
 
 
 
 
 

 
Staff Changes for Idaho Pharmacies 

 
Pharmacy License #: ___________ Name: ____________________________________________ 
 
City: _________________________________________ Zip + 4: __________________________ 
 
New Employees: 
Name: License #: Date of 

Change: 
Position: 
Full Time, Float, Relief, etc 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
EMPLOYEES WHO HAVE LEFT: 
Name: License #: Date of 

Change: 
Reason: 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 I hereby certify that the above statements are true and correct. 
 
 
Signature of PIC: _____________________________________ Date: ______________________
   

Idaho State Board of Pharmacy 
1199 W Shore l ine  Lane Ste  303 Boise ,  Idaho 83702-9103 ht tp : / /bop. idaho.gov  

P .O.  Box 83720 Boise,  Idaho  83720-0067 208.334.2356 208.334.3536 fax 
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http://bop.idaho.gov/
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