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GETTING STARTED  

The following is intended to be a general description of your prescription drug ben-

efit program.  The Master Policy shall dictate all terms, limitations and other condi-

tions pertaining to this plan.  Additional information and useful links regarding your 

plan can be found at www.BollingerDrugCard.com. 

YOUR CO-PAYMENTS 

Retail Brand  Medication $18.00  

Retail Generic Medication $8.00 

Mail Order (90 day supply) $8.00 

PHARMACY NETWORK 

CVS Caremark serves as your national pharmacy benefit network.  Its  national   

network of over 65,000 participating pharmacies ensures that there is a location 

near your home or work.  Go to www.Caremark.com for more information or to 

locate a pharmacy near you.  

RETAIL DISPENSING LIMIT 

You may receive a 90 day supply for one co-payment at the retail pharmacy.  

SPECIALTY PHARMACY 

CVS Caremark’s network of fourteen specialty pharmacies nationwide serves     

patients who require complex drug therapies to treat a number of conditions such as 

cancer or multiple sclerosis. These medications are typically delivered to you 

through the mail and your retail co-payment applies.  Learn more by visiting 

www.CVSCaremarkSpecialtyRx.com 

DEPENDENT ELIGIBILITY 

All eligible children are covered until their 26th birthday. Dependent children may 

be eligible for coverage up to age 31 under the New Jersey Dependent Under Age 

31 election.  Please refer to http://www.state.nj.us/dobi/division_consumers/

du31.html for eligibility requirements and additional information. 

Annual Maximum Out-of-Pocket Benefit per Member is $2,500.00 or per Family $5,000.00.  

After Maximum is reached the co-payment is $0. 

http://www.BollingerDrugCard.com


ID CARD 

You will initially receive either one or two ID cards depending upon your tier of  

coverage  You may request additional cards at no extra cost.  Contact Customer    

Service at 800-526-1379 x-8019.  Be certain your pharmacist updates your record 

with the information from your card.  

ASK FOR GENERICS 

Each time you fill a prescription you can save money by asking for a generic      

medication.  Ask your doctor to consider prescribing a generic or permitting the sub-

stitution of a generic for a brand whenever possible.  

COVERED DRUGS 

 Legend Drugs  

 Insulin 

 Disposable insulin needles/syringe 

 Disposable blood/urine glucose/acetone testing agents  

(e.g. Chemstrips, Clinitest tablets, Diastix Strips and  Tes Tape). 

 Blood Glucose Monitors. 

 Infertility Medication 

 Lancets. 

 Tretinoin topical (e.g. Retin-A) for individuals through the age of 25 years. 

 Compound Medication of which at least one ingredient is a legend drug. 

 Any other drug which under the applicable state law may only be dispensed 

upon the written prescription of a physician or other lawful prescriber. 

 Legend Female Contraceptives. 
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MAIL ORDER SERVICE 

If you take maintenance medication on a regular basis you may wish to fill your          

prescriptions through Caremark’s mail order pharmacy.  You may obtain up to a         

90 day supply of your medication for one co-payment and you will save both time 

and money because the medications are delivered right to your door.  Signing up is 

simple at www.Caremark.com. You may also use the FastStart program to get things 

started. Sign in and register at www.Caremark.com or call toll free 800-875-0867 

Monday through Friday 8 AM – 8 PM EST. Have your plan information, doctor’s 

name and phone number, and list of medications available when you call.  

http://www.Caremark.com
http://www.Caremark.com


EXCLUSIONS 

Eligible Expense will not include, and no payment will be made under this policy for: 

 

1. Anti-wrinkle agents (e.g. Renova). 

2. Dermatologicals, hair growth stimulants or removal medications. 

3. Growth Hormones (Prior Authorization Required).  

4. Immunization agents, blood or blood plasma. 

5. Non-legend drugs other than insulin. 

6. Tretinoin topical (e.g. Retin-A) for individuals 26 years of age or older. 

7. Therapeutic devices or appliances, including needles, syringes, support garments, 

and other non-medical substances, regardless of intended use, except those listed 

on previous page. 

8. Charges for the administration or injection of any drug. 

9. Drugs labeled “Caution-limited by federal law to investigational use”, or experi-

mental drugs, even though a charge is made to the individual. 

10. Medication which is to be taken by or administered to an individual, in whole or 

in part, while he or she is a patient in a licensed hospital, rest home, sanitarium, 

extended care facility, convalescent hospital, nursing home or similar institution 

which operates on its premises, or allows to be operated on its premises, a facility 

for dispensing pharmaceuticals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

THIS BROCHURE IS INTENDED AS A GENERAL SUMMARY OF THE    

INSURANCE BENEFITS. The Master Policy contains all of the provisions,          

limitations, exclusions and qualifications of your insurance benefits, some of which may 

not be included in this Brochure. If any discrepancy exists between the Brochure and 

the Master Policy, the Master Policy will govern and control terms and conditions. 


