
         

  12/30/11 vers 
 

Please return form with remittance to:  
Colorado Pharmacists Society 
6825 E. Tennessee Ave. #440 
Denver, CO  80224 

 
 

 
 
 
 

 
 

Name ___________________________________________________________________  

Address ___________________________________________________________________  

City, State, Zip ___________________________________________________________________  
 
Work Phone __________________________ Home Phone_____________________________  

Fax __________________________ Employer________________________________  

Email Address ___________________________________________________________________  
 

Licensed In (list states): ______________________________________________________________  

APHA Member Yes  No   
ASHP Member Yes  No   
 

 
 

Member Category - Select ONE 
Licensed / Practicing in Colorado 

 Pharmacist.................................... $195 O 
 Resident, 1st yr ............................. $100 O 
 Retired.......................................... $145 O 
Other  

 Technician ...................................... $45 O 
 Associate Pharmacist .................. $175 O 
 Associate Friend of CPS .............. $175 O 
 Student ........................................... $10 O 

Volunteer for Committees 

Convention .....................  
Education .......................  
Finance ..........................  
Golf.................................  
Legal / Legislative ..........  
Membership ...................  
Nominations ...................  
Publications....................  
Student...........................  
Training / Development ..  

Primary Practice Setting - Select ONE 

Independent Pharmacy ....... O 
Chain Pharmacy.................. O 
Health - System................... O 
Managed Care .................... O 
Long-Term Care.................. O 
Manufacturer ....................... O 
University / Academia ......... O 

Select Academies of Interest 
Compounding......................  
Consultant ...........................  
Health - System...................  
Technician...........................  

 

PAYMENT METHOD: Check (payable to CPS)  MC  VISA   AMEX  

ALL information below is REQUIRED when paying by credit card. 

Cardholder Name _______________________________________     Exp. Date____ /____  CVV ________(req’d) 

Signature    ______________________________________________ 

Card Number   ____________________________________________ 

 
Dues payments to the Colorado Pharmacists Society are not deductible as charitable contributions for federal income tax purposes.  However, 

dues may be deducted as ordinary and necessary business expenses. 

Colorado Pharmacists Society Membership 
6825 E. Tennessee Ave. #440 

Denver, CO  80224 
303.756.3069 Voice - 303.756.3649 Fax – www.copharm.org 

 
Affiliate of the American Pharmacists Association 

Affiliate of the American Society of Health-System Pharmacists 
 

Office Use Only:     Amount ________
Check # or Credit Auth.____________ 
Check or Auth Date ___/___/___ 


