CLINICAL PHARMACIST PRACTITIONER

CHANGE OF STATUS FORM INSTRUCTIONS

FORMS MUST BE ORIGINAL—FAXED FORMS WILL NOT BE ACCEPTED
Submit all material to: N.C. Medical Board
PO Box 20007
Raleigh, NC  27619-0007
PLEASE PHOTOCOPY BLANK FORMS FOR FUTURE USE. Please complete the form in every detail and mail the original to the Medical Board. The form should be typewritten or neatly printed.  This form may be downloaded at www.ncbop.org.

Required materials to keep on file at CPP practice sites:

• CME documentation (see rule 21 NCAC 46.3101)
▪ Signed CPP Agreement with supervising physician
Suggested materials to keep on file at CPP practice sites:

• N.C. General Statutes governing clinical pharmacist practitioners (90-18.4)

• Regulations of the NC Board of Pharmacy and the NC Medical Board

• Change of Status Form acknowledgment document from the Medical Board
• Photocopy of annual registration application and certificate

• Photocopy of completed Change of Status form(s) submitted to the Board

• Photocopy of correspondence sent to and received from the Boards

• Blank Change of Status form and instructions for future use

The Change of Status form must be submitted listing your supervising physician. This form must be submitted whenever you add/change a practice site with a previously approved supervising physician. There is no fee required for the Change of Status form. Please notify the Board’s office in writing when employment has been terminated. Please include the name of the practice, practice address, name of the supervising physician and effective date.

**Please note that this form may be administratively approved.  
Additional practice sites: If you have additional practice sites to be listed following the Board’s acknowledgment of your initial CPP application, please use this form to submit a list of the additional sites including the practice name, address and the name of the supervising physician listed on your original CPP application form who will supervise your medical acts at the additional site(s).

Additional Supervisor – Previously Approved Site:  If you are requesting to add or change a supervisor at a previously approved site please complete Section B of this form and submit. 
CLINICAL PHARMACIST PRACTITIONER

CHANGE OF STATUS FORM

(Forms must be typewritten or neatly printed)
I.  PLEASE CHECK ALL THAT APPLY:

     ____Add new site, with same MD and same protocols (section A)

     ____Add/Change supervising physician at previously approved site (Section B)
II. CLINICAL PHARMACIST PRACTITIONER INFORMATION:
CPP full name: ______________________________________________________________

(first) 


(middle)

 (last)

Name Practice Site:___________________________________________________________

Practice address:______________________________________________________________
Practice phone#: (____)_____________ 
Home phone# (____)______________________

Practice fax#: (_____)_______________ 
Home fax# (​​​​​​​​_____)_______________________

Home address: _______________________________________________________________

Date of birth: __________________________
N.C. CPP approval # ________________
Preferred mailing address: _____ home   _____work

Preferred public address:  ______ home   ____work (will be listed on the internet)

County in which practice is located__________ County in which you live_______________

III. SUPERVISING PHYSICIAN INFORMATION:
 Supervising Physician name: __________________________________________________

Name of physician’s principle practice: __________________________________________

Practice address: ____________________________________________________________

Practice Phone# (_____)_______________ 
 N.C. Medical License # __________________
CLINICAL PHARMACIST PRACTITIONER

CHANGE OF STATUS FORM

A.
ADDITIONAL PRACTICE SITES LIST

Please list all practice sites where you will be functioning under the supervision of the supervising physician listed on this form.

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

B.
ADD/CHANGE SUPERVISING PHYSICIAN – PREVIOUSLY APPROVED SITE 

Complete the section below.  Please attach additional sheets if necessary.


___ Add Supervising Physician

___Remove Supervising Physician
 Supervising Physician name: _____________________________________________

Name of physician’s principle practice: _____________________________________

Practice address: _______________________________________________________

Practice Phone# (_____)_____________ 
N.C. Medical License # ______________

Physician Signature:_______________________________   Date _______________

**By signing this form, you attest that you have read the rules and regulations governing the practice of clinical pharmacist practitioners (21 NCAC 32T, a copy of which is located at www.ncmedboard.org).  You further attest that you have read the protocols for this CPP at this previously approved site and that you have initialed each page of those protocols.  

IV. 
CERTIFICATION OF UNDERSTANDING AND COMPLIANCE:

The undersigned have read this form and certify that the information contained herein is correct to the best of their knowledge.
The undersigned further certify that they have carefully read and understand the law and regulations regarding clinical pharmacist practitioners. The undersigned agree to fully comply with such statutes and regulations.
The undersigned physician accepts responsibility for the applicant’s conduct as a clinical pharmacist practitioner under the physician’s supervision and understands that conduct which violates the laws and regulations governing clinical pharmacist practitioners may subject the supervising physician to sanctions including suspension or revocation of the physician’s license to practice medicine in North Carolina.

____________


________________________________________________

Date 




Clinical Pharmacist Practitioner (original signature)

________________________________________________
Full Name Typed or Printed Legibly

____________


________________________________________________

Date 




 Supervising Physician (original signature)

________________________________________________

Full Name Typed or Printed Legibly
Revised 08/2010

