
 

 
 

Independent Pharmacy 

Network Participation 

Request and 

Credentialing Forms 

 
 

 

Last Updated: 1/2026 



Instructions: 

Thank you for your interest in becoming a participating pharmacy in the SelectHealth Pharmacy 

Network.  To ensure your application is processed quickly, please complete this form in its entirety, 

ensuring that all documents listed below are attached and legible.  Should you have any questions, 

please email them to SHPharmacyContracting@selecthealth.org.  

 

1. Complete all applicable sections of the attached form.   

 

2. Attach copies of the following documents with your completed application: 

a. Current State License for the pharmacy 

b. Current State License for the Pharmacist in Charge 

c. Current Federal DEA License 

d. Current Pharmacy malpractice liability insurance policy. ($1 million claim/$3million per 

occurrence) 

e. Current W-9 for the pharmacy 

f. Pictures where requests in the application.   

 

3. Email the completed application to SelectHealth at SHPharmacyContracting@selecthealth.org.   

 

4. Please allow for 14 business days to review your application.  If approved, a contract with be 

faxed or emailed to you for review and signature.  If denied, you will be notified.   
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