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DRU G M A NU F A C T U R E A ND DIST RIB U T I O N 
L I C E NSUR E/R E G IST R A T I O N APPL I C A T I O N 

 
RETURN THIS COMPLETED APPLICATION AND FEE TO THE DEPARTMENT OF HEALTH. MAKE CHECK OR MONEY ORDER 
PAYABLE TO D.C. TREASURER. 

 
 
 

C H E C K O N E : 
[  ] MANUFACTURER [  ] REPACKAGER  [   ] WHOLESALER [   ] DISTRIBUTOR 
TYPE OF REGISTRATION [  ] NEW [   ] RENEWAL [   ] CHANGE OF OWNERSHIP 

 
 

1. NAME OF COMPANY: 
 

2. ADDRESS TO BE REGISTERED: 
 
 
 
 

3. TELEPHONE NUMBER: ( ) 4. IF RENEWAL, CERTIFICATE NUMBER 
 

5. NAME AND RESIDENT ADDRESS OF RESPONSIBLE COMPANY OFFICIAL: 
 
 
 
 
 

6. MAILING ADDRESS (IF DIFFERENT FROM ITEM #2): 
 
 
 
 
7. 

 
OWNERSHIP: 

 
[  ] 

 
PROPRIETORSHIP  [   ] 

 
PARTNERSHIP/JOINT 

  [  ] CORPORATION VENTURE 
 

8. List in space (provided on next page) name and resident address for the following: 
 

A. Proprietorship-Proprietor 
B. Partnership-All Partners 
C. Corporation-Officers and Responsible Official at registered address 



9. For in-state applicants that are corporations, the name and address of each officer or director of the 
corporation, and the name of the state of incorporation if other than the District of Columbia. 

 
10. Has the applicant or any other listed on the application ever been convicted or a felony related to drugs under 

the DC, state, or federal law, or ever surrendered or had a controlled substances application registration 
revoked, suspended, or denied?  If the applicant is a corporation, association, partnership, has any officer, 
partner, stockholder or proprietor been convicted of a felony relating to drugs under DC, state, or federal law 
or every surrendered or had a controlled substances application registration revoked, suspended or denied? 

 
 

IF THE ANSWER TO EITHER QUESTION IS YES, INCLUDE A STATEMENT USING THE SPACE PROVIDED BELOW: 
 

 
 

11. TYPE OF DRUGS: [   ] PRESCRIPTION [   ] OTC [   ] VET OTC 
[   ] VET PRESCRIPTION [   ] CONTROLLED SUBSTANCES 

(AS DEFINED BY FEDERAL LAW/DEA) 
 
 
 

APPLI  EXPLANATION TO QUESTION 7, 8 OR 9 (IF APPLICABLE): 
 
 
 
 
 
 
 
 
 
 
 
 

I CERTIFY THAT ALL OF THE STATEMENTS MADE BY ME ARE TRUE, COMPLETE AND CORRECT TO 
THE BEST OF MY KNOWLEDGE AND BELIEF, AND ARE MADE IN GOOD FAITH. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

APPLICANT S NAME TITLE DATE 
 

 
 
 
 
 

APPLICANT  SIGNATURE 
 
 
 
 

Revised 2/11 


