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I. What is the formal name of your organization? 

[Organization Name here]
II. What organization type best describes it? 
 FORMDROPDOWN 

III. Please describe your program, policy, or procedure to protect consumers from counterfeit or contraband drugs. 

[Fill-in here]


IV. Please list your preferred contact person and contact information
	Contact Name:
	[Contact]

	Addr1
	[Addr1]

	Addr2
	[Addr2]

	City, State ZIP
	[City, ST Zip]

	Country
	[Country]

	Email
	[email]

	Phone
	[Phone]


V. Please indicate the activities which interest you most.

 FORMCHECKBOX 

Publications & Policy

 FORMCHECKBOX 

Public Awareness (includes media
 FORMCHECKBOX 

Professional Development (e.g., designing continuing ed. curricula)
 FORMCHECKBOX 

Other: [Fill-in here]
VI. Affirmation 
My organization supports the Partnership for Safe Medicines’ purpose to promote the safety of prescription drugs and the protection of consumers against counterfeit or contraband medicines.  In support of that purpose, I affirm that my organization does not support or facilitate the illegal purchase, distribution or use of counterfeit or contraband medicines.
I am legally entitled to sign on behalf of my organization.
______________________________________________
[Print name here]
Please return this form to: Partnership for Safe Medicines, 8100 Boone Blvd., Ste. 220, Vienna, VA 22182 - or – Fax it to +1 – 703 – 848 – 0164 – or – email it to information@safemedicines.org. 


