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INTENT TO APPLY

For Assessment as an Accredited Provider 
For First Time Applicants

1. Applicant Information

My organization plans to submit an application for CCCEP accredited provider status with CCCEP by (date) ___________. Application Fee is due at the time of application. 

	Name 
	

	Organization 
	

	Mailing Address 
	

	City, Province
	
	Postal Code
	

	Phone Number
	
	Fax Number
	

	E-Mail: 
	


2. Eligibility Requirements
The following eligibility requirements must be met: 

2.1 The provider unit became operational at least six months before the application date. 

	Our organization/unit was operational on  
	
	

	
	(Month)
	(Year)


2.2 At least one Pharmacy Professional is involved in the co-ordination or oversight of the Continuing Education programs 
Please provide the name and credentials of the pharmacy professional(s) who will be responsible for the administration of the continuing education activities (Please provide at least one name): 
	
	Name
	Position/Title
	Credentials

	1
	
	
	

	2
	
	
	

	3
	
	
	


2.3 The provider has planned and delivered at least three learning activities that were accredited by CCCEP, or an equivalent accreditation body. They are: 
	
	Title
	Date 

	1
	
	

	2
	
	

	3
	
	


Failure to meet these requirements may prevent your application from being reviewed.
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