SASKATCHEWAN 700 - 4010 Pasqua Street
Regina SK e S4S 7B9

COLLEGE OF Ph: 306-584-2292
Fax: 306-584-9695
PHARMACISTS Email: info@saskpharm.ca

PROPRIETARY PHARMACY PERMIT APPLICATION

(Pursuant to Sections 19 and 20, The Pharmacy Act, 1996)

This application must be completed by the licensed pharmacist who is the manager of the pharmacy for which
the permit is being applied for.

(Please Print)
APPLICATION FOR:
O Permit Renewal O New Pharmacy O Pharmacy Manager Change O Pharmacy Name Change
O Relocation O Renovation

O Corporate Share Purchase Completion/Change Date:

PHARMACY IDENTIFICATION
Primary Pharmacy Trade Name:
Mailing Address:
City/Town: Prov: PC:
Phone #: Fax #: Email:

Pharmacy Location Address: (As above O) or

PROPRIETOR IDENTIFICATION
Proprietor (Corporate Name):
Proprietor (Mailing) Address:
Street: City: Prov: PC:

In order to verify the corporate information and status of applicants for Proprietary Pharmacy Permits,
including compliance with Section 19 of The Pharmacy Act, 1996, in processing this application the College
will access public record information filed with Saskatchewan Justice Corporations Branch, Corporate Registry.

PHARMACY HOURS Operating Lock and Leave? IS O Yes O No
Pharmacy Hours of Operation Hours Entire Premises Open To Public
From To From To
Sunday
Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Pharmacy Open For Lunch O Yes Time____ O No Premises Open For Lunch O Yes O No
Stat Holidays O Open O Closed Stat Holidays Stat Holidays O Open O Closed
Stat Hours Stat Holidays Stat Hours
(" Office Use Pharmacy # Pharmacy Type: Approved A
\Database __ RHA___ EPC___ Directors ___  Deposit # Receipt # Approval Date )




INTERNET
Pharmacy offers pharmacy services via the Internet? O Yes O No
EPC
Pharmacy offers Emergency Post-Coital Contraception Services? O Yes O No
PHARMACY STAFF
Pharmacist Manager Member #
Pharmacists Practising at this Site Member # Pharmacists Practising at this Site Member #
ADDITIONAL NAMES ON ATTACHED SHEET
PAYMENT OPTIONS
Fee $ O Visa O MasterCard O Cheque
L e e el
Credit Card Number Expiry Date
(Month/Year)
Authorization Signature Print Cardholder Name
CHEQUES MADE PAYABLE TO: Saskatchewan College of Pharmacists
DECLARATION
|, the undersigned, do hereby declare the proprietor named herein has authorized me to submit this application.
| hereby certify that the pharmacy will be conducted in accordance with The Pharmacy Act, 1996 and Bylaws
of the Saskatchewan College of Pharmacists, and other legislation governing the sale of drugs. | also declare
that | will not, without the further express approval of the College, allow, or provide for, the shipment of drugs from
the pharmacy by mail, courier, or otherwise, in circumstances where the Internet is used directly or indirectly as a
means to promote the pharmacy’s services. | acknowledge that any false declaration made herein will invalidate my
proprietary pharmacy permit. | declare that, if | submit this application electronically, that the insertion of my name,
member # and date below is equivalent to affixing my signature.
Print Pharmacy Manager Name Signature of Pharmacy Manager
Member # Date of Application (MM/DD/YY)

PLEASE ENSURE THAT YOU HAVE COMPLETED THE ENTIRE APPLICATION FORM



