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PATIENT PRESCRIPTION RECORD CORRECTION REQUEST 

Instructions:  

1. To begin the correction process, first contact the pharmacy directly to correct an error with your prescription
records. If your issue remains unresolved, submit this completed form following the instructions provided.

2. You will need information from your Prescription History Report to accurately complete this form. To obtain a
copy of your prescription records submit the Patient Prescription History Request Form (visit
www.doh.pa.gov/pdmp and click on “Patients”).

3. Provide the patient and prescription information requested below. All fields marked with an asterisk (*) are
required.

4. Return the signed request form with a photocopy of a valid government issued photo identification (U.S. driver’s
license, state identification card, or passport).

5. Mail or e-mail the completed form to:

Penn sylvania Prescription Drug Monitoring Program
ATTN: Patient Record Correction Request
625 Forster Street
Room 604
Health and Welfare Building
Harrisburg, PA 17120
Email:  ra-dh-pdmp@pa.gov

PA TIENT INFORM A TION 

* Fi rst  Name: Mi dd l e  Name: * L ast  Name : Suffi x :  

Al t e rnati ve  First  Name :  Mi dd l e  Init ial:  Mai de n  Name : 

* Ge nder: * DOB (MM/DD/YYY): * Type  of i dent ific ation provide d:

* CURRENT A DDRESS

* St re et : Apt /Uni t :  P O Box :  

* Ci t y: * St at e : * ZIP  Code:

* Te l e phone # : * E-Mai l :

Sr. Jr.

Other:

Male

Female

Other/
Prefer not to say

http://www.doh.pa.gov/PDMP
https://www.health.pa.gov/topics/Documents/Programs/PDMP/PAPDMP_Patient_Prescription_History_Request_Form.pdf
mailto:RA-DH-PDMP@pa.gov
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PRESCRIPTION INFORM A TION 

Note :  P rovid ing ac curat e and c omplete  informat ion  will min imize t he  proc essing time of your  re quest.  Use t he 
i n format ion from your  Pat ient P resc ri pt ion  History Report for  ide nt ifying t he  prescr iption numbers  in  error.  

* P re sc ri pt ion  Number(s): * Dat e  Writt en  (MM/DD/YYYY) * Dat e  Fi lled/Pic ke d-Up (MM/DD/YYYY)

* De t ai led  De scri pt ion  of the error :

Addi t i onal space  is availab le on  the next  page . I f more space i s ne ede d,  ple ase print and  inc lude another c opy of t h is 
page .  

Incorrect Medications Incorrect Quantity Incorrect Date Incorrect Patient Information Other

http://www.doh.pa.gov/PDMP
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A DDITIONA L  NOTES  

 

 

AGREEMENT  

By si gn i ng below,  I c ertify  all  in format ion is t rue and  correct  to  the best  of my knowledge .  The i nformation  I i ncl uded 
de sc r i be s an e rror  or e rrors identifie d i n t he P ennsylvan ia Presc ription  Drug Monitori ng P rogram  (P DMP ) Syst em . I  

unde rst and  that t hi s form may not  be processed  if i t i s inc omplete  or  if t he  de scr ipt ions are unc lear . I  unde rst and  that 

unsi gne d  forms wi ll not  be  proc essed. 
 

I  unde rstand  that a ll  in format ion  ente red  in  the P A PDMP  Syst em co me s from pharmaci es  or  pre scri bers who  d ispe nse 

c ont ro lle d subst anc e medicat ions  in  the Commonwe alth  of Pennsylvan ia. I  understand  t hat  the pharmac y or  di spenser  

must  c orrect  the in formation i n t he ir pharmacy  syste m and submit  a c orrec ted  record  t o t he P DMP.  I understand t hat  the 
P A De part ment  of He alth  will not  modify any data submit ted  to  t he P A P DMP  system.  

 

By si gn i ng below,  I gi ve  pe rmission t o t he  PDMP  Office  to  cont act  pharmaci es or d ispense rs on my behal f to  not ify t hem of 

t h i s e rror  and  request  that t hey i nvesti gate and submi t any nec essary c orre cti on s to  the P A P DMP  system . 

* Signature:  
 

* Date: 
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