In accordance with Tenn. Comp. R. & Regs. 0780-01-95-.10(1)(b), please accept this certification as my official attestation and notification that the pharmacy/pharmacies below fill less than 65,000 prescriptions per year and is therefore qualified as a low-volume pharmacy. 
Pharmacy name:  ______________________________________________________________ 
Pharmacy Address: ____________________________________________________________ 
Pharmacy Phone Number: ______________________________________________________ 
NPI:  __________________________________________________________________________ 
NCPDP: _______________________________________________________________________ 
Prescription volume from July 1, 2024 to June 30, 2025: ___________________________ 
 
Attached is a report from the pharmacy’s record management system that shows the summary of claims volume from July 1, 2024 to June 30, 2025, as evidence.  
_____ [initial] The pharmacy is aware that this form is only valid for the 2026 calendar year. 
This certification is true and accurate to the best of my knowledge as the individual filling out the certification form on behalf of this pharmacy. 
 
 
_____________________________________                      _____________________ 
Signature 						   Date 
 
_____________________________________                      _____________________ 
Print Name						  Title 

