
 

 

 

Name: First & Last Name Office Visit:  $15 
SSN: 000-00-0000  Emergency Room: $50 
Eff Date: MM-DD-YY  Urgent Care Facility: $15 
Group#: 
Group Name: 
Sponsor Name 
Coverage: Medical EMP/SP/CH 
Rx  Prescriptions Brand Copay: $5 Generic Copay: $5 
Pharmacist’s Help Desk: 800-XXX-XXXX 

(back) 

(front) 

Galaxy Health Network is your PPO. 
Your Provider should mail claims to the following address. 

 
In-Network Claims should be mailed to: 

Galaxy Health Network 
P.O. Box 201425 

Arlington, Texas 76006-1425 
 

Out of Network Claims should be mailed to: 
Company Name 

Department 
Mailing Address 

Sponsor/Organization Name 

SAMPLE 
 

“GALAXY Preferred Provider Organization” 
 

ID CARD 
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Name: First & Last Name Office Visit:  $15 
SSN: 000-00-0000  Emergency Room: $50 
Eff Date: MM-DD-YY  Urgent Care Facility: $15 
Group#: 
Group Name: 
Sponsor Name 
Coverage: Medical EMP/SP/CH 
Rx  Prescriptions Brand Copay: $5 Generic Copay: $5 
Pharmacist’s Help Desk: 800-XXX-XXXX 

(back) 

(front) 

This card is for identification purposes only. 
Hospital admissions must be pre-certified 48 hours to admission.  Notice of 
emergency admission must be made within 48 hours.  Failure to comply will reduce 
benefits. 
Important Telephone Numbers: 
24 Hour Automated Claim Info. Line XXX-XXX-XXXX 800-XXX-XXXX 
Claim Customer Service  XXX-XXX-XXXX 800-XXX-XXXX 
Claim Fax Line   XXX-XXX-XXXX 
Pre-Certifications   XXX-XXX-XXXX 800-XXX-XXXX 
Mail All Galaxy PPO Claims To: 
 GALAXY HEALTH NETWORK 
 P.O. BOX 201425, ARLINGTON, TX 76006-1425 
MAIL ALL OTHER CLAIMS TO: 
COMPANY NAME 
P.O. BOX 000000, CITY, STATE ZIP CODE 
 

TO IDENTIFY A PPO PROVIDER, CALL 800-975-3322 OR WEBSITE www.galaxyhealth.net 

Sponsor/Organization Name 
 

 
 

SAMPLE 
 

“GALAXY PREFERRED PROVIDER ORGANIZATION” 
 

ID CARD 



 

 

 

 
GROUP#: ____________ 
 
MEDICAL PLAN: ___________ 
 
MEMBER ID: _______________ 
 
PHYSICIAN’S OFFICE COPAY: $10 
PRE-CERTIFICATION REQUIRED FOR HOSPITAL ADMITTANCE 
PROVIDERS CALL:   800-XXX-XXXX EXT. XXXX 
BENEFITS:   800-XXX-XXXX 
PHARMACY ASSISTANCE:  800-XXX-XXXX 

Your plan requires certification prior to hospitalization for non-emergency 
admissions.  If an emergency occurs, go directly to the nearest hospital; 
certification must be made within 48 hours of emergency admission.  You or your 
family member must call 1-800-215-3272 for certification. 

*********************************************************************************** 
Please mail bills to 
GALAXY HEALTH NETWORK 
P.O. BOX 201425 
ARLINGTON , TX 76006-1425 
ATTN: CLAIMS DEPARTMENT 

*********************************************************************************** 
This card may be presented only at participating pharmacies for the purchase of 
drugs covered by you prescription drug program. 
This card is owned by BeneScript and is not transferable. 
 

THE UNAUTHORIZED OR FRAUDULENT USE OF THIS CARD TO OBTAIN PRESCRIPTION 

DRUGS IS PUNISHABLE BY LAW. 

(front) 

(back) 

SAMPLE 
 

“GALAXY PREFERRED PROVIDER ORGANIZATION” 
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Membership Card Issued to:
 
 
 

Member No. 000000000
 
 
      Issue Date: 
 

AABBCC  CCOOMMPPAANNYY,,  IINNCC..  

(front) 

(back) 

000000000 

000000000 

MM/DD/YY 

SAMPLE 
 

“GALAXY MEDICAL SAVINGS NETWORK” 
 

ID CARD 

PPrroovvii ddeerr  aanndd  MMeemmbbeerr  SSeerrvvii cceess  ccaall ll   11--880000--997755--33332222  ffoorr
MMeeddii ccaall   SSaavvii nnggss  CCaarrdd  ((MMSSCC))  DDeeppaarrttmmeenntt   

  

TThheesseess  bbeenneeffii ttss  aarree  nnoott  ii nnssuurraannccee..  

PPrroovviiddee rrss   OOnnllyy, Call 1-800-XXX-XXXX 
1) Enter the Member ID number 
2) Enter the provider ID number 
3) Enter the CPT -4 codes performed 
4) Collect the allowable fee from the patient 
This is a 100% co-pay plan. 
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