that neither Medicare or Health Choice will reimburse you for purchases above your 
quarterly allowance.

• Any unused portion of your quarterly allowance cannot be carried over to the following quarter.

Mail in your order form when you make your selection a, and it will be 
processed as soon as your next benefit period starts
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• Please allow 7 - 10 days for delivery of in-stock
items. You will be notified if an item is out of
stock and may take longer for delivery. If mailing
your order, please allow 1 week for mail delivery
to Fieldtex. Mail orders will be processed the
month in which they are received.

• If you receive a damaged item, call Fieldtex
Products immediately at 1-800-353-7763
(TTY Hearing Impaired: 711)
Monday - Friday 8:00 am to 5:00 pm. The item
will be exchanged for an identical item at no cost
to you. Please note that only damaged products
can be exchanged within 30 days of purchase, no
other returns are allowed.

• Products in the catalog should only be ordered for
the enrolled member.

• For any other questions, Health Choice
Generations is available 7 days week 8:00 am to
8:00 pm, by calling 1-800-656-8991 (TTY: 711).

Health Choice
Generations 
HMO OTC Benefit 
2017 Order Form

Ordering is Easy!

Simply choose one of the options below: 
Mail order form, call Toll Free 

or go online

1.  Be sure to have your Member ID number (found
on the front of your ID card).  You will need to
provide your Member ID number and your
birthdate to access your account.

2. 	Choose the items you would like and write the
number on your order form, or have them
available when you call or go online.

3. 	Total all the items, be sure to stay within your
available allowance.

Health Choice Generations HMO SNP is a 
coordinated care plan with a Medicare contract and 
a contract with the Arizona Medicaid Program.

Important Things to Remember

2017

www.Fieldtex-HealthChoiceAZ.com
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Health Choice Generations HMO SNP complies with 
applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national 
origin, age, disability, or sex. 
Health Choice Generations HMO SNP cumple con las 
leyes federales de derechos civiles aplicables y no 
discrimina por motivos de raza, color, nacionalidad, 
edad, discapacidad o sexo.
Health Choice Generations HMO SNP  bik’ehgo 
h0ji[‘9n7g77 bidadeeti’7g77 W11shindoon t’11 1t’4 
bil1’ashdla’ii bee b1 1dahaazt’i’7g77 bibee haz’32nii 
d00 doo ak’7j8’ nits1h1kees da d77 ninahj8’ a[‘33 
dadine’4, dine’4 bik1g7 1t’eh7g77, bin11hai’7g77, 
nazhnit[‘ago da, 47 doodaii’ asdz1n7 d00 din4 1t’eh7g77.
ATTENTION: If you speak English, language 
assistance services, free of charge, are available to 
you. Call 1-800-656-8991 (TTY: 711).
ATENCIÓN: si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística. Llame al 
1-800-656-8991 (TTY: 711).
D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné 
Bizaad, saad bee 1k1’1n7da’1wo’d66’, t’11 jiik’eh, 47 
n1 h0l=, koj8’ h0d77lnih 1-800-656-8991 (TTY:711)




