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COMPOUND  CLAIM FORM      Fax Number: 1-800-408-1088






    PATIENT NAME  and  ADDRESS:

































































      *Both Numbers are required or form will be sent back










       *Both Numbers are required or form will be sent back


4.  PATIENT NUMBER:






                                                                               PROGRAM 






























Third Party Liability






5. RX INFORMATION:







































































































































6. Final dispensed product (check one)






Special Procedures Used


Prep Time

__IV bag-#____

__cream/ointment/gel/lotion/oral liquid



__Sterile Prep Area

__Syringe-#____

__capsule/lozenge/suppository/troche/tablet/powder


__Heating Product

_____min













__Specialized Equipment

7.  LIST ALL INGREDIENTS USED IN COMPOUND AND QUANTITY’S USED:                                                             For Office Use Only










         Pharmacy

   Unit Price                  Allowed

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________
____________________________

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________
 ___________________________

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________ 
  ___________________________

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________
  ___________________________

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________
  ___________________________

NDC_________-_________-______Drug Name__________________________ QTY_____________ PRICE___________
  ___________________________








    8. PROVIDER SIGNATURE                                                      9. DATE SIGNED



















PHARMACY NAME:








*2.   NABP#:





*3.   NPI#:














RX  NUMBER	




















O/R








 Prescriber dea / bndd #                Prescriber Name


	








Date Filled








Metric Qty





DAYS








Drug Name & Strength incl. Dosage form mfg




















N


D


C









































                                                            Other Coverage          Total Billed


				





Date Prescribed

























































































































































































        P.A. REQUIRED





































































































