
DMAP 1480 (11/08)

EDS Signature__________________________________________________________________________

 Fax to: 1-888-346-0178

Provider’s Name __________________________________________________

Provider’s Phone _________________________

Drug Name _____________________________________________________________________________

 To: Oregon Pharmacy Call Center  Date _______________________________

Provider’s Fax ____________________________

Provider’s NPI# ________________________________

Provider Contact __________________________________________________

(Strength and Dosage Form)

EDS Response Date _ ______________________________

EDS Response 

OMAC Dispute Resolution 
and Research Request

r Approve r Deny

NDC# ________________________________________________

Client ID# ______________________________

RX# ____________________________________

Price for Drug _________________

Comments ______________________________________________________________________________

_________________________________________________________________________________________
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