PHARMACY TECHNICIAN EDUCATION AND TRAINING PROGRAM

Experiential Site Survey Inspection


NAME/ADDRESS OF PRACTICE SITE: _______________________________________
                                                                         _______________________________________

                                                                         _______________________________________

PHARMACY SERVICES PROVIDED: 
	STERILE COMPOUNDING
	
	NON-STERILE COMPOUNDING
	
	AUTOMATED DISPENSING
	

	LONG-TERM CARE PACKAGING
	
	TECHNICIAN MEDICATION RECONCILIATION
	
	HOME-INFUSION SERVICES
	

	RETAIL DISPENSING TECHNOLOGY
	
	TECH-CHECK-TECH 
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Experiential Site Qualifications
	X

	Health System facility is accredited by appropriate accrediting agency


	

	Site complies with federal, state, and local laws, codes, statues, regulations, and licensing requirements
	

	Site Instructor has been given a copy of Preceptor Manual which indicates the opportunity that must be given to a student to practice a sufficiently wide range of activities to enable them to prepare for the experiential component of the program
	

	If experiential site coordinator has delegated training responsibilities, it is to experienced staff listed below
	

	Experiential site coordinator agrees to act as a liaison between sites and the program director to ensure that students receive the intended educational experience set forth by ASHP
	

	Experiential site coordinator agrees to submit evaluations on each student in a timely manner
	


Date of Site Visit & Signatures:

	Program Faculty Signature
	Experiential Site Coordinator Signature
	Date
	Advisory Board Approval Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Delegated Trainers at this Site:                                 Years Experience                 License #

______________________________________     _______________               _______________

______________________________________      _______________              _______________

______________________________________      _______________              _______________
Experiential Site Coordinator Information
Please type or print all information.
Date: ___________________________________ 

Name:__________________________________________________________________

Place of Employment and Position/ Title:______________________________________ 
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Pharmacy or Pharmacy Technician School attended:_______________________________
Year and Credential Received (e.g., certificate or degree): __________________________ 
State Credential Received if applicable: _________________________________________
Year when State license or registration was received:______________________________ 
State(s) in which licensed: ____________________________________________________ [image: image5.png]


 
Year of national certification by Pharmacy Technician Certification Board: ______________
ADVANCED STUDY College Location Years Attended Degree 

	College
	
	Location
	
	Years Attended
	
	Degree

	
	
	
	
	
	
	

	
	
	
	
	
	
	


ADVANCED TRAINING Institution Location Years 
	Institution
	
	Location
	
	Years

	
	
	
	
	

	
	
	
	
	


MEMBERSHIP IN NATIONAL/STATE PROFESSIONAL ASSOCIATIONS 
	ASSOCIATION

	DATE


		
		
		

	
	
	
	


EXPERIENCE as a PHARMACIST OR PHARMACY TECHNICIAN DURING THE PREVIOUS TEN YEARS 

	Hospital or Other Pharmacy
	
	Location
	
	Position & Title
	
	Dates

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


CONTRIBUTIONS TO ADVANCEMENT OF PHARMACY TECHNICIAN PRACTICE 

PUBLICATIONS 
	Title of Article
	
	Name of Journal
	
	Month & Year

	
	
	
	
	

	
	
	
	
	


CONTRIBUTIONS  (LOCAL, STATE, NATIONAL PRESENTATIONS; COMMUNITY INVOLVEMENT)

     Name of Presentation or Activity                               Location                                     Month & Year

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


SUPPLEMENTAL DATA:  Please use additional sheets if you want to submit other material pertinent to your record. 
