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Drugstores Association
of the Philippines



Drugstores Association of the Philippines 
Application / Membership Form 

Membership Code: ______________________ DSAP Chapter: ______________ (  ) New   (  ) Renewal 

Name of Drugstore _____________________________________ BFAD LTO # __________ Date Iss. _____

Address __________________________________________________________________________________




No.



Street



Barangay


__________________________________________________ Telephone No. _______  



City 



Province
 

Fax No. ________ E-mail Add. ______________ DTI Bus. Permit No. ____________ Date Issued: ________
Store Category:  (  ) Single   

  ) Chain

(  ) Distributor 

Ownership Type:  (  ) Single Proprietor

(  ) Partnership 

(  ) Corporation 


Set-up:

(  ) Counter type

(  ) Service
Store Hours:
(  ) 24 Hours 


(  ) Others

Location:
(  ) Hospital 


(  ) Market 

(  ) Mall
(  ) Neighborhood
Inventory System:  (  ) POS

(  ) Stock Card

(  ) Stock Control Book
(  ) Others
Date Established:  DD/MM/YY/ ___________________________

Member Since (If Renewal): ______________________________


Name of Drugstore Owner: ___________________________________________________________________





Surname


First Name 


M. I.

 Address: __________________________________________________________________________________




No. 



Street 




Barangay


  ___________________________________________________________________________________


City 



Province 



Postal Code

Birthday: __________________________ Status: _________________________ (  ) Female   (  ) Male 



        DD/MM/YY

E-mail Add: _____________________ Tel. No._____________________ Cell No. ______________________
Educational Attainment
	
	College / University
	Course
	Year Graduated

	College
	
	
	

	Masters
	
	
	

	Doctorate
	
	
	

	Special Program
	
	
	

	Others
	
	
	


Other Organization: ________________________________________________________________________



            ________________________________________________________________________

Received Application / Renewal: _____________________________________ Date: ____________________

Payment:

(  ) National Affiliation Fee  

OR # _______________________ Date: __________________________

(  )  National Affairs Fund 

OR # _______________________ Date: __________________________

---------------------------------------------------------------------------------------------------------------------------------------


.

	(Name of Owner Print LEGIBLY)

(Drugstore Name)

(Email Address)

Cell phone No. 
	

Signature@the box, use Black Pentel Pen


Note: Pleased attached the following requirements (Xerox copies)
1. BFAD LTO Certificate and Official Receipt.
2. BFAD Latest Inspection Report

3. DTI Business Permit Certificate.

4. PRC Certificate and ID Card of Registered Pharmacist


Name of Branch: ____________________________________________ BFAD LTO No. Exp. Date: ________

Address: __________________________________________________________________________________

Tel. no. _______________ Fax No. _____________ DTI Bus. Permit No.___________ Exp. Date. __________
Manager / OIC: ___________________________________________________ Cell phone No. ____________

Home Address: _______________________________________ E-mail _______________________________

Registered Pharmacist: ______________________________________________________________________ 







(Name in PRC Certificate)




  _______________________________________________________________________







Other Name (Maiden or Married)

PRC License No. ______________________ Date Issued: _________________ Exp. Date. _______________

Home Address: _____________________________________________________________________________ 

E-mail Add. ___________________

Drugstore Set-up: (  ) Counter
(  ) Self Service
(  ) Counter Type

Location:  (  ) in front of Hospital
(  ) Market

(  ) Neighborhood 
(  ) Mall

System:    (   ) Computerized

(  ) Stock Card 
(  ) Stock Card

(  ) None

Type of Equipment:
(  ) POS 
(  ) Cash Register
(  ) Others




---------------------------------------------------------------------------------------------------------------------------------------
Name of Branch: ____________________________________________ BFAD LTO No. Exp. Date: ________

Address: __________________________________________________________________________________

Tel. no. _______________ Fax No. _____________ DTI Bus. Permit No.___________ Exp. Date. __________

Manager / OIC: ___________________________________________________ Cell phone No. ____________

Home Address: _______________________________________ E-mail _______________________________

Registered Pharmacist: ______________________________________________________________________ 







(Name in PRC Certificate)




  _______________________________________________________________________







Other Name (Maiden or Married)

PRC License No. ______________________ Date Issued: _________________ Exp. Date. _______________

Home Address: _____________________________________________________________________________ 

E-mail Add. ___________________

Drugstore Set-up: (  ) Counter
(  ) Self Service
(  ) Counter Type

Location:  (  ) in front of Hospital
(  ) Market

(  ) Neighborhood 
(  ) Mall

System:    (   ) Computerized

(  ) Stock Card 
(  ) Stock Card

(  ) None

Type of Equipment:
(  ) POS 
(  ) Cash Register
(  ) Others




(If more than 2 branches pleased reproduced if needed.)
DRUGSTORE PROFILE





OWNERS PROFILE





FOR DSAP OFFICE   (do not fill-up)











Colored 2X2


I.D. Picture





For DSAP ID Issuance





For Chain Drugstore














Pls. fill up this form completely. Do not leave blank spaces unanswered.


