&
‘a ;’ hamé nation %zm
v

This form is provided for those pharmacists who would like to recommend a colleague for considera-
tion. | would like to recommend the following new practitioner for selection to Leadership Pharma
Please send an application to:

Name:

Position: Organization:

Address: Zip:
Recommended By: Signature:

Relationship to applicant: (1 Employer/Supervisor 1 Co-Worker/Colleague A Self 1 Other

Position: Organization:

To recommend other pharmacists, list address (and number of nomination forms needed); or see
www.iarx.org for additional nomination forms.
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