
 

FOR OFFICE USE ONLY 
 

License #: OS Date Issued: Fee Submitted: Check #: 
 

 

Application for a Permit to Operate as an Out-of-State Pharmacy in Arkansas 
 

PART I: GENERAL INFORMATION 

Business Name:  

DBA or name that will appear on your permit if different from Business Name above: 
 

Employer Identification Number:  

Physical Address of Applicant: 

Street:  

City:  State:  Zip:  

Telephone Number:  Fax Number:  

Website:  

Mailing Address (Complete this section ONLY if different from the physical address above.): 

Street or PO Box:  

City:  State:  Zip:  

Person with whom the Board of Pharmacy may communicate regarding this application: 

Name:  Position:  

Telephone:  Email:  
 

Type of Pharmacy (check all that apply): 
 Full line retail pharmacy  Internet pharmacy  
 Nuclear pharmacy  Specialty pharmacy  
 Chain pharmacy  Mail order pharmacy 
 Independent pharmacy  Clinic  
 Compounding pharmacy   Other  

Please provide a description of your operation on a separate sheet. 
 

Controlled Substances you Plan to Provide (check all that apply): 

 Schedule II  Schedule III  Schedule IV  Schedule V  Not Applicable 

DEA Number:   Applied For  Not Needed 

Name of DEA Registrant:  
 

Please indicate the states in which the applicant is licensed or check “NONE”:  NONE 

 AL   FL  KS  MN  NJ  OR  UT 

 AK  GA  KY  MS  NM  PA  VT 

 AZ  HI  LA  MO  NY  RI  VA 

 CA  ID  ME  MT  NC  SC  WA 

 CO  IL  MD  NE  ND  SD  WV 

 CT  IN  MA  NV  OH  TN  WI 

 DE  IA  MI  NH  OK  TX  WY 



Out of State Pharmacy Application – Revised January 2020: Page 2 

 

Is this application made as a result of a change of ownership?   YES  NO 

 
If Yes, what is the name of the facility licensed by the Arkansas Board of Pharmacy? 
 

 What is the permit number? (Example: OS00001)  

 What is the expected closing date of the sale?  

 Who was the previous owner?  

Has the applicant pharmacy ever been licensed in Arkansas?   YES  NO 

Has the applicant previously or currently shipped into Arkansas?  YES  NO 

How long has the applicant been licensed as a pharmacy?  years 

Toll-free telephone number for Arkansas patients:  

How many hours per week is this line available?  

Hours of Operation: 

Day Hours (Express in terms of a.m. and p.m.) Total Hours / Day 

Monday   

Tuesday   

Wednesday   

Thursday   

Friday   

Saturday   

Sunday   

Total for the week:  
Each out of state pharmacy doing business in Arkansas by dispensing and delivering or causing to be delivered 
prescription drugs to Arkansas consumers shall designate a resident agent in Arkansas for service of process as 
required in Regulation 04-04-0001(j).  You may call the AR Secretary of State's office at 501-682-1010 for assistance 
with this. Please provide the name, address, city, state, and zip of your Arkansas Resident Agent below. Please also 
attach a copy of your registered agent certificate. 
 
 
 
 

 

PART II: APPLICANT HISTORY 
Please answer each of the following questions by putting a check (√) in the appropriate box on the right. You must 
answer each question with a “Yes” or “No” response as no other response is acceptable. All “Yes” answers MUST be 
explained in detail in a separate SIGNED and NOTARIZED affidavit. The affidavit should include all relevant dates, and 
identify the relevant jurisdiction and/or entity involved. Failure to disclose any of the requested information may result in 
the denial of your application or other appropriate action. 
 

NOTE: If you answer “Yes” to any of the questions below and you have already submitted a detailed affidavit to the Arkansas State 
Board of Pharmacy explaining your response you need not submit another detailed affidavit. Please note the date of your previous 
submission next to the applicable question(s). 
Is the applicant currently under investigation in any state in which it is licensed?   YES  NO 
Has the applicant ever had any application for a license or permit refused or denied by any 
licensing authority? 

 YES  NO 

Has the applicant ever been the subject of disciplinary action or been sanctioned by any 
licensing authority? 

 YES  NO 

Has the applicant ever had a registration issued by a controlled substance authority revoked, 
suspended, surrendered, limited, or restricted? 

 YES  NO 

Is there any disciplinary action pending against the pharmacy (applicant) by any licensing 
jurisdiction, the USDA, Drug Enforcement Agency, or any state drug enforcement authority? 

 YES  NO 

Has the applicant ever been convicted of violating any federal, state or local law related to drug 
samples, wholesale or retail drug distribution, or distribution of controlled substances? 

 YES  NO 

Has the applicant ever been convicted of violating any federal, state, or local law related to the 
practice of pharmacy? 

 YES  NO 



Out of State Pharmacy Application – Revised January 2020: Page 3 

Have any of the applicant owners, officers, directors, or stockholders ever been convicted of a 
felony or crime involving the practice of pharmacy? (If the business is a corporation, you need 
not include stockholders in this question unless they currently serve as officers or directors of 
the applicant business, or own more than twenty percent (20%) of the company stock.) 

 YES  NO 

Has any sanction or disciplinary action been taken regarding any license, permit or registration 
issued to the applicant, officers, directors, partners or stockholders involving drug distribution? 
(If the business is a corporation, you need not include stockholders in this question unless they 
currently serve as officers or directors of the applicant business, or own more than twenty 
percent (20%) of the company stock.) 

 YES  NO 

Are there any charges pending against the applicant, officers, directors, partners or 
stockholders involving drug distribution? (If the business is a corporation, you need not include 
stockholders in this question unless they currently serve as officers or directors of the applicant 
business, or own more than twenty percent (20%) of the company stock.) 

 YES  NO 

 
 

PART III: PERSONNEL 
List all individuals filling prescriptions or performing any function considered to be the practice of pharmacy for this 
business. You may attach additional sheets if needed. YOU MUST NAME A PHARMACIST IN CHARGE. 

Name License # Hours/Week Degree 
Pharmacist in Charge: 

    

Arkansas Pharmacist in Charge: For the Arkansas pharmacist, please provide the Arkansas license number. 
If the pharmacist is reciprocating to Arkansas, please check one of the following months to indicate the  
expected appearance before the Arkansas Board: February  June  October  
    

Other Pharmacists: 
    
    
    
    
 The Arkansas pharmacist in charge must hold an Arkansas pharmacist license and shall be an employee (not a 
consultant) of the applicant pharmacy who is present at the physical location stated on the application. The Arkansas 
pharmacist in charge shall work at least fifty percent (50%) of the hours the pharmacy is open up to a maximum of 
twenty (20) hour per week being required. The Arkansas pharmacist in charge need not be the same person as the 
pharmacist in charge of the pharmacy. The Arkansas pharmacist in charge is responsible for compliance with Arkansas 
regulations as they pertain to the shipment of drugs to Arkansas patients and for receiving and maintaining publications 
distributed by the Arkansas State Board of Pharmacy. 

 

PART IV: BUSINESS OWNERSHIP 
 

Select the appropriate form of ownership from the choices below, and then go to the next appropriate section. 

 Sole Proprietorship (Go to A)  General Partnership (Go to B) 

 Corporation  (Go to C)  Limited Partnership (Go to B) 

 LLC (Go to C)  LLP (Go to B) 

 Other (Please explain) 
 

A. Please provide the name, and the address of the owner of this company: 
 
 
 
Go to Item D. 
B. Partnership Name, if different from Applicant name listed on Page 1. 

In the space provided below, please provide the names, addresses and percentage ownership of all partners/members. 
You may attach a list of partners/members if there is not enough space. 
 
 
 
Go to Item D. 
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C. Corporation Name, if different from Applicant name listed on Page 1. 

 Check if Subchapter S Corporation State of Incorporation/Formation:  
 

Is this corporation publicly traded?  YES  NO 

Is this corporation a wholly owned subsidiary of another company or corporation?  YES  NO 
What is the name of the parent company?  
 
 
 
 
Please provide the names, addresses and percentage ownership of all of the owners of this corporation. You may 
use a separate sheet if you need more space. 
 
 
 
 
Go to Item D. 

D. Please provide the names and titles of the officers or directors of this company. 

 President:  

 Vice President:  

 Secretary:  

 Treasurer:  

 Specify additional titles below:  

   

If you need additional space for the corporate officer list, please attach the list as a separate document. 

E. Is there any non-profit interest in your pharmacy?   YES  NO 

F. Any interest in or relationship with a not-for-profit hospital?  YES  NO 

If YES, to either question E or F, please explain: 
 
 
 
 

 

 

V. OPERATIONS 
Please respond to the following statements/questions on the bottom of this sheet and the back of it. You can attach a 
separate sheet if you need more space to respond. 

A. Why is your facility seeking licensure in Arkansas? 
 
 
 
 
 
 
 

B. Describe the nature of your operation in detail. 
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C. Describe in detail how the pharmacy will comply with regulation 09-00-0001 – patient counseling, patient profile, drug 
use evaluation. 

 
 
 
 
 

D. Describe in detail how the pharmacy will ensure patient freedom of choice of providers. 
 
 
 
 
 

E. How will your pharmacy and the pharmacist in charge ensure that patient confidentiality is maintained? 
 
 
 
 
 

F. Describe the computer hardware and software that will be used in the pharmacy. 
 
 
 
 
 

G. How does your pharmacy ensure a valid patient/physician relationship? 
 
 
 
 
 

H. Does the pharmacy have a sales/marketing staff?  YES  NO 

 

If Yes, what are their roles? 
 
 
 
 
 

I. Does the pharmacy have a website?  YES  NO 

 If Yes, do you provide referrals to physicians or other practitioners?  YES  NO 

 

If Yes, please explain your relationship with these physicians and practitioners. 
 
 
 
 
 

J. Does the pharmacy fill orders received on the pharmacy’s website?  YES  NO 
K. Do you provide links to websites that provide referrals to physicians, practitioners or other 

organizations?  
 YES  NO 

 

If Yes, please describe your relationship with these other websites. 
 
 
 
 

 

L. Do you process prescriptions for insurance companies and PBMs?  YES  NO 

 
If Yes, please name those companies. 
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M. Do you process prescriptions for individual patients?  YES  NO
If Yes, what are your requirements for processing patient prescriptions?

N. Do you fill prescriptions from physicians that are contacted through the internet?  YES  NO

O. Do you have any agreements to act as a fulfillment center for any websites?  YES  NO

P. Are you are involved in any aspect of telemedicine?  YES  NO
If Yes, please describe.

PART VI: DOCUMENTATION 

Attach copies of the following documents to this application, or an explanation of why these documents are not included: 

 A copy of the pharmacy license/permit issued by the state in which the pharmacy is located.

 A copy of the latest inspection report for the pharmacy issued by the regulatory agency that performs such
inspections in the state in which the pharmacy is located. The report cannot be less than six months or more than
14 months old.

 A copy of your DEA permit, if you ship controlled substances.

 A copy of your certificate of proof of registered agent in Arkansas.

PART VII: APPLICATION FEE 

Check one of the following options: 

 You have an Arkansas licensed pharmacist on staff.
If the application is submitted in an even-numbered year (2024, 2026, etc.), the fee is $450.00 
If the application is submitted in an odd-numbered year (2025, 2027, etc.), the fee is $300.00 

 One of your staff pharmacists will apply for an Arkansas pharmacist license.
Can he/she complete the reciprocation process by February, June, or October?
Look at the year for the upcoming February, June or October date.

If this date falls in an even-numbered year (2024, 2026, etc.), the fee is $450.00 
If this date falls in an odd-numbered year (2025, 2027, etc.), the fee is $300.00 

 This is a change of ownership of a current license holder.
  The fee for a change of ownership is $150.00. 

Please Note: 

The Arkansas Out-of-State Pharmacy Permit is a biennial permit and expires on December 31st of odd-numbered years. 

If a permit is issued during an odd-numbered year it will be up for renewal later that year. Check your application to make 

sure it is complete and you have included all required documentation. Incomplete applications will delay processing. Your 

application will expire 1 year from date of receipt. Application fees will not be refunded. 



Out of State Pharmacy Application – Revised January 2020: Page 7 

 
 

PART VIII: CERTIFICATION 
 

Please read carefully and sign below. 
 

I swear, or affirm that all statements made herein and on the attached forms are true and correct. All of the provisions of 

Arkansas laws and regulations related to the practice of pharmacy in Arkansas will be faithfully observed during the period 

any permit issued may be in force and effect. 
 

I swear and affirm that I know where to locate the statutes and regulations related to the practice of pharmacy in 

Arkansas. (They are available online at the Arkansas State Board of Pharmacy website in the Pharmacy Lawbook section 

under the Pharmacy Practice Act § 17-92-101 et seq and Regulations 1 through 12.)  
 

By virtue of filing this application, I do solemnly swear or affirm that I am of good moral character, and that I understand 

the instructions and terms as set forth in this application form, that I have personally completed this form, that the 

information given in this application is true, correct and complete to the best of my knowledge. I authorize the Arkansas 

State Board of Pharmacy to review files pertaining to this application and related documents, and all law enforcement 

records, administrative records, and court documents to confirm the accuracy and completeness of the information 

provided herein. This application and signature shall act as authorization for entities in possession of applicable 

information to release such information to the Arkansas State Board of Pharmacy. 

 

Signature of Owner/Representative:  

Printed name of Owner/Representative:  

Date:  

 

Signature of Pharmacist in Charge:  

Printed name of Pharmacist in Charge:  

Date:  

 

Signature of Arkansas Pharmacist in Charge:  

Printed name of Arkansas Pharmacist in Charge:  

Date:  

 
Checks should be made payable to: Arkansas State Board of Pharmacy. 

 
Return the completed application and all related documents and fees to: 

Arkansas State Board of Pharmacy 
322 South Main Street, Suite 600 

Little Rock, AR  72201 
 

Phone: 501-682-0190 
Email: asbp@arkansas.gov 

Website: www.pharmacyboard.arkansas.gov 


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Text34: 
	Check Box35: Off
	Check Box36: Off
	Text37: 
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Check Box94: Off
	Check Box95: Off
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text113: 
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Check Box180: Off
	Text181: 
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Text191: 
	Text192: 
	Text193: 
	Text197: 
	Text198: 
	Text199: 
	Text201: 
	Text206: 
	Text209: 
	Text212: 
	Check Box213: Off
	Check Box214: Off
	Text215: 
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Text222: 
	Check Box223: Off
	Check Box225: Off
	Check Box226: Off
	Check Box128: Off
	Check Box129: Off
	Text112: 
	Text19: 
	Text20: 
	Check Box1: Off
	Check Box2: Off
	Text227: 
	Text229: 
	Text230: 
	Text232: 
	Text233: 
	Text235: 
	Check Box3: Off
	Check Box4: Off
	Text21: 
	Text22: 
	Check Box34: Off
	Check Box37: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Text114: 
	Text115: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off


