
G O V E RN M E N T O F T H E DIST RI C T O F C O L U M BI A 
Department of H ealth 

H ealth Regulation L icensing Administration 

 
 

DIST RI C T O F C O L U M BI A B O A RD O F PH A R M A C Y  
 

 
This form must be returned in a sealed envelope and hand delivered to the Department of Health, 

Health Regulation Licensing Administration by the applicant. 
 

SUPE R V ISE D PR A C T I C E T O B E C O MPL E T E D B Y SUPE R V ISO R F O R 
 L I C E NSUR E T R A NSF E R APPL I C A N TS 

 
T O T H E SUPE R V ISO R: This form must be completed if you are supervising an applicant for a 
Pharmacist license. The supervisor shall be fully responsible for the practice of an applicant during the 
period of supervision and shall be subject to disciplinary action by the Board for any violation of the Act 
by the applicant. The applicant can only work under supervised practice for one (6) months from the date 
of this form. Applicants must have an application on file to work under supervised practice. 

 
Supervisor s Name and license number (Please Print): 

 
 
 
 

Applicant s name: 
 
 
 
 

Location of supervisor (Facility Name): 
 
 

Brief description of applicant s duties and responsibilities: 
 
 
 
 
 
 
 
 
 
 

Signature of Supervisor Phone Number 
 
 
 

Date 

 

 
 
F O R O F F I C E USE O N L Y  

OFFICIAL SEAL 

 
Date Application Submitted:   

 
Date Supervision Will End:   

 
Date of Board Review:   

 
899 North Capitol Street NE, 2nd Floor Washington, D.C. 20002 (202) 724-4900 fax (202)-727-8471 
110225supervised_practice_form_reciprocity.doc  Rev. 2/11 


