KASPER Reporting Form Fax completed forms

with cover sheet to
RelayHealth 404-728-3205

I NOAnnn00n
Dete Rx Filed: (MNIDDYTYY) Dispensers DEA Rumber.
L[]
Presorbers DEANUMDer. _  PresorbersNRINumber
Fagen D Number. ~ — — ~ — — — — —— — — — "~ afen(Dae orBimh (MNDDYYYY)
L[] ]
Patients FistRame:  — — — — — — — —  FajenTasiNames  _ _ — — — — —
i UHHOoUOoootoooutoooe

Patient Street Address:

%

Patient State: Patient Zip_Co?e:
| JHEDOULEDO Doood g
HOUO0 JOpdOE0OOOELE
Prescr|pt|on Number: NDC Number: - - . Metric Quantity: Est. Days Supply:
\ \\
HUoOL OhdbdRadoooadn ooood o
2nd P Prescription Number:  2nd NDC Number: 2nd Metric Quantity: 2nd Est. Days Supply:
Date R Filed: (MMDDYYYY) E@@@@@@@DD
Prescribers DEANumber. — Prescribers NI Number-
PatientD Number. — — — — — — — — —— — — — " PaieniDale of Birth: (MNDDYYYY)
Patients First Name: _ — — — — — — — — E@@@ﬁﬁZZZZZZZZ
Patient Street Address: -

iatient State: Patient _Zip_CoEe - -
\ \
00000 0QOpOREDO00R0D dpody g
Prescr|pt|on Number: NDC Numb_er:_ - - . Metric Quantity: Est. Days Supply:
| mU0 Joido oo
0 [
2nd P Prescription Number:  2nd NDC Number: 2nd Metric Quantity: 2nd Est. Days Supply:

PLEASE PRINT LEGIBLY FOR PROPER REPORTING



