Invoice Invoice Date Reporting Period Invoice Amount
1565 10/26/2017 10/10/2017 to = 10/23/2017 $ 32.00
1582 11/9/2017 10/24/2017| to | 11/6/2017 $  44.88
1585 11/24/2017  11/7/2017 to | 11/20/2017|$ ~ 303.52
1604 12/7/2017 11/21/2017 to | 12/4/2017|$  1,512.35
1607|  12/21/2017|  12/5/2017 to ~ 12/18/2017 $ 17.37
_w?_af 1/4/2018 12/19/2017 to | 12/31/2017' $  1,583.69

- ) 2017 $ 3,493.81




HIDALGO COUNTY
Vendor: INDIGENT HEALTH Invoice #: 01565

Ph-aw a cy Report Period: 10/10/2017-10/23/2017 Invoice Date: 10/26/2017 ~

Payee/Remit Address: HEB Grocery Company
PO Box 202905

INVOICE Dallas, TX 75320-2905
Tax Id: 743010657

PLEASE RETURN ONE
COPY WITH PAYMENT

Name Cardlrl':'de' Stlgre NCPDP  Rx#  Fill Date w?ﬁ:zn Refill NDC NDC Description D‘;‘:e’::: . S'?;‘:jy A’S;’:"t

T 2515 00448 4507907 1195473 10/20/2017 10/20/2017 0 66862007701 CIPROFLOXACN TAB 500MG 14 7§ 835

72515 00448 4507907 1195476 10/20/2017 10/20/2017 0 45963053830 ONDANSETRON TAB 4MG 12 3 $ 802

- - 72515 00448 4507907 1195477 10/20/2017 10/20/2017 0 57237001405 TAMSULOSIN CAP 0.4MG 15 15§ 1563

Pa(/l W /D Count: 3
”ﬂ 5] 7 ? Lf RECEIVED Amount Due: $ (32.00

0CT 302017

H STVEES

datma Pty [ { Horan Sary
Waag0 Launly i (G HUman SevK

By submitting payment for the services received, I am certifying that (i) any service(s) listed have been rendered by me or by my
authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of
a material fact, may be prosecuted under applicable federal or state law.
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HIDALGO COUNTY

Vendor: INDIGENT HEALTH
Report Period: 10/24/2017-11/06/2017

Payee/Remit Address: HEB Grocery Company
PO Box 202905

Invoice #: 01582
Invoice Date: 11/09/2017

PLEASE RETURN ONE
COPY WITH PAYMENT

INVOICE Dallas, TX 75320-2905
Tax Id: 743010657
Cardholder Store . Date . -~ Quantity Days Amount
Name ) D D NCPDP Rx # Fill Date Written Retill NDC NDC Description Dispensed  Supply / Dk

v 014860 00421 4501765 933421 11/3/2017  9/6/2017 0 23155007101 METHIMAZOLE TAB 10MG v 30 30 Y§$ 14.40

7 014860 00421 4501765 933426 11/3/2017  1/5/2017 0 49884082610 METOPROL SUC TABSOMG ER (7 30 30 \//$ 24.08

- 39319 00421 4501765 932452 11/1/2017  11/1/2017 0 53746022010 METFORMIN TAB 1000MG 60 30 $ 6.40

Y 8 Count: 3
'_D /

o225 . Ceepived wliolzoi 3
Amount Due: ¥ 4488

Jau Dok

By submitting payment for the services received, I am certifying that (i) any service(s) listed have been rendered by me or by my
authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of
a material fact, may be prosecuted under applicable federal or state law.
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HIDALGO COUNTY

Vendor: INDIGENT HEALTH
Report Period: 11/07/2017-11/20/2017

Payee/Remit Address: HEB Grocery Company

Invoice #: 01585
Invoice Date: 11/24/2017

PO Box 202905 PLEASE RETURN ONE
INVOICE Dallas, TX 75320-2905 COPY WITH PAYMENT
Tax Id: 743010657

Name Cardholder ID s‘lg’e NCPDP  Rx#  Fill Date Wt:i:::n Refill NDC NDC Description D‘;‘;’:::d s?::;:y A';::"'
00448 4507907 1207727 11/21/2017 11/21/2017 0 65862042005 SMZ/TMP DS TAB 800-160 60 30 $ 1810
00448 4507907 1207729 11/21/2017 11/21/2017 0 57237001405 TAMSULOSIN CAP 0.4MG 180 90 $ 176.50
00448 4507907 1207730 11/21/2017 11/21/2017 0 60505257908 ATORVASTATIN TAB 20MG 90 9% $ 2435
00448 4507907 1202837 11/8/2017 11/8/2017 0 68462039610 OMEPRAZOLE CAP 20MG 30 30 § 506
00421 4501765 936878 11/14/2017 11/1/2017 0 56151146003 TRUE METRIX TES GLUCOSE 25 25  $  16.96

00421 4501765 936879 11/14/2017 11/1/2017 0 08214065727 INCONTROL MIS LANC 30G 100 100 $ 581
g 00421 4501765 934956 11/8/2017 11/2/2017 0 53746022010 METFORMIN TAB 1000MG 60 30§ 640
o 00421 4501765 936437 117132017 11/2/2017 0 68180098103 LISINOPRIL TAB 20MG 30 30 $ 505
00421 4501765 936523 11/13/2017 11/2/2017 0 60505257808 ATORVASTATIN TAB 10MG 30 30 $ o224
00421 4501765 935906 11/10/2017 11/10/2017 0 00591293201 CLINDAMYCIN CAP 300MG 30 8 $ 23.05
F'\/ B Count: 10

Boreh -0 Plue_

Amount Due: $ 303.52

By submitting payment for the services received, I am certifying that (i) any service(s) listed have been rendered by me or by my
authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of
a material fact, may be prosecuted under applicable federal or state law.
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PhaRimacy

HIDALGO COUNTY

Vendor: INDIGENT HEALTH
Report Period: 11/21/2017-12/04/2017

Payee/Remit Address: HEB Grocery Company

Invoice #: 01604
Invoice Date: 12/07/2017

PLEASE RETURN ONE

By submitting payment for the services received, T am certifying that (i) any service(s) listed have been rendered by me or by my

authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of

a material fact, may be prosecuted under applicable federal or state law.

PO Box 202905
INVOICE Dallas, TX 75320-2905 COFYWEITRAYIES
Tax Id: 743010657
Name c““’:;,“""” s'l‘l’)’e NCPDP  Rx#  Fill Date w[:;::n Refill  NDC NDC Description Dﬁ‘;’:::d sﬁ:ﬁy A'[';::"‘
72969 00421 4501765 942380 12/1/2017 11/6/2017 0 69097085512 NAPROXEN TAB 500MG 20 10 § 430
72969 00421 4501765 942381 12/3/2017 11/6/2017 0 68462055629 ALYACEN  TAB 7/7/7 28 28§ 2570
72969 00421 4501765 942382 12/1/2017 11/6/2017 O 406048410 APAP/CODEINE TAB 300-30MG 15 3§ 629
B 014860 00421 4501765 933421 12/32017 9/6/2017 1 23155007101 METHIMAZOLE TAB 10MG 30 30§ 14.40
72865 00421 4501765 942019 11/30/2017 11/30/2017 0 69097085512 NAPROXEN TAB 500MG 60 30 5 1090
72249 00172 4580141 1068686 11/28/2017 11/28/2017 0 6057762 JANUMET _ TAB 50-1000 60 30 $ 409.38
72249 00172 4580141 1068688 11/28/2017 11/28/2017 0 68180051202 LISINOPRIL TAB 2.5MG 30 30 $ 280
72249 00172 4580141 1068690 11/28/2017 11/28/2017 0 51672127502 CLOTRIMAZOLE CRE 1% 30 14§ 640
72248 00172 4580141 1068775 11/28/2017 11/28/2017 0 6057761 JANUMET _ TAB 50-1000 60 30 $ 40938
o b 72248 00172 4580141 1068777 11/28/2017 11/28/2017 0 68180051202 LISINOPRIL TAB 2.5MG 15 15§ 190
72248 00172 4580141 1068778 11/28/2017 11/28/2017 0 43547036050 LOSARTAN POT TAB 25MG 30 60 $ 505
70248 00172 4580141 1068779 11/30/2017 11/28/2017 0 4025752 XENICAL _ CAP 120MG 90 30§ 60270
- 72248 00172 4580141 1068789 11/28/2017 11/28/2017 0 60505016907 PRAVASTATIN TAB 20MG 30 30§ 13.15
Count: 13
Amount Due: $1,512.35

Pagelof1
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HIDALGO COUNTY P\é 15 Li Ue)

Vendor: INDIGENT HEALTH Invoice #: 01607
Report Period: 12/05/2017-12/18/2017 Invoice Date: 12/21/2017

Plﬁnacy

Payee/Remit Address: HEB Grocery Company PLEASE RETURN ONE

PO Box 202905
COPY WITH PAYMENT
INVOICE Dallas, TX 75320-2905
Tax Id: 743010657
oawid oI
Recuived _lo
Cardholder Store . Date : _— Quantity Days Amount
i : . f
Name D D NCPDP Rx # Fill Date Written Refill NDC NDC Description Dispensed Supply Due
39319 00421 4501765 943577 12/6/2017 12/6/2017 0 28155005701 GLYBURIDE TAB 2.5MG 30 30 $ 8.59
39319 00421 4501765 943579 12/6/2017 12/6/2017 0 60505257908 ATORVASTATIN TAB 20MG 30 30 $ 8.78
O
| (plo\elel
g Count: 2

Amount Due: $ 17.37

By submitting payment for the services received, I am certifying that (i) any service(s) listed have been rendered by me or by my
authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of
a material fact, may be prosecuted under applicable federal or state law. page 10f 1




(HEB)
PhaRimacy

HIDALGO COUNTY

Vendor: INDIGENT HEALTH
Report Period: 12/19/2017-01/01/2018

Payee/Remit Address: HEB Grocery Company

Invoice #: 01623
Invoice Date: 01/04/2018

PLEASE RETURN ONE
PO Box 202905
INVOICE Dallas, TX 75320-2905 LOPY:WITHIRAYIMENT
Tax Id: 743010657
Name Cardholder 1D s:‘;” NCPDP  Rx# Fill Date w':;::n Refil NDC NDC Description D?s‘;':"xd sﬂ‘p‘;’w A';E:“‘
00421 4501765 937809 12/28/2017 9/30/2017 0 68382001618 LEVOFLOXAGIN TAB 500MG 7 7 § 405
: 72362 00421 4501765 934956 12/29/2017 11/2/2017 1 53746022010 METFORMIN TAB 1000MG 60 30 $ 640
Ik 72922 00448 4507907 1221463 12/30/2017 8/29/2017 0 378027493 TAMOXIFEN TAB 20MG 30 30 0§ 3475
o - 72249 00172 4580141 1068686 12/27/2017 11/28/2017 1 00006057762 JANUMET TAB 50-1000 60 30 $ 44203
. 72701 00448 4507907 1219253 12/22/2017 12/22/2017 0 53489014605 SMZ/TMP DS TAB 800-160 20 10 $ 670
- 44168 00421 4501765 049300 12/22/2017 12/22/2017 0 00378181310 LEVOTHYROXIN TAB 125MCG 30 30 § 1543
57233 00421 4501765 948352 12/20/2017 9/22/2017 0 68180051703 LISINOPRIL TAB 40MG 30 30 § 505
57233 00421 4501765 948353 12/20/2017 10/25/2017 0 00093092606 LOVASTATIN TAB 10MG 30 30 § 480
. 57233 00421 4501765 948357 12/20/2017 9/22/2017 0 16714063301 ALENDRONATE TAB 70MG 4 28§ 490
) 72248 00172 4580141 1068775 12/27/2017 11/28/2017 1 00006057762 JANUMET  TAB 50-1000 60 30 § 44203
72248 00172 4580141 1068778 12/27/2017 11/28/2017 1 43547036050 LOSARTAN POT TAB 25MG 30 60 S 505
72248 00172 4580141 1068789 12/27/2017 11/28/2017 1 60505016907 PRAVASTATIN TAB 20MG 30 30 S 10.00
o B 72248 00172 4580141 1068779 12/29/2017 11/28/2017 1 4025752 XENICAL CAP 120MG 90 30 $ 602.70
Count: 13
Amount Due: $ 1,583.69

a material fact, may be prosecuted under applicable federal or state law.

By submitting payment for the services received, I am certifying that (i) any service(s) listed have been rendered by me or by my
authorized agent; (ii) all charges are correct; and (iii) I understand that any false claims, statements or documents, or concealment of
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