
 
  INSTRUCTOR REGISTRATION FORM 

VACSB MEDICATION REPACKAGING PROGRAM 
 
 
 
 
 
NAME OF INSTRUCTOR:________________________________________________ 
 
MAILING ADDRESS: ____________________________________________________ 
       
 
 
PHARMACIST   □ 
 
PHARMACY TECHNICIAN   □ 
  
 
 
LICENSE OR REGISTRATION NUMBER:_________________________ 
 
  
 
 
 
 
 

_____________________________________________________________________ 

Signature of Executive Director Registering Instructor 

 

_____________________________________________________________________ 

Community Services Board 


