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THE PED GRP AT MANCHESTER LA


EXCLUSIVE GROUP DECLARATION FORM

Pfizer’s Exclusive Group Membership Policy requires a facility to choose a sole affiliation under which awarded Vaccines contracted products will be purchased.  Under this policy an eligible facility/member will have access to contracted prices from one buying group/contract for Pfizer Vaccine products.  Once completed and processed, this form will supersede all prior form(s).  An eligible facility/member will be added or moved to the declared buying group within fifteen (15) days of receipt of the form, if all Pfizer eligibility requirements are met.  Pfizer reserves the right to refuse to extend a contract price/term to an eligible facility/member for the following reasons: 1) Fails to designate one buying group; 2) Attempts to purchase under multiple agreements 3) Does not meet contract eligibility requirements.  A declaration form must be submitted for each location (blanket forms not accepted).  
Eligible Facility/Member Information:
	Facility Name
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	Pfizer Customer Number                                      
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3000168200 



	Address
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7015-C MANCHESTER BLVD 


	DEA Number                                 
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BL8879770 



	Address
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	HIN Number                              
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	City 
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ALEXANDRIA  


	State
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VA



	Zip
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22310-3240 


	Telephone #
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(703) 971-6900



	e-mail
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manchester.lakes@tpg-pc.com


	Fax #
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 (703) 372-5244




Eligible Facility/Member Structure:  

	Is this facility owned, leased, or managed by a Hospital / Health System / Integrated Delivery Network?

· Owned

· Leased

· Managed
	Pick one:

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	Please list name, address and DEA# of Hospital / Health System / Integrated Delivery Network:
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  DEA# [image: image14.wmf]


Address: [image: image15.wmf]



	Is a pharmacy or dispensing-physician located at this facility?
	YES

 FORMCHECKBOX 

	NO

 FORMCHECKBOX 



Eligible Facility / Member Buying Group Designation* (Please Select One):  

	Contracted entity
	Choose ONLY One**

	MPPG
	 FORMCHECKBOX 


	
	 FORMCHECKBOX 


	
	 FORMCHECKBOX 



 In the event that any duplicate discount or conflicting agreements exists, Pfizer has sole discretion as to which purchasing agreement will apply unless this form is accurately completed, submitted and processed.

Eligible Facility / Member Approval
	By Signing the below, the eligible facility/member certifies that the above information is correct and certifies that any product purchased under any Pfizer Contract is for its “Own Use”
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	Name   (Please Print)
	Signature (Required)***
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	Title
	Date

	


* An eligible facility/member may change affiliation once every 12 months after the initial submission by completing and submitting a new Exclusive Group Declaration Form


** If more than one contracted entity is selected the form will be automatically rejected
***The authorized agent or the person responsible for contracting is responsible for signing the Exclusive Group Declaration Form.     
Please complete the information requested below and return it promptly to contracts@pfizer.com








