
 Pharmacy Profile Information Form
All fields are required. If any part is left blank, it will delay the 

processing of the Pharmacy Upload account. 

NABP #:_____________________________________      

Indiana License #: ____________________________     

Name:______________________________________________________________________ 

Address:____________________________________________________________________ 

City:  ____   State:        ___            Zip: __          

Telephone:  ______________________________Fax ________________________________ 

Qualifying Pharmacist_________________________________________________________ 

Email_______________________________________________________________________ 

Pharmacy Type: 

 Type I  Type II Type III 

Non-Resident 

 Exempt 

Please complete this form and 

email, fax or mail to: 

INSPECT Program 

402 West Washington Street Room W 072 

Indianapolis, IN   46204 

FAX:  317-232-2115
Email:  inspect@pla.in.gov 

mailto:rnafiseh@pla.in.gov



