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Completion of Supervised Practice Form 
Waiver of Registration Requirements Registrants 

This form is only applicable for practice experience completed within Prince Edward Island.  The form must be 
signed by the registrant and by the managing pharmacist following completion of 14 days of practice 
experience under direct supervision. 

Following receipt of the signed declaration, PEICP will remove the registration condition requiring direct 
supervision from the registration.  

Registrant Declaration 

Pharmacy name Address 

I declare that I am currently registered with the Prince Edward Island College of Pharmacy as a Pharmacist 
or Pharmacy Technician in the General Class with a condition that I complete 14 days of practice in 
Prince Edward Island under direct supervision.

I further declare that I have completed 14 days of practice experience under the direct supervision of a 
pharmacist in the General Class. 

Signature: _____________________________ 
Print 
name: _____________________________ 

PEICP registration 
number :  ______________________________ Date: _____________________________  
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Managing Pharmacist Declaration 

I declare that I am a managing pharmacist of a pharmacy licensed by the PEI College of Pharmacy. 

I further declare that the registrant named below has completed 14 days of practice experience under the 
direct supervision of a pharmacist in the General Class. 

Managing Pharmacist Name:____________________________________________________ 

Signature:____________________________  Date:__________________________________ 

Start and End Dates: __________________________________________________________ 

Registrant Name:  ____________________________________________________________ 

Pharmacy: _________________________________ 
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