
Pharmaceutical Manufacturer Contact Information Form 
 

 
Please designate one individual as the contact person for your company for the purposes of 

correspondence and notice for the Preferred Drug Program.  Manufacturers are responsible for 

updating contact information as needed. 

 

 

Company Name _________________________________________________ 

 

Contact Name _________________________________________________ 

 

Mailing Address _________________________________________________ 

 

 _________________________________________________ 

 

 _________________________________________________ 

 

Telephone # (           )  __________________________________ 

 

Fax # (           )  __________________________________ 

 

Email __________________________________________ 

 

Date Submitted __________________________________________   

 
NOTE: Submittal of this completed form authorizes future contact by email as the primary mode of contact 

from Alabama Medicaid regarding Pharmacy and Therapeutics (P&T) Committee information. 

 

 

 

Please type or print legibly and email the completed form to the 

Alabama Medicaid Clinical Contractor at 

clinicalcontractor@umassmed.edu. 

 
 

mailto:clinicalcontractor@umassmed.edu

