
KASPER Reporting Form Fax completed forms
with cover sheet to

RelayHealth 404-728-3205

Date Rx Filled: (MMDDYYYY) Dispenser's DEA Number:

Prescriber's DEA Number: Prescriber's NPI Number:

Patient ID Number: Patient Date of Birth: (MMDDYYYY)

Patient's First Name: Patient Last Name:

Patient Street Address:

Patient State: Patient Zip Code:

Prescription Number: NDC Number: Metric Quantity: Est. Days Supply:

2nd Prescription Number: 2nd NDC Number: 2nd Metric Quantity: 2nd Est. Days Supply:

Date Rx Filled: (MMDDYYYY) Dispenser's DEA Number:

Prescriber's DEA Number: Prescriber's NPI Number:

Patient ID Number: Patient Date of Birth: (MMDDYYYY)

Patient's First Name: Patient Last Name:

Patient Street Address:

Patient State: Patient Zip Code:

Prescription Number: NDC Number: Metric Quantity: Est. Days Supply:

2nd Prescription Number: 2nd NDC Number: 2nd Metric Quantity: 2nd Est. Days Supply:

PLEASE PRINT LEGIBLY FOR PROPER REPORTING


