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APPLICATION FOR ACCREDITATION OR REACCREDITATION
OF A POSTGRADUATE YEAR ONE (PGY1) COMMUNITY PHARMACY RESIDENCY PROGRAM
[image: image1.png]
Please check one:
 FORMCHECKBOX 
 Initial Application

 FORMCHECKBOX 
 Reaccreditation

This form must be completed and submitted to ASHP's Accreditation Services Division at the time of application for accreditation or reaccreditation of a PGY1 community pharmacy residency program.

	Name of Organization: ___________________________________________________________________________

	Address:_______________________________________________________________________________________

	City/State/Zip:__________________________________________________________________________________

	Phone:  _______________________
	Fax:  ________________________



Terms and Informational Requirements
1.
The above organization is applying for ASHP accreditation/reaccreditation of a postgraduate year one (PGY1) community pharmacy residency program. This application form must be completed in full; signed by the residency program director and the program sponsor’s representative; and accepted by the ASHP Accreditation Services Division before any further actions will occur on the application.
2.
The organization named above accepts and understands the sole basis for accreditation/reaccreditation is the requirements in the currently effective ASHP Regulations on Accreditation of Pharmacy Residencies (Regulations), and the currently effective Accreditation Standard for Postgraduate Year One (PGY1) Community Pharmacy Residency Programs – Prepared jointly by the American Society of Health-System Pharmacists and the American Pharmacists Association (Standards). (See: http://www.ashp.org/s_ashp/cat1c.asp?CID=3531&DID=5558) All of these Regulations and Standards are incorporated by reference into this application form.
3.
To the best of our knowledge, the residency program of this organization for which accreditation/reaccreditation is being sought meets the requirements of the accreditation Regulations and Standards by which the residency program will be reviewed.
4.
The organization agrees and accepts that any and all decisions to award accreditation/reaccreditation to the residency program of the organization is contingent upon the residency program being in compliance with the relevant accreditation Regulations and Standards, as determined by the official ASHP survey and review process.
5.
All decisions to accredit or reaccredit a pharmacy residency program are determined solely through the ASHP Commission on Credentialing as authorized by the ASHP Board of Directors.
6.
The PGY1 community pharmacy residency program for which accreditation is being sought has been in existence for _____ years.

7.
This organization conducts other ASHP-accredited, preliminarily-accredited, candidate, or pre-candidate status residency programs.  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please list other programs: ____________________________________________________________________
8.
If application is for initial accreditation, the following are highly recommended prior to application or prior to the start of the first class of residents (highly recommended for all residency program directors):

a.
The residency program director for this residency attended an APhA “How to Develop a PGY1 Community 
Pharmacy Residency Program” seminar in (month/year) _________________

b.
The residency program director for this residency attended an ASHP "Applying for Accreditation – Finding the 
Pathway and Taking the Right Steps" discussion session in (month/year) _______________

c.
The residency program director for this residency attended an ASHP Residency Learning System (RLS) workshop 
for community pharmacy residency programs in (month/year) _________________

d.
The residency program director conducted an evaluation of this program using the applicable "Pre-survey 
Questionnaire and Self-Assessment Checklist" to see that the program meets the accreditation Standard and ASHP 
Best Practices in (month/year) _____________. (Submission of this document is not required until 45 days prior to 
site visit)

9.
This residency is conducted at:   FORMCHECKBOX 
 one site    FORMCHECKBOX 
 multiple sites (sites where residents spend greater than 25% of the program time). If multiple sites, how many? __________. Name of sites:____________________________________ 

_________________________________________ Distance in miles between sites?___________________________
10.
The last resident to complete this residency graduated (mo/yr) ________. Name:______________________________
11.
The current resident began this residency program (month/year):_______________________

How many residents currently? ________


List full names of current residents: __________________________________________________________________

_______________________________________________________________________________________________
Having read and understood the above application form, the Terms and Required Information, and the Regulations and applicable Standard for accreditation, the Organization agrees to the requirements outlined, and certifies that the responses provided in the application are correct and accurate.

	Residency Program Director’s Information:
	Information for Program Sponsor’s Representative:
(if College sponsored, Dean of College of Pharmacy):

	Name: ___________________________________________
	Name: __________________________________________

	Title: ____________________________________________
	Title: ___________________________________________

	Phone: ___________________________________________
	Phone: __________________________________________

	Fax: _____________________________________________
	E-mail: _________________________________________

	E-Mail:___________________________________________
Signature, Residency Program Director
	________________________________________________
Signature, Program Sponsor’s Representative
(If address is different from the Organization’s please supply.)


	
	DATE SUBMITTED: ______________________

	Information for Practice Site(s) Affiliated with this Residency Program: (If multiple sites are utilized, please use the attachment to provide the following information for each site.):
	ASHP Use Only:

	Name of Practice Site:_______________________________
	Program Code:

	Address:__________________________________________
	ID Number:

	City, State, Zip:____________________________________
	NMS Code:

	Phone:_______________________Fax:_________________
	Date Received:

	E-Mail___________________________________________
	

	_________________________________________________
Pharmacist-in Charge
	


Name of Organization: ____________________________________________________________________

Practice Sites Affiliated with this Residency Program:

(please provide information for each site)
Practice Site: _______________________________ Practice Site: ________________________________

Address: ___________________________________
  Address: ____________________________________

City, State, Zip: _____________________________
  City, State, Zip: ______________________________ 
Phone: ___________________ Fax: _____________
  Phone: ___________________ Fax: _______________

E-Mail: ____________________________________
  E-Mail: ____________________________________ 
__________________________________________
  __________________________________________

Pharmacist-in-Charge



  Pharmacist-in-Charge

Practice Site: _______________________________
  Practice Site: ________________________________

Address:  ___________________________________  Address: ____________________________________

City, State, Zip: _____________________________
  City, State, Zip: ______________________________

Phone: __________________ Fax: _____________
  Phone: ___________________ Fax:______________

E-Mail: ____________________________________
  E-Mail:_____________________________________

___________________________________________  ___________________________________________

Pharmacist-in-Charge



   Pharmacist-in-Charge

Practice Site: _______________________________
 Practice Site: ________________________________

Address: __________________________________
 Address : ___________________________________
City, State, Zip: _____________________________
 City, State, Zip: ______________________________

Phone: __________________ Fax: _____________
 Phone: __________________ Fax:_______________

E-Mail: ____________________________________ E-Mail:_____________________________________

__________________________________________
 ___________________________________________

Pharmacist-in-Charge



 Pharmacist-in-Charge

Screening Survey
To optimize the accreditation process, it is helpful to have an understanding of the general characteristics of a community pharmacy residency program prior to the submission of the pre-survey documentation and the on-site accreditation process. The following survey serves as a preliminary review to facilitate that process and determine the residency program’s focus in community pharmacy practice. For multi-site programs, please complete a survey for EACH primary residency training site.
______________________    ______________________          _________________________

Name of community pharmacy 
Name of primary preceptor


Name of current resident

1. What percentage of time does the resident spend in the following settings (at a sum total of 100%)?


(a)
______ % In the community pharmacy

(b)
______ % Other than the community pharmacy (e.g., school, ambulatory clinic, elective 


 rotations). Please specify: ___________________________________________
2. How many hours per week does the primary preceptor spend on-site precepting the resident in the following settings?


(a)
______ (hrs) In the community pharmacy


(b)
______ (hrs) Other than the community pharmacy (e.g., school, ambulatory clinic). 


Please specify: ____________________________________________________

3. Over the course of the residency year, what percentage of the resident’s time, if any, is dedicated to the following activities (at a sum total of 100%)?

(a)
______ % Direct patient care (e.g., disease state management, screenings)


(b)
______ % Program development (e.g., implementation, quality assessment)


(c)
______ % Practice management (e.g., marketing, public relations, finance)


(d)
______ % Patient-centered dispensing (e.g., patient counseling, recruit patients for 


 programs) 


(e)
______ % Teaching/training (e.g., didactic teaching, precepting, pharmacist training)


(f)
______ % Scholarly activity (e.g., contributions to literature, resident project, research)


(g)
______ % Organizational service (e.g., local or national associations, community 



 groups)


(h)
______ % Other, please specify: ___________________________________________

4. Where applicable, please select the most appropriate description of the direct patient care service(s) offered in the community practice setting that involve the resident and residency program.

(1 = in development, 2 = pilot program, 3 = established program).
(a) _______ Screening services (e.g., blood glucose, blood pressure, lipids)

(b) _______ Prevention services (e.g., immunizations)

(c) _______ Disease state management collaborative services (e.g., anticoagulation, diabetes)

(d) _______ Education programs (e.g., diabetes education)
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