
 
 
 
 

 
Application for Licensure of a Pharmacy in South Dakota 

 
I,      , License #       , being a pharmacist in good standing registered 
under the laws of this state, hereby apply for the registration of, and for a license to conduct a pharmacy as described herein and 
over which I will have full and complete control in the active management thereof as set forth in this application.   
 
I agree to display the Registered Pharmacy license in a conspicuous place in the pharmacy and to report to the Executive Director of 
the Board of Pharmacy any change in location of the pharmacy or any change in the ownership of the merchandise and fixtures of 
the pharmacy within ten days of such occurrence.  I will surrender the Registered Pharmacy license for cancellation of the cessation 
of business as a pharmacy, upon change of ownership, or when the license to conduct a pharmacy has not been transferred as 
provided by law. 

  

1     LICENSE   New - open date        Renewal     Change of Ownership      Current License # 
                                Full time # 100-    

2     LICENSE CLASSIFICATION                                                                                      Part time # 200-   

□ Full-time Pharmacy ($200 fee, check/money order payable to SD Board of Pharmacy)  
           Type of licensed pharmacy       

(Hospital, Retail-Independent, Retail-Chain, Mail Service, Compounding, Nuclear,  LTC, Other) 

  □ Remote Pharmacy (Telepharmacy) ($200 fee, check/money order payable to SD Board of Pharmacy) 
 Central pharmacy name and license #      
  

    □ Part-time Pharmacy ($160 fee, check/money order payable to SD Board of Pharmacy) 
    Type of licensed pharmacy       

 (Hospital, Nursing Home, Hospice, Other) 
 

3    PHARMACY INFORMATION 
 
                           

  LEGAL NAME                                               
                                                                                                                               
                           

  DBA NAME  
   
                                                               

  ADDRESS                                                                                                       CITY                                                STATE        ZIP                      County 
      
                                                                
            EMAIL                                   DEA #            PHONE #                                         FAX # 
 

4    OWNERSHIP (TYPE OF OWNERSHIP) 
 

     Individual        Partnership        Corporation        LLC       Other      
 
      Notice To Registered Pharmacist-in-Charge Applicant - Unless you are to be the sole owner of the merchandise and fixtures of     
      the pharmacy, the attached affidavit must be completed and attached to this application by the individual,  
      partnership or corporation with ownership.   

 

FOR SD BOP USE ONLY 
 

       Received _________________________         Check # _________________________      Amount ________________       
 

       Inspection  _______________________           Approved _______________________      Issued  ____________________________ 
PDMP    □ Approved     □ Denied    □ No Waiver     Designee Signature ________________________________   Action Date ______________ 

 (Revised 3.1.2016) 
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SOUTH DAKOTA BOARD OF PHARMACY 
 

4001 W. Valhalla Boulevard, Suite 106, Sioux Falls, SD  57106 
 

p - 605.362.2737   f – 605.362.2738    www.pharmacy.sd.gov 
 

http://www.pharmacy.sd.gov/


5    PRESCRIPTION DRUG MONITORING PROGRAM (PDMP) 
 

 This pharmacy reports to the PDMP as required by ARSD 20:51:32                               Yes     If No (Complete Waiver Request Below) 
  
  REQUEST FOR WAIVER / EXEMPTION FROM PDMP REPORTING (Check all that apply) 
 
   Dispenser is a medical facility that dispenses an interim quantity of substance on an outpatient emergency  
         basis; the quantity may not exceed a 48 hour supply. 
 
   Dispenser NEVER dispenses ANY controlled substances II, III, and IV or drugs of concern in the State of South Dakota.   
         Explain             
 
   Other             
 
6   EMPLOYEES (Use additional sheets if necessary) 
 

                                           
  PHARMACIST-IN-CHARGE NAME                  RPh LICENSE #                                       AVE HRS WORKED/WK 
                         

                                                        
  ADDRESS                                                                                                                                           CITY                                                   STATE          ZIP 

 
                                                                 
            PIC WORK EMAIL                       PHONE #                                                FAX # 

 
        Staff Pharmacists 

Name License No. Average Hrs. Worked/Week 
   
   
   
   
   
   
   

 
        Registered Technicians and Pharmacist Interns currently working at this location 

Name Registration No. Average Hrs Worked/Week 
   
   
   
   
   
   
   
   
   
   

 
 
7 Affidavit affirming Pharmacist-in-Charge understands South Dakota Pharmacy Laws and Rules and 

intends to abide by them. 
 

I declare and affirm under the penalties of perjury that this application has been examined by me, and to the best of my 
knowledge and belief, is in all things true and correct, and that the provisions of law and Board of Pharmacy Rules and 
Regulations relative to conducting a non-resident pharmacy in the home state will be faithfully observed during the period for 
which a license to conduct pharmacy business in the state of South Dakota shall be issued. 
 
 
             
Signature of Pharmacist-in-Charge Applicant      Date 
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Supplement to Application for Pharmacy Licensure or Renewal  
Must be Completed if Pharmacist Applicant is not the Sole Owner of Merchandise and Fixtures 

 
Have you, or any other managing officer or director, plead guilty, no contest, or received a suspended imposition of sentence for a 
felony or other criminal offense (excluding minor traffic violations)?    Yes    No      

 

AFFIDAVIT 
 

State of ________________________ )    Complete first portion of form as 
       ) ss  an Individual/Partnership or Corporation 
County of ______________________ )                                                                          
 
 Individual or Partnership:  I, _______________________________________, being first duly sworn, depose and say that I am the 
owner of   percent of the merchandise and fixtures in the place of business in the attached renewal form for a license to 
provide Pharmacy Services in South Dakota. 

OR 
 
Corporation:  I, ______________________________________, being first duly sworn, depose and say that I am the 
____________________________________ of ________________________________________________, a corporation, and one of 
its managing officers and directors; that said corporation is the owner of the merchandise and fixtures in the place of business in the 
attached renewal form for a license to provide Pharmacy Services in South Dakota. 
 
 
That said place of business may be registered as a nonresident pharmacy and conducted in accordance with the laws of the State of 
South Dakota and Individual/Partnership or Corporation hereby delegate(s) complete responsibility for the pharmaceutical services 
to Registered Pharmacist-in-Charge 
 
                               

 (Same as pharmacist-in-charge signing application)                          Pharmacy License #                           State  
 
to have full charge of the merchandise and fixtures at said place of business in the same manner and to the same degree as though 
said pharmacist were the sole owner of such merchandise and fixtures.  It is further represented and said that if any non-pharmacist 
owner, corporate officer, employee or agent of non-pharmacist owner/corporation is actively engaged with such pharmacy, after it 
is so registered, that such non-pharmacy owner, corporate officer, employee or agent of non-pharmacist owner/corporation will 
submit to administration and guidance of the registered pharmacist named herein, in the same manner and to the same degree as 
though said non-pharmacist owner, corporate officer, employee or agent of non-pharmacist owner/corporation were an employee 
of the registered pharmacist named herein. 
 
                          
                  Signature of Non-Pharmacist Owner or Corporate Officer 
 

           Subscribed and sworn before me this     day of      , 20    
 
           Notary Seal                        
                    Name of Notary Public                                      
 
 
Provide a complete list of managing officers and directors (attach additional sheets if necessary) 
 

Officer/Director Name   Title                                       Full Address                         
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