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American Pharmacists Association

Academy of Student Pharmacists 

Immunization Cards Order Form

Name: ________________________
Contact Number: ____________________

School or College of Pharmacy: ____________________________________________
Address for cards to be mailed to (Shipped FedEx Ground; No PO Boxes):
______________________________________________________________________
______________________________________________________________________
Number of card bundles (Available only in bundles of 50):________________________
Payments type: 

(
Check
(payable to APhA-ASP)

(
Money Order 


· Credit Card-circle one:  Visa

MasterCard

American Express

Name as it appears on credit card: __________________________________________

Credit Card #: ___________________________________
Exp. Date: _________

Amount to be charged: ____________________________
Zip Code:  _________


Submit form with Payment by: 
( Mail to:





(  Email APhA-ASP@APhAnet.org  
APhA-ASP Immunization Orders

Attn: Lynette Hamilton

2215 Constitution Ave. NW
Washington, DC 20037-2985
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