New ASCP Student Chapter Intent Letter

Telephone (optional):

Name of Student Chapter ASCP
Student Chapter School of Street:
Pharmacy Address City: State: Zip Code:
Student Liaison Name:
Email:

Faculty Advisor

Name:
Email:

Telephone (optional):

School Official who Approved
the Formation of the ASCP
Student Chapter

Name:
Email:

Telephone (optional):

Date of Approval from School

Rational for organizing (minimum 3 sentences):

By signing and submitting this Intent Letter, | acknowledge that all information provided is accurate
and complete. | further confirm that the school identified in this letter has been duly notified and has

granted its approval for the formation of this student chapter.

Submitter’s Signature:

Date of Submission:

Created 8.21.2024




