ExXCPT Reinstatement Application Form

“*PLEASE TYPE OR PRINT LEGIBLY

Name: Previous Names Used:
First Middle Last
***Spell your name exacty as you would like to see it on your certificate Mame changes require appropriate documentation (copy of: mamiage certificate, divorce decree)
[[_]|Check box if this is a new address
Address:
Sitreet City State Zip code
Home Work
Phone: Phone:
E-mail: Fax #:
ExCPT Certification Number: ExCPT Original Certification Date:
{Dafe passed exam) Month/Year

U.S. Social Security Number:

ExCPT Reinstatement Survey - All responses are Kept confidential

# 1 Please indicate the work environments in which you have experience. (Circle all that apply)

A. Independent Community Pharmacy E. Home Health Care Pharmac I. Educational / Vocational Training
B. Chain Community Pharmacy F. Military J. Pharmaceutical Industry

C. Hospital Pharmacy G. Pharmacy Benefit Manager K. Other:

D. Long-Term Care Pharmacy H. Mail Service Pharmacy

# 2 Does your current employer recognize Certified Pharmacy Technicians with higher pay rates?

A. Yes B. No C. ldon't know

#3 Who is your current employer?

(Name) (City and State)
#4 Which answer(s) best describes your main reason(s) for becoming certified? (Circle all that apply)
A. Increase in income D. Increased job security G. Increased acceptance by pharmacists
B. Improved opportunities for jobs E. Improved self-esteem H. Other:
C. Improved competence F. Increased job duties
#5 Which of the following occurred to you as a result of becoming a certified pharmacy technician? (Circle all that apply)
A. Improved self esteem D. Increased job duties F. Greater acceptance by pharmacists
B. Improved competence E. Increased job security G. Other:
C. Increase in income F. Improved opportunities for jobs

# 6 Please explain the reason for not recertifying on time. (Circle all that apply)

A_ Did not complete CE hours by expiration date B. Changed occupation C. Other (explain):




ExCPT Reinstatement Application

Continuing Education (CE)

Please list your completed CE programs by completing each section. If more space is needed, make a copy or attach a separate sheet detailing
the same information. Be sure to retain certificates documenting your completion of each CE program but do not include the certificates with this
application. Incomplete applications will be retumed and will require a $10.00 reprocessing fee. All reinstatement applications will be audited.
NHA reserves the right to determine whether individual CE programs are applicable for pharmacy technician practice.

Please print or type.

Date Title of Program Law Program Provider Contact Hours
Full name of program. (Do not include program Check if o -
Month/Day/Year number.) If méﬂ prggram(was alaw counge glfease programis| Company or Organization Name, (No | Please type or write
: : | ;
check the approptiate box. Ptk acronym please) clearly and legibly
Exawple: 02 LEg8 wES Digbetes Manaasnent » 2ollege of Lakee Cownt
ExCPT Reinstatement Fee: $80.00 Total Contact Hours (must be = 20)

Payment may be made by (1) check or (2) credit card (select one):

1 Check: Please make check payable to"NHA"

o Credit card: 0o Master Card o Visa 1 Discover o American Express
card umber. - - Expiration Date: /[
Secunty Code:
Visa, Master Card and Discover: last three digits on back of card American Express: last four digits on front of card

Print name as it appears on card:
Signature of authorized person:

Please mail Reinstatement Application with payment to: EXCPT Reinstatement, 7500 West 160th Street, Stilwell, KS 66085




EXCPT Reinstatement Application

THE FOLLOWING QUESTIONS MUST BE ANSWERED.
FAILURE TO DO SO WILL RESULT IN REJECTION OF THIS APPLICATION.

1 Have you ever been charged in any felony or have you been adjudicated guilty or entered a
plea of guilty or nolo contrendre in any felony? Cno Oves

2 Has your pharmacy technician registration, licensure or certification been subject to
disciplinary action by any state board of pharmacy? Ono Oves

3 Have you participated in at least 20 hours of continuing education during the recertification
period (one hour of pharmacy law required), and will you be able to supply copies of
certificates of participation upon request? |:| NO |:| YES

| hereby attest that the foregoing statements, as well as any other statements submitted as a part of this ExCPT
recertification process, are true and correct to the best of my knowledge and that | have fulfilled the necessary
continuing education requirements for renewing my certification.

Signature Date

IMPORTANT: If you answered “yes” to 1 or 2, you will be contacted by a representative and asked to complete an
additional form. You will be required to explain the details of the case and provide supporting documentation. Your
case will be reviewed by the Disciplinary and Appeals Committee, which meets twice a month. If your case has
already been heard by the Committee, you will be asked to complete a different form. Please allow ample time

for this process.

Mail to: ExCPT Recertification, 7500 West 160th Street, Stilwell, KS 66085 or Fax to: 913-661-6214




