

CUSTOMER QUESTIONNAIRE                      [image: Anda Distribution_logo]    
Fax completed form (pages 1 to 4) to 1-877-396-5751 or email: customerquestionnaire@andanet.com
Please provide 3-6 months of data for all products dispensed.

	[bookmark: _GoBack]Customer name
	

	DBA
	

	Address
	

	Phone number 	
	
	Fax number
	

	E-mail address
	

	Customer DEA registration #
	

	Pharmacy NCPDP #
	
	Pharmacy tax ID #
	

	Hours of operation   
	Monday-Friday:                                    Saturday:                               Sunday:              

	Name of pharmacist-in-charge
	

	Ownership type (check one)
	· Sole Proprietor     
· Corporation
· Partnership  
· Other  (explain)
____________________

	If corporation, state of incorporation:

	
	· 
	If corporation, Chief Executive Officer:

	Owner(s) name

	

	
	Owner’s DBA (doing business as), if any:

	Owner business address
	

	Owner phone number
	
	Fax number
	

	Owner e-mail address
	

	Number of years owner has operated pharmacy
	

	How many prescriptions
 are filled
	Daily:                                                  Monthly:

	What is the ratio of controlled substance orders vs. non-controlled substance orders?
	

	Please provide a list of names of all suppliers you intend to continue to use
	

	Please provide a list of names of all suppliers you have used within the last 24 months
	

	Attach and date photographs of customer location.
(2 of inside, including counter area and 2 of outside-front and back of location)

	QUESTIONS [continued on next  page]
	YES
	NO

	1) Does the Pharmacy offer a full assortment of sundries to its customers?
	· 
	· 

	2) Does the Pharmacy have security guards on premises?
If yes, state reason:
	· 
	· 

	3) Is the Owner a licensed pharmacist?
	· 
	· 

	4) Has the Owner ever had a DEA registration suspended or revoked? 
If yes, give details:
	· 
	· 

	5) Is the Pharmacy a member of any professional associations (NABP, NCPA, APHA, etc.)? 
If yes, provide name:
	· 
	· 

	6) Does the Pharmacy have any other certifications (VIPPS, etc.)? 
If yes, provide details:
	· 
	· 

	7) Does the Pharmacy have any other license/registration (wholesale, repackages, etc.)? 
If yes, provide copies.
	· 
	· 

	8) Is the Pharmacy a specialty pharmacy? 
If yes, please describe:
	· 
	· 

	9) Does the Pharmacy provide services for any specialty customers such as Long Term Health Care, Hospice Centers, Assisted Living Facilities? 
If yes, provide detail:
	· 
	· 

	10) Does the pharmacy fill prescriptions for Pain Management or other specialty practitioners (diet, oncology, etc.)?  
	· 
	· 

	a) Does the pharmacy perform any type of validation of these prescriptions? 
If yes, please describe:
	· 
	· 

	b) Please provide a listing of Pain Management Specialists
	
	

	11) Has the Pharmacy ever refused to fill prescriptions for a particular practitioner?
If yes, why? And Whom?
	· 
	· 

	12) Is the Pharmacy comfortable enough with the prescribing practices of all of the practitioners for which it fills prescriptions?
	· 
	· 

	13) Does the Pharmacy supply, order for, or sell to any practitioners or other pharmacies? 
If yes, why? And Whom?
	· 
	· 

	14) Is the Pharmacy a mail order pharmacy?
	· 
	· 

	QUESTIONS [continued]
	YES
	NO

	15) Does the Pharmacy fill prescriptions via the internet?
	· 
	· 

	a)  Is the Pharmacy registered with the DEA under the Ryan Haight Act?   
	· 
	· 

	16) Does the Pharmacy fill prescriptions for out of state customers?
	· 
	· 

	c) Approximately how many as a percentage are local prescriptions? __________%

	d) Does the Pharmacy report to all states that have prescription monitoring programs in which their customers reside and to whom they dispense?
	· 
	· 

	e) Is the Pharmacy licensed in all states for which it mails or fills prescriptions?
	· 
	· 

	17) Are there particular practitioners who constitute most of the prescriptions that are filled by the Pharmacy?  If yes, list the practitioners’ name and DEA:
	· 
	· 

	18) Does the Pharmacy have any exclusive contracts, agreements, arrangements, etc., with any particular practitioner, business group, etc.? If yes, explain those relationships or provide a copy of arrangement:
	· 
	· 

	19) Are prescriptions written by physicians located in the state in which the patient resides?
	· 
	· 

	20) Does the Pharmacy have a website? 
If yes, provide website name:
	· 
	· 

	21) Check the following manners of receiving business and provide what percentage of the total business it comprises:
	· Walk in          ______%
	· Fax                 ______%

	
	· Phone            ______%
	· Internet        ______%

	
	· Mail Order    ______%
	

	22) Check the following types of products and provide the approximate percentage of products you expect to purchase from ANDA?
	· OTC                                                                      ______%

	23) 
	· Non-Controlled Rx                                            ______%

	24) 
	· Controlled Substances                                     ______%

	25) 
	· Listed Chemicals                                                ______%

	26) Check the following types of products and provide the approximate percentage of products you expect to purchase from other suppliers?
	· OTC                                                                      ______%

	27) 
	· Non-Controlled Rx                                            ______%

	28) 
	· Controlled Substances                                     ______%

	29) 
	· Listed Chemicals                                                ______%

	30) Check the following types of payments the Pharmacy receives for products and provide the approximate percentage of total payments?
	· Insurance                                                            ______%

	31) 
	· Medicare/Medicaid                                         ______%

	32) 
	· Cash                                                                     ______%

	33) 
	· Other                                                                   ______%
If other, please provide:




I, as the Owner or [authorized representative or officer of the Company], do herby attest that ______________________________is aware of and complies with all laws and regulations enforced by the DEA and applicable State Authorities.  All policies and procedures are maintained to ensure the distribution of Controlled Substances and precursor chemicals are for legitimate medical purposes and Controlled Substances are not diverted or made available to illicit channels.  
Customer agrees to and understands that Anda, Inc and Anda Pharmaceuticals, Inc is required to report any instances of suspicious orders of controlled substances to the applicable local DEA Diversion field offices.  Anda reserves the right, at our sole discretion, in all cases to limit or eliminate sales of controlled substances to customers which it determines pose an issue of proper usage and/or adequate legal compliance.
Customer agrees to acknowledge his legal responsibility under 21CFR 1306.04 to ensure the proper prescribing and dispensing of controlled substances and to exercise due diligence to ensure compliance by its prescribers and patients with applicable laws and regulatory guidelines.  Customer agrees to exercise professional knowledge, expertise and stay informed of all such legal and regulatory guidelines.
Customer agrees and understands that Anda, Inc may provide a copy of this questionnaire to the DEA, other federal regulatory agencies, and any state regulatory agency where appropriate.
I declare under the penalty of perjury that the foregoing is true and correct.



Signature             _______________________________


Full Name            _______________________________

Title                       _______________________________

Date                      _______________________________
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