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          Application Number:
ALL INFORMATION MUST BE TYPED           
	1. Program Information 

	A. Program Name:       

	B. ASHP-accreditation Residency Program #:       

	C. Mailing Address:  
Name of Institution
Street 

City, State, Zip Code

	D. Postgraduate Year One (PGY-1) Residency Program:   FORMCHECKBOX 
                             

     Postgraduate Year Two (PGY-2) Residency Program:   FORMCHECKBOX 
        Type:      

	E. Is the residency program in good standing with the ASHP Accreditation Requirements? Has the Residency Program been ASHP accredited for at least the last six years?

                                                                                                               Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 
  


	2. Residency Program Director

	Provide a curriculum vitae (C.V.) as Appendix 1.  The C.V. must be limited to 4 pages and must be submitted in the format provided in the PHS 398 form from the U.S. Department of Health and Human Services.  

(See www.grants.nih.gov/grants/funding/phs398/biosketchsample.doc.)

	A. Name (First, M.I., Last):       

	B. Degree(s), Board Certification(s), and Fellowship(s):       

	C. Current Position Title:       

	D. Mailing Address:  
Name of Institution
Street 

City, State, Zip Code

	E. Phone Number:                                               F. Fax Number:       

	G. Email Address:       

	H. Pharmacy License:

     State:                              License Number:                             Expiration Date:       
     State:                              License Number:                             Expiration Date:       
     State:                              License Number:                             Expiration Date:       


	3. Director of Pharmacy

	Provide a curriculum vitae (C.V.) as Appendix 2.  The C.V. must be limited to 4 pages and must be submitted in the format provided in the PHS 398 form from the U.S. Department of Health and Human Services.  

(See www.grants.nih.gov/grants/funding/phs398/biosketchsample.doc.)

	A. Name (First, M.I., Last):       

	B. Degree(s), Board Certification(s), and Fellowship(s):       

	C. Address: 
Name of Institution
Street 

City, State, Zip Code

	D. Phone Number:                                               E. Fax Number:       

	F. Email Address:       

	G. Pharmacy License:  
     State:                              License Number:                             Expiration Date:       
     State:                              License Number:                             Expiration Date:       
     State:                              License Number:                             Expiration Date:       


	4. Narrative Statements

	If additional space is needed, narrative statements may be completed on separate sheets and attached to the application packet as Appendix 3. They must be labeled with the appropriate statement number in the upper right-hand corner. This appendix can be no more than 8 pages, single-sided, using 12-point font.

	Statement 1: Provide three examples of how past residents were involved in developing and implementing an initiative or process during their residency that provided a sustained improvement 
in pharmacy services or in the medication-use process in your organization.

	     


	Statement 2: List and describe up to 4 unique or innovative techniques used in learning experiences provided to residents at your institution.

	     


	Statement 3: Provide an example of how the residency program had a positive impact on the career of an individual pharmacist. Please use concrete examples of techniques and achievements that your program used in the development of this pharmacist and connect these achievements to their current practice and involvement in residency training. Attach a copy of this individual’s Curriculum Vitae as Appendix 4.

	     


	Statement 4: Provide an example of how the pharmacy residency program made a significant contribution to a specific goal of the healthcare organization. Clearly describe the goal and detail areas in which the residency program and the residents contributed. Outcome data (therapeutic, safety, humanistic and/or economic) should be included.

	     


	Statement 5:  Describe preceptor involvement and engagement within the program. Provide specific examples.

	     


	5.  Residency Graduate Information

	Using the template provided, please list all former residents of the past ten years; if additional pages are required to complete this chart and those on the next two pages, please attach as Appendices 5, 6, and 7 respectively:

	A. Residency Graduate Information
Name and Degree(s)
Year Completed
Current Title
Practice Location
First Position
Publications

Presentations

Current Residency Involvement

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     


	B. Full-Time Employed Faculty/Preceptors Background Information

Name and Degree(s)
Degree/University/Date Conferred
Residency/Fellowship Training Program(s)/Dates of Training
Pharmacy License State/Number/Expiration and BCPS Certification Area
Current Hospital Position
University Faculty Title (if Applicable)

Preceptor Area (Learning Experience)

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     


	 C. Part-Time or Affiliate Faculty Background Information

Name and Degree(s)
Degree/University/Date Conferred
Residency/Fellowship Training Program(s)/Dates of Training
Pharmacy License State/Number/Expiration and BCPS Certification Area
Current Hospital Position
University Faculty Title (if Applicable)

Preceptor Area (Learning Experience)

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     



	6. Communications

	Which communication vehicle prompted you to apply for the Literature Awards:

	ASHP Foundation e-Newsletter:   FORMCHECKBOX 
                  ASHP Foundation News Alert:   FORMCHECKBOX 


	ASHP Foundation Website:   FORMCHECKBOX 
                             ASHP Website:   FORMCHECKBOX 


	AJHP Ad:   FORMCHECKBOX 
                                                        Colleague or friend:   FORMCHECKBOX 
                                                                                  

	Twitter:   FORMCHECKBOX 
                                                            Facebook:   FORMCHECKBOX 
                                                                                                          

	Information obtained at an ASHP Meeting:   FORMCHECKBOX 
     Other:         


	7. Signature

	Recipient programs will be expected to participate in subsequent outreach and educational efforts aimed at sharing the excellence in residency training accomplishments. All applications for the Pharmacy Residency Excellence Awards Program become the property of the ASHP Foundation. Descriptions of recipient efforts may be published and used for promotional purposes for this awards program. Applicants may be requested to provide additional information.
I understand that if my program is chosen for an award, we will be expected to participate in outreach and education efforts aimed at sharing the excellence in residency training accomplishments.

By signing below, I hereby certify that all information contained in this application is accurate and correct.
[image: image2.png]Residency Program Director:  
Date:       
Director of Pharmacy:  

Date:       


	8. Appendices (to be appended to this application form)

	1. Curriculum Vitae of residency director

2. Curriculum Vitae of pharmacy director.

3. Additional pages for the Narrative Statements (if needed).

4. Curriculum Vitae to accompany Statement 3.

5 - 7. Appendices for Resident/Faculty information (if needed).

8. Letters of Support. Please label all letters in the top right corner as indicated below.

    a. Letters of support from a maximum of five former residents, labeled RESIDENT LETTER.

    b. CEO letter of support, labeled CEO LETTER
    c. Director of pharmacy letter of support, labeled DIRECTOR OF PHARMACY LETTER
   d. Physician letter of support, labeled PHYSICIAN LETTER.



IMPORTANT NOTE:  
· By July 29, 2011, upload one (1) copy of the application and required documents to the ASHP Foundation FTP site as one PDF.  (Instructions can be found below.)  The file must be saved using the following file name structure:  PREA_2011_Program_Applicant’s Last Name.PDF  (Example:  PREA_2011_Program_Smith.PDF)
Send one (1) original, completed application form via mail, with attachments, by July 29, 2011 to the following address:

Pharmacy Residency Excellence Awards Program
Attn:  Daniel J. Cobaugh, Pharm.D., DABAT, FAACT

Vice-President

ASHP Research and Education Foundation

7272 Wisconsin Avenue, Suite 200

Bethesda, MD 20814

The mailed application must be received by the ASHP Foundation by 5:00 p.m. ET on July 29, 2011.

How to upload an application to the ASHP Foundation FTP Site:

1. Scan the entire application package, with all required documents, as one PDF.

2. The file must be saved using the following file name structure:  


PREA _2011_Program_Applicant’s Last Name.PDF 


Example:  PREA_2011_ Program_Smith.PDF

3. Right click on the Start button on the lower left side of your computer screen.
4. Click on Explore.    (Clicking on Explore will take you to Windows Explorer.)
5. Type the following in the address bar ftp://ftp3.ashp.org.
6. Log in using the following credentials:

Username: applicant


Password: 20ashp!!

7. Double click on “Research and Education Foundation” to open the folder.
You will have access to the following folders:

[image: image1.png]Hame. Siee | Type
(CAward for Excellence in Mediaction-Uss Safety. Fie Folder
(Etiteraturs Awards Program File Folder
(Z2PGY1 Expansion Grant File Folder




8. To upload your file, copy and paste the document into the Pharmacy Residency Excellence Awards folder.
Note 1:  

The ASHP Foundation strongly encourages applicants to test upload of applications, using the procedures provided above, in advance of the published application deadline date.  Test files should be uploaded using the following file name structure:

PREA _2011_Applicant’s Last Name_TEST.PDF 

Uploading of test files will enable applicants to ensure that there are no institutional firewalls or other technology issues that will prevent application upload by the published application deadline date.  If the applicant has difficulty with the upload of test files, the applicant should immediately contact their institutional information technology department to address any institutional FTP upload issues.   Test files will be deleted by the ASHP Foundation.  

Note 2: 

After you upload your application, and if you refresh your Windows Explorer, your file will disappear from your view. You do not have read access; you only have access to write/upload.  

Applicants should receive a receipt confirmation email from the ASHP Foundation within five (5) business days of application submission delivery date.  If this email confirmation is not received, applicants should immediately contact the ASHP Foundation at foundation@ashp.org to verify that the application was received.

10

