PRIVATE INSURANCE COMPLAINT GUIDELINES
Prescription Reimbursed Below Cost Research Request Form

This form is to be completed by the pharmacy and faxed directly to the GSPO office at (201) 712-1557.  This form can also be emailed to Complain@gspo.org.  GSPO will research the “underpaid” claim and correspond back to the pharmacy all findings upon completion of research.
----------------------------------------------------------------------------------------------
Date Faxed: ______________________________________________​
Pharmacy Name: __________________________________________

Contact Name: ____________________________________________
Pharmacy Phone: ________________  Fax: ____________________

NCPDP#: _________________________________________________
3rd Party/Processor (or bin #): _______________________________
Date Filled: _______________________________________________

Rx #:_____________________________________________________

Member ID #:_____________________________________________
Group #:_________________________________________________
Drug Name: ______________________________________________
NDC #: __________________________________________________
Quantity Dispensed: _______________________________________

Cost Approved By Plan: _______ Fee Approved By Plan: ________
Patient Copay: ____________   Total Amount Paid: ____________


Cost of Medication (pharmacy cost): __________________________

FOR OFFICE USE ONLY

Research completed by: _____________________________________

Date store notified: _________________________________________

