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All applicants must hold a current Florida Pharmacist license that is active and in good standing. 

 
Pharmacist Collaborative Practice Certification  
 
 
 
 
 

 
1. PERSONAL INFORMATION 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Application for Pharmacist Collaborative 
Practice Certification  

Board of Pharmacy 
P.O. Box 6330 

Tallahassee, FL 32314-6330 
Fax: (850) 921-5389 

Email: info@floridaspharmacy.gov

Prior to providing services under a collaborative pharmacy practice agreement, a pharmacist must be certified by the board. Additionally, 
a pharmacist must enter into a written agreement with a phycisian licensed under Chapter 458 or Chapter 459, Florida Statutes, in which 
a collaborating physician authorizes a pharmacist to provide specified patient care services for chronic health conditions. Please refer to 
section 465.1865, Florida Statutes, prior to submitting your application.   

Name: ___________________________________________________________________   Date of Birth: ____________ 
 Last/Surname   First   Middle       MM/DD/YYYY 
      
Mailing Address: (This address is where mail and your certification will be sent)      
  

 
___________________________________________________  _______  ______________________________ 
Street/P.O. Box       Apt. No.     City  
 
________________________________ ________  ___________________ _____________________________ 
State     ZIP       Country         Home/Cell Telephone (Input without dashes) 
 
Physical Location: (Required if mailing address is a P.O. Box – this address will be posted on the Department of Health’s website)  
 
___________________________________________________  _______  ______________________________ 
Street        Apt. No.     City  
 
________________________________ ________  ___________________ _____________________________ 
State     ZIP       Country         Business Telephone (Input without dashes) 

Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the 
line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email 
address with the board office. 

� Yes � No Email Address: _____________________________________________________

Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records 
request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing.
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All applicants must hold a current Florida Pharmacist license that is active and in good standing. 

 
Pharmacist Test and Treat Certification  
 
 
 
 
 

 
1. PERSONAL INFORMATION 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pharmacist Test and Treat  
Certification Application  

Board of Pharmacy 
P.O. Box 6330 

Tallahassee, FL 32314-6330 
Fax: (850) 921-5389 

Email: info@floridaspharmacy.gov

Prior to testing or screening for and treating minor, nonchronic health condidtions under a written protocol, a pharmacist must be certified 
by the board. Additionally, a pharmacist must practice within the framework of a written protocol with a supervising physician licensed 
under Chapter 458, Florida Statutes, or Chapter 459, Florida Statutes. Please refer to Section 465.1895, Florida Statutes, prior to 
submitting your application.   

Name: ___________________________________________________________________   Date of Birth: ____________ 
 Last/Surname   First   Middle       MM/DD/YYYY 
      
Mailing Address: (This address is where mail and your certification should be sent)     
   

 
___________________________________________________  _______  ______________________________ 
Street/P.O. Box       Apt. No.     City  
 
________________________________ ________  ___________________ _____________________________ 
State     ZIP       Country         Home/Cell Telephone (Input without dashes) 
 
 
Physical Location: (Required if mailing address is a P.O. Box – this address will be posted on the Department of Health’s website)  
 
___________________________________________________  _______  ______________________________ 
Street        Apt. No.     City  
 
________________________________ ________  ___________________ _____________________________ 
State     ZIP       Country         Business Telephone (Input without dashes) 
 

Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the 
line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email 
address with the board office. 

� Yes   � No  Email Address: _____________________________________________________

Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records 
request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing.




















