
MCR incorrect claim 
 

Contractor Code UPN/Barcode Descrip�on of item Date of claim Adjustment Required  
      

      

      

 

Signature…………………………………………………………………………………………………………… 

Date………………………………………………………………………………………………………………….. 

Please send completed form to 

Pharmacy Payments 

Email: Nss.psd-sgforms@nhs.scot  


