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INdiana Scheduled Prescription Electronic 

Collection & Tracking Program

Transmittal Form 
(For multiple locations use only)
Pharmacy Information:                                  
  
NCPDP #:                                     

NCPDP#:________________

NCPDP #:                                     

NCPDP#:________________

NCPDP #:                                     

Name:                                                            ___________        
 
Address:            _________                                                        
 
City:                                                                  ___                     
 
State:                                       Zip:                             
 
 Telephone:  ________                        Fax _________________________

Contact: _____________ ______        Email ________________________________
                     

Submission Period – From: ___ _____ ______    to: __________ ____
During the above time period, the pharmacy dispensed _________________ Prescription(s) of controlled substances II through V to the State of Indiana.

Mail to 

Controlled Substances Advisory Committee

ATTN: INSPECT Program

402 West Washington Street, Room W072

Indianapolis, IN 46204

FAX: 317.233.4236        

Email: inspect@pla.in.gov
(Please keep a copy of this form for your records and make copies for future use)
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