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Name and Address of Organization/Individual 
Full Name Provider Number (Required) Email Address 

Street Address City State Zip Code 

Name and Address of Individual Completing the Application 
Full Name Phone Number Email Address 

Street Address City State Zip Code 

Choose “Yes” or “No” to the following questions: 
Yes     No        

  Do you agree to maintain attendance records showing the name and address of each 
participant and the number of hours of their attendance for a period of at least three years? 

Do you agree to keep the Board informed of any administrative changes affecting CE 
programming? 

Do you agree to maintain a description of each program you produce and make such       
description available to the Board for at least three years after completion of the program? 

Do you agree to conduct a needs assessment that involves your anticipated audience, prepare 
learning objectives, and prepare an evaluation instrument?  

If home study courses are offered, which do not require personal attendance, do you agree to 
make provisions for the pharmacist to demonstrate completion of these courses? 

Do you agree to submit a completed Program Description Form in advance of the initial 
offering of each program? 

Yes     No   

Yes     No   

Yes    No   

Yes    No   

Yes     No   

Renewal Application for Approved Continuing Education Providers
CE Provider's approved status expires two-years from date approved

Approved CE Providers can reapply as needed by submitting this form. The completed form should be submitted to the 
Board of Pharmacy 30 days prior to the first scheduled date of the continuing pharmaceutical education activity. 
Applications cover the two-year reporting period for which provider approval is sought. Applicants will be notified of  
their status once the application is processed. 

Forms can be submitted by:

Email - pharmacy.board@state.mn.us
Fax - 651-215-0951

Applications and programs may be audited by the Board at any time. Review requirements for CE activities and 
records retention (MN Rules 6800.1500, Subp. 3). 

Fax (651)215-0951 | 335 Randolph Avenue, Suite 230 | St. Paul, MN 55102 
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Evaluation Methods 

Describe the methods that will be employed for the participants to assess their achievement of the objectives 
stated in the program brochures or announcements. 

Describe the methods that will be employed to provide feedback to the provider on the program and its 
presentation. 

_______________________________________________________________________________________________________  

By signing below, you are attesting that all of the information contained in this application is accurate, and you agree to 
comply with the CE Provider requirements under MN Rules 6800.1500. You also understand the CE Provider approval is 
valid for two years from approval and may be revoked if the program fails to meet requirements. 

Name of Individual Completing Form _________________________________________________________________________         Date ____________ 

03/2023 

All forms can be submitted through postal mail, fax, or email 
Minnesota Board of Pharmacy

335 Randolph Avenue, Suite 230 | Saint Paul, MN 55102 
Fax: (651) 215-0951 | E-mail: pharmacy.board@state.mn.us 

The Minnesota Board of Pharmacy is an equal opportunity employer.

Fax (651)215-0951 | 335 Randolph Avenue, Suite 230 | St. Paul, MN 55102 

Protecting the Public Since 1885 | mn.gov/boards/pharmacy 
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