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Tamper Resistant Prescriptions Provider Compliance Referral Form 
 

Section 7002(b) of the Social Security Act states that payment shall not be made for “--- amounts expended for medical assistant for 
covered outpatient drugs (as defined in section 1972(k)(2) for which the prescription was executed in written (and non-electronic) 
form unless the prescription was executed on a tamper-resistant pad.”  This provision becomes effective on April 1, 2008 and applies 
to all outpatient drugs including over-the-counter drugs.  The law is applicable regardless of whether Medicaid is the primary or 
secondary payor of the prescription filled. 
 
Upon Request, MaineCare Services will provide educational interventions for those providers continuing to use non 
tamper-resistant prescription pads.  To request educational assistance, complete this form and fax it to The Office of 
MaineCare Services at the number listed below. Specific questions about this form should be directed to Beth Glidden or 
Tammy Sheehan at 1-866-796-2463. 
 

Please fax completed form to 1-207-287-8601. 
 

Submitting pharmacy should provide the following information for non-compliant prescribers 
 (* denotes required information) 

 
Prescriber Name * _______________________________________________________________________ 
 
DEA Number    *  _____________________________________  Phone (____)______________________ 
 
Address        _______________________________________________________________________ 
 
Prescriber Name * _______________________________________________________________________ 
 
DEA Number    *  _____________________________________  Phone (____)______________________ 
 
Address        _______________________________________________________________________ 
 
Prescriber Name * _______________________________________________________________________ 
 
DEA Number    *  _____________________________________  Phone (____)______________________ 
 
Address        _______________________________________________________________________ 
 
Prescriber Name * _______________________________________________________________________ 
 
DEA Number    *  _____________________________________  Phone (____)______________________ 
 
Address        _______________________________________________________________________ 
 
 
 
 
 
 
 

Submitting Pharmacy * ____________________________________________  Date ________________ 
 
 


