
WHOLESALE DISTRIBUTOR CLOSING  INSPECTION FORM 

1. PERMIT HOLDER INFORMATION

Corporate Wholesale Distributor Name __________________________________________________ 
Wholesale Distributor Name-Doing Business as (d/b/a) or Trade Name 
____________________________________________________________________________________ 
Street Address _______________________________________________________________________ 
Business Telephone Number ________________ Business Fax Number _______________________ 
Inspection Date: ______________ Arrival Time _____________ Departure Time ______________ 
Type of Inspection: Annual  Follow-up Previous Date: ___________________________ 
Name of Inspector: ___________________________________________________________________ 
Maryland Permit Number _________________________ Exp. _____________ 
Maryland CDS Registration Number ________________ Exp. _____________ 
DEA Registration Number _________________________ Exp. _____________ 

2. INFORMATION INCLUDED IN NOTIFICATION OF CLOSING: COMAR 10.34.22.10

A. Board of Pharmacy was notified at least 30 days prior to anticipated cease to operate date.  

3. REQUIRED INFORMATION AND PROCEDURE: COMAR 10.34.22.10

A.  Drug and device suppliers notified at least 30 days in advance of the date that wholesale
      distributor will cease to operate.  
B.  Manufacturers, wholesale distributors, licensed pharmacies, and authorized prescribers

 that receive prescription drugs and devices from the wholesale distributor are notified at
 least 30 days in advance of the date that the wholesale distributor will cease to operate. 

4. INFORMATION & DOCUMENTATION DUE AT CLOSING: COMAR 10.34.22.10

A.  Exact date wholesale distributor cease to operate. _______________________     
B.  Copy of closing inventory of prescription drugs or devices disposed of, transferred, or
      returned are provided.  
C.  Maryland Permit returned.   
D.  Maryland CDS Registration returned. 

Name _______________________________________ 
Address _____________________________________ 
Phone Number ________________________________ 

Pharmacy Permit # _____________ 
CDS Registration # _____________  
DEA Registration # _____________ 

Yes          No 

Yes           No 

           No 

           No 

           No 

Yes 

Yes 

Yes 

Yes          No 

Yes          No 

E.  Name, address, telephone number, and DEA Registration number of persons or business      
entity to whom prescription drugs were returned or transferred. 

Rev: 20161219 410-764-4755 • Fax 410-384-4137 • Toll Free 800-542-4964
DHMH 1-877-463-3464 • Maryland Relay Service 1-800-735-2258

Web Site: http://dhmh.maryland.gov/pharmacy

1



F.  If prescription drugs or devices are destroyed pursuant to this regulation, provide a letter, signed
 under oath by the wholesale distributor stating:  the date, place, and manner in which the
 prescription drugs or devices were destroyed; name, address, telephone number of the persons
 responsible for destroying; name, dosage unit, and quantity of each type of prescription drug
 or device destroyed

G.  If any pedigree or other documents are transferred, provide a letter, signed under oath by the
 wholesale distributor stating:  the date, time, place to which and manner in which the pedigree
 or other documents were transferred; the names addresses, and telephone numbers of the
 persons responsible for transferring the pedigrees or other documents. 

5. ADDITIONAL INFORMATION OR COMMENTS:

___________________________________________________________________________________ 
___________________________________________________________________________________
___________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

Name of Permit Holder or Designated Representative ______________________________ 

Signature of Permit Holder or Designated Representative ___________________________ 

Name of Inspector _________________________________________________ 

Signature of Inspector  ______________________________________________ 

Date of closing inspection  ___________________________________________

YesYes       No 

Yes          No 

FINAL 09/02/2014

Rev: 20161219 410-764-4755 • Fax 410-384-4137 • Toll Free 800-542-4964
DHMH 1-877-463-3464 • Maryland Relay Service 1-800-735-2258

Web Site: http://dhmh.maryland.gov/pharmacy

2


	WSD Closing Inspection Form
	1. Permit Holder Information
	2. Notification Of Closing
	3. Required Information
	4. Information Due At Closing
	5. Additional Information

	Corporate Wholesale Distributor Name: 
	Wholesale Distributor NameDoing Business as dba or Trade Name: 
	Street Address: 
	Business Telephone Number: 
	Business Fax Number: 
	Inspection Date: 
	Arrival Time: 
	Departure Time: 
	Previous Date: 
	Name of Inspector: 
	Maryland Permit Number: 
	Exp: 
	Maryland CDS Registration Number: 
	Exp_2: 
	DEA Registration Number: 
	Exp_3: 
	A Exact date wholesale distributor cease to operate: 
	Name: 
	Pharmacy Permit: 
	Address: 
	CDS Registration: 
	Phone Number: 
	DEA Registration: 
	5 ADDITIONAL INFORMATION OR COMMENTS 1: 
	Name of Permit Holder or Designated Representative: 
	Name of Inspector_2: 
	Date of closing inspection: 
	INSPTYPE: Off
	2: 
	1: Off

	3: 
	1: Off
	2: Off

	4: 
	1: Off
	2: Off
	3: Off
	4: Off
	6: Off
	7: Off

	CLEARFORM: 
	PRINTFORM: 


