


 

  

 

  
 

 

Pharmacy Information (All fields required) 

Pharmacy Name: 

Address: City: State: Zip Code: 

NCPDP: NPI: DEA: 

Authorized Representative Information (All fields required) 

First Name: Last Name: 

Phone: Fax: Email: 

Preferred Contact Method: �Phone �Fax �Email 

By signing below, I acknowledge that I will comply with the Authorized Representative Responsibilities outlined on this form. 

Authorized Representative Signature: Date: 

Next Steps 

1. After completing and signing this form, please fax to 800-353-0987. 
2. Once this form is processed, you will receive instructions on submitting test transaction to the Sodium Oxybate REMS Program to 

ensure that your pharmacy management system has been successfully configured/updated to communicate with the Sodium 
Oxybate REMS Program. 

3. After successful completion of the test transactions, you will receive a pharmacy certification confirmation. Upon receipt, your 
pharmacy is certified and your pharmacy staff is now eligible to complete their training. 
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