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Store #: 02744 Register ID: 1
Cashier ID: 0 Approval ID: 0
Start ,6/09/2023 16:03 Start Transaction #: 0
DateTime:
.End 06/09/2023 23:59 End Transaction #: 999999999
DateTime:
Date: 06/09/2023 16:11
IQuantity[ Description l Price | Ext l TX I Action ] Non-resetts
REG #1 CSH #1658355 Trx #901270 06/09/2023 16:03 SFT #-9932
'R OPEN Norml 1X 0000
Code Ver>: 4.3.7 .0
INQUIRY:
810130
1 NED PHARMACY 11.54 334220
2281970
lags 609 014
00101189990047
2281970 Y1
P
e 1/ 18.49 18.49 13,342,
TCPA.END;Y;su
(cont ccess; N
<misc. text> P;D;D;D;D;D
SUBTOTAL: 30.03
TAX: 0D.00
TOTAL: 3003
:: PAID ON CREDIT 30.03 342,25
CREDIT CARD TYPE
VISACARL
CC SQURCE: CHIPCARD
REF. NO. 00355B
MKT BASKET STS 3H|
CUST SURVEY 0609160274401
cont) 709 3 5 248
<misc. text> 20230609;16:0
(cont) 3:49;-5;14;74
cont : 050

lcont )

(cont) :

file:///S:/RiteAidApps/Windows/SF/SFStoreSystems/IO/TemporaryPrintFiles/Journal View....

DA;SCSQ RX;M3
1041;7;5CsF_Y
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e?

CHANGE :
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PRACTITIONER DEA NUMBER

[T TTT

CGFFLICIAL NEW YORK STATE PRESCRIPTICR .‘«;E

.
F fac dof 652112021 N

v

{1 ROBERT F CARLUCCI PA “0 MOHAMMED N IMAM MD

LIC: 008196 NPI: 1386603405 DEA: MC1847966 LIC: 285039 NPI: 1407892237 DEA: BIBATA340
) FRANK M ROSELL MD (J GEORGE VARGHESE RPA-C

LIC: 199001 NPE: 1386628204 DEA: BR6739962 LIC: 012274 NPI: 1801078547 DEA: MV1892985

LI ALEXA K NASTI FNP

LIC: 341039 NPI: 1609303403 DEA: MS4324478 LIC: 343965 NPI: 1952869539 DEA: MN5182578

DESIREE C WEST NP

LIC: 220150 NPI: 1003851379 DEA: BS9348459 LIC: 343506 NPI: 1194343491 DEA: MWB078807

STATEN ISLAND UNIVERISTY HOSPITAL 475 SEAVIEW AVENUE STATEN ISLAND, NY 10305 (718) 226-6210

Do8. 12]1]7953

Address

PatientName&lammniJ9U+fY ; A oqr b 4"

011
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R,

[]
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(eontrolied subslances only)
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OFFICIAL NEW YORK STATE PRESCRIPTION (el ”

4

1 ROBERT F CARLUCCI PA * LI MOHAMMED N IMAM MD

LIC: 008196 NPI: 1386603405 DEA: MC1847966 LIC: 285039 NPI: 1407892292 DEA: BI6474340
0 FRANK M ROSELL MD ] GEORGE VARGHESE RPA-C

LIC: 199001 NPI: 1386628204 DEA: BR6739962 LIC: 012274 NPI: 1801078647 DEA: MV1892085
0 BLERTA SAIPI NP I ALEXA K NASTI FNP

LIC: 341039 NPI: 1609303403 DEA: MS4324478 LIC: 343965 NPI: 1952869539 DEA: MN5182578
0 ROHIT B SHAHANI MD DESIREE C WEST NP

LIC: 220150 NPI: 1003851379 DEA: BS9348459 LIC: 343506 NPI: 1194343491 DEA: MWG078807

STATEN ISLAND UNIVERISTY HOSPITAL 475 SEAVIEW AVENUE STATEN ISLAND, NY 10305 (718) 226-621

PRACTITIONER DEA NUMBER $OB: J&/’/‘, 953
LI LI
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£

Patient Name E’ammn IJ oU ’ff’% i F]Daq)&é‘ah
Address __

Sex
City . State Zip_ Age M[F
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MAXIMUM DAILY DOSE

- (comrubed subslances only,

Prescriber Signature X

THIS PRESCRIPTION WILL BE FIELED GENERICALLY UNLESS PRESCRIBER WRITES ‘daw' IN THE BOX BELOW
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Store #02744

2271 RICHMOND AVE

STATEN ISLAND, NY 10314
(713 698-0500

Beﬂ-stwr #2 Transaction #1467449
Casihv er #27443052 F£/09/23 4:10PM

1 SCANNED PHARMACY 11.54 H
Rx #2281970

1 Items Subtotal $11.54
Tax $.00
N Total  $11.54
wVISA SALEx $11.54
VISA card = #XXXKXXXXXKXXX9779
App # AUTO

Ref # 00937t
Entry Method: Chip

Application Label: CAPITAL ONE VISA
AID: A0000000031010

TVR: 0000008000

TSI: E800

AC: 00%3ASFF1DAEDSAC

ARC: 00

Tendered $11.54
Cash Change $.00

Welcome to Rite Aid Rewards!

Members, login or create your digital
ac-ount at RiteAid.com/rewards to convert
your points into Bonus Cash.
not a Member? Sion up and create your
diy tal account at RiteAid.com/rewards and
start earning points!

THANK YOU FOR SHOPPING AT Rite Aid
You were served by DEANA today.

LT

H - Health FSA =
Health FSA penefit total 11.54

x The health FSA berefit total includes
itens that may be eligible for reimbursement
from a participating FSA (Flexible Spending
Accaunt) health plan. Contact your plan
adninistrator for details.

U TIE.  SAVE HASSLE.  SAVE TREES.

Say yes to receipt by email on your next purchase.

XY KUK E KKK TR KN AXKAKKKKKFARAXKKKXKXKK

We want to hear about your
shopping experience.

“ell us by eﬂte'i?g the code below.
Wecare.riteaid. con
0609 1602 7440 2491

See reverce for details.

KKP KUKR !KX!X‘KXX‘.{KX#AX)‘ﬁ’(***'ﬁ"’(t!"'ﬁx***i!t****

BerusCash is automatically deposited into a
nanber's account for use in-store or at
riteaid.com upon sutmission of a reguest to
~orvert points, whether manually or Dy
selaction of automated conversion of points,
and expires 30 days from the date of
deposit.

KKD HUKKETHEKKAKXKK XX KX AKX ALK AKX KKK X




