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Complete the entire form and submit it with any other required documentation directly to the
Office of the Professions at the address at the end of this form. Your signature on this form must
be made in the presence of a Notary Public.  

2. Pharmacist License Number

3. Birth Date Month Day Year 

4. Print Name Exactly As It Appears On Your Registration 

Last

First

Middle

5. Mailing Address (You must notify the Department promptly of any address or name changes.) 

Line 1

Line 2

Line 3

City

State Zip Code
Country/
Province

To practice collaborative drug therapy management in New York State, you must meet the requirements of Criteria 1 and 2 as well
as either Criteria 3 or 4.
Criteria 1: You must be licensed and currently registered to practice as a pharmacist in New York State. You must also be licensed to

practice pharmacy for a minimum duration of 2 years (PharmD or MS in Clinical Pharmacy) or 3 years (BS in Pharmacy). You
may be licensed in any state for the required time period.

Criteria 2: You must have a minimum of 1 year of clinical experience as a licensed pharmacist. A pharmacy practice residency may be used
to satisfy this requirement.* Clinical practice experience must have been attained in the last 3 years.

Criteria 3: Board Certification by an accreditation body approved by the Department. OR
Criteria 4: Completion of an accredited or accreditation-pending residency program*. 
*A pharmacy residency can not be used to satisfy both criteria 2 and 4. If a residency is used to meet criteria 2 you must also meet criteria 3
(board certification).

Criteria 1 - Mandatory

Highest pharmacy degree obtained: Pharm D/MS  or BS New York State pharmacist license number: ____________________  

Initial Licensure Date: ________ / ________ / ________ Registration expiration date: ________ / ________ / ________
mo.            day             yr. mo.            day             yr.

I have been actively practicing Collaborative Drug Therapy Management as part of the New York State Collaborative Drug Therapy
Management pilot program.  Yes*  No
I have been actively practicing Collaborative Drug Therapy Management in another jurisdiction.  Yes*  No
*An affirmative answer is not necessary to qualify to practice collaborative drug therapy management  (CDTM). If yes, submit
documentation (a letter signed by the applicant with the name of the state, time period and that you have been practicing CDTM is
sufficient). 

Criteria 2 - Mandatory
I have attached a detailed account of my clinical experience (including but not limited to: clinical activities performed, percentage of work
hours spent conducting such activities, the patient populations managed and other pertinent direct patient care activities.)  

Yes  No
I have attached a letter notarized by supervisor or practitioner collaborator substantiating my clinical experience Yes  No
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6. Telephone/E-Mail Address

Daytime phone

Area Code Phone
E-mail Address (please print clearly)
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Criteria 3

I have attached a copy of Certificate verifying Board certification Yes  No

Please provide the following information:

Date of initial certification  ________ / ________ / ________  Expiration Date  ________ / ________ / ________
mo.            day             yr. mo.            day             yr.

Certification ID number  ___________________ 

Name of the board certification body ______________________________________________________________________________

Address of the board certification body _____________________________________________________________________________

_____________________________________________________________________________________________________________

Criteria 4

I have attached a copy of Certificate of Completion for an Accredited Residency Program Yes  No

Please provide the following Information:

Name of address of institution where residency was conducted  _________________________________________________________

Date(s) of program  ____________________________________________________________________________________________

Residency Program Director:

Name ____________________________________________________________________________________________________

Telephone Number  _______________________  Email address  ____________________________________________________

Affidavit With Acknowledgment (Notarization required.)

Applicant: I declare and affirm that the statements made in this application, including accompanying documents, are true, complete and
correct.  I understand that any false or misleading information in, or in connection with, my application may be cause for denial or loss
of licensure and may result in criminal prosecution. This form must be signed and dated in the presence of a Notary Public.

Signature of the applicant ______________________________________________________________________________________

Date  ________ / ________ / ________
mo.           day              yr.

Notary

State of __________________________________________________ County of __________________________________________

On the ____________ day of ______________________ in the year __________ before me, the undersigned, personally appeared

_____________________________________________, personally known to me or proved to me on the basis of satisfactory evidence

to be the individual whose name is subscribed to this application and acknowledged to me that he/she executed the application and

swore that the statements made by him/her in the application and all supporting materials are true, complete, and correct.

Notary Public signature _________________________________________________________________________________________

Notary ID number _______________________________   

Expiration date __________ / __________ / __________ 
Month Day Year

Mail this form to:  New York State Education Department, Office of the Professions, Division of Professional Licensing Services,
State Board of Pharmacy, 89 Washington Avenue, Albany, NY 12234-1000. 
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Notary Stamp

Applicant Name


