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	2012
Pharmacy Residency Expansion Grant(PEG) Program

Advancing Pharmacy Practice Through Residency Training



	


Date Received:








          Application Number:
ALL INFORMATION MUST BE TYPED           
	1. Grant Request Information

	A. Date Submitted:       

	B. Institution/Organization:       

	C. Amount of Request:       

	D. Program Name:       

	E. Program Type:  PGY1     

PGY2     

If PGY2, specify specialty      

	F. Program Start Date:       

	G. Program End Date:       


	2. Director of Pharmacy

	Provide a biographical sketch.  The biographical sketch 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:                                               Fax Number:       

	E. Email Address:       

	F. Pharmacy License:  

     State:                              License Number:                             Expiration Date:       


	3. Residency Program Director

	Provide a biographical sketch.  The biographical sketch 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:                                               Fax Number:       

	E. Email Address:       

	F. Pharmacy License:

     State:                              License Number:                             Expiration Date:       


	4. Department Chair (if applicable)

	Provide a biographical sketch.  The biographical sketch 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:                                                  Fax Number:       

	E. Email Address:       


	5. Program Information 

	Please check answers accordingly and provide additional information as requested.


	A. What are the program’s requirements of residents to complete the residency and receive a certificate? Please provide a list or brief description (200 words or less):       

	B. Attach a brochure, written description, or other promotional material that describes the established accredited residency program as Appendix 1. Is the promotional material attached?                        Yes    No

	C. Attach a copy of an evaluation form used for a direct patient care learning experience in your program as Appendix 2. Is the form attached?
                                                                                                                                        Yes    No

Please provide a brief description (200 words or less) of the process through which residents are evaluated:       

	D. Attach a copy of the accreditation certificate or ASHP web site information confirming candidate/pre-candidate/preliminary accreditation status as Appendix 3. Is a certificate or the web information attached?

                                                                                                                                         Yes    No

	Please provide the following; if additional pages are required to complete this chart and those on the next three pages, please attach as Appendices 4, 5, 6, and 7 respectively:

	E. Please list all of the learning experiences you have currently available or plan to offer.

Required Rotations


Learning Experience
Length
Preceptor Name
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
Elective Rotations

Learning Experience
Length
Preceptor Name
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     


	F. Is the residency program affiliated with a School/College of Pharmacy or Medicine?                                       

                                                                                                                                   Yes    No
If yes, please provide name:       


	G. 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)

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     



	H. 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)

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     



	I. Career Summary Information for Recent (2005-2011 graduates) Residents*
Program Year
Resident Name
PGY-2 Program Name

Current Institution/Position
Leadership Position in Professional Organizations
Currently Precepts Students and Residents (Y/N)
BPS Certification Area

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
*Programs that only began to graduate residents in 2006 or after are only required to provide graduate information from the first graduation year through 2011. Programs that have not had residency graduates are not required to complete this section.



	6. Budget

	A. Provide a detailed budget breakdown of the stipend including all direct costs such as resident salary, fringe benefits, medical malpractice coverage, etc.

	Description
Number
Cost/Unit
TOTAL
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
     
     
     /

     
EXPENSES SUB-TOTAL

     


	B. If total costs exceed $40,000, please provide a description of institutional financial support that will be available to support this position along with ASHP Foundation funds:       

	C. Please provide a brief summary (500 words or less) of (1) the need for financial support, (2) how the financial support will establish/demonstrate the value of the residency training to the hospital/health system, and (3) what potential exists for future sustainability of the residency program with supplemental external funding:       


	7. Financial Officer

	A. Name (First, M.I., Last):       

	B. Title:       

	C. Address:  
Name of Institution
Street 

City, State, Zip Code

	D. Phone Number:       
Fax Number:       

	E. Email Address:       


	8. Institutional Payee Information

	A. Check Payable to Name:       

	B. Federal Tax ID Number:       

	C. Please indicate the organization’s tax exempt status under U.S. Internal Revenue Service Code:  

501 (c) (3):             501 (c) (4):                    501 (c) (6):   


	D. Attach a copy of your institutional IRS W-9 form. Is a W-9 attached?                                   Yes    No


	9. Communications

	Which communication vehicle(s) prompted you to apply for the Stipend Program? (Check all that apply)

	ASHP Foundation e-Newsletter:                    ASHP Foundation News Alert:  

	ASHP Foundation Website:                            Colleague or friend:  

	Twitter:                                                              Facebook:                                                                                                            

	Other:         


	10. Pharmacy Director Signature

	By signing below, I hereby certify that all information contained in this application is accurate and correct.
[image: image1.emf]Print Your Name:  
Signature:  

Date:  


	11. Residency Program Director Signature

	By signing below, I hereby certify that all information contained in this application is accurate and correct.

Print Your Name:  

Signature:  

Date:  


	12. Chief Financial Officer Signature

	By signing below, I hereby certify that all financial information contained in this application is accurate and correct.
Print Your Name:  

Signature:  

Date:  


	13. Attachments (to be appended to this application form)

	1. Cover letter written in 12 point font on institutional letterhead and signed by the Director of Pharmacy or Residency Program Director. This letter must state that grant funds will be used only to support residency training for individuals who did not match in the 2012 ASHP Resident Matching Program.
2. Curricula vitae for pharmacy director and residency program director.
3. A brochure, written description, or other promotional material that describes the established accredited residency program.
4. Evaluation form used for a direct patient care learning experience in your program.
5. Photocopy of the accreditation certificate or ASHP web information confirming candidate/pre-candidate /preliminary accreditation status.
6. Appendices for Program Information items.
7. A completed and signed institutional W-9 form.


· Send one (1) original, completed application form via mail, with attachments, by Friday, March 9, 2012 to the following address:

Daniel J. Cobaugh, Pharm.D., DABAT, FAACT

Vice President

ASHP Research and Education Foundation

Pharmacy Residency Expansion Grant (PEG) Program
7272 Wisconsin Avenue, Suite 200

Bethesda, MD 20814
· By Friday, March 9, 2012 email a PDF of your application to foundation@ashp.org.  Please make sure to include the name of the program, the year, and your last name in the file name using the following format:  PEG Program_ 2012_ Smith.PDF
All applications must be received by mail and emailed to the ASHP Foundation by March 9, 2012.

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. 
7

_1388471133.bin

