Date:

NS PHARMACARE PROGRAMS - REQUEST FOR ADJUSTMENTS

NUMBER:

PHARMACY NAME:

REASON FOR ADJUSTMENT

PAYMENT STATEMENT DATE:

PHARMACARE REPLY

CLAIM NUMBER:

REFERENCE NUMBER:

HEALTH CARD NUMBER:

RX NUMBER:

DATE RX DISPENSED:

CO-PAY CHARGED:

PAYMENT STATEMENT DATE: REASONFOR ADIUSTMENT

PHARMACARE REPLY

CLAIM NUMBER:

REFERENCE NUMBER:

HEALTH CARD NUMBER:

RX NUMBER:

DATE RX DISPENSED:

CO-PAY CHARGED:

PAYMENT STATEMENT DATE: REASON FOR ADJUSTMENT

PHARMACARE REPLY

CLAIM NUMBER:

REFERENCE NUMBER:

HEALTH CARD NUMBER:

RX NUMBER:

DATE RX DISPENSED:

CO-PAY CHARGED:

PAYMENT STATEMENT DATE: REASONFOR ADJUS NT

PHARMACARE REPLY

CLAIM NUMBER:

REFERENCE NUMBER:

HEALTH CARD NUMBER:

RX NUMBER:

DATE RX DISPENSED:

CO-PAY CHARGED:




