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San Mateo County Behavioral Health & Recovery Services 
Pharmaceutical/Vendor Representative Registration 

 

   Date: 
 

Product Line: 
 
 

 

Applicant Name: _____________________________________________________________ 

Direct Email: 

Cell Phone:  

District/Regional Manager:  

Phone:         Email:  

District Office Address: __________________________________________ 

                                          ___________________________________________ 

 

By signing and dating this page I verify that I have received the Pharmaceutical/Vendor 
Representatives Access and Accountability Policy and its associated forms. I have read the 
policy and agree to abide by it and comply with all the policy terms. 
 

Signature/Date:       

 

 

 

 

http://smchealth.org/bhrs-documents


 

http://smchealth.org/bhrs-documents   
Policy 04-06 Attachment A                       
Pharmaceutical/Vendor Representatives Access and Accountability Registration Card_2-6-24  

 

Attach PVR’s Business Card here: 
 
 
 
             
             
             
             
             
             
             
             
          
             
   
Attach PVR’s photo here:           
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