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APPLICATION INSTRUCTIONS 
HOSPITAL SATELLITE COMPOUNDING PHARMACY LICENSE 

(Business and Professions Code Section 4127.15) 

A hospital satellite compounding pharmacy is an area licensed by the Board to perform sterile compounding 
that is separately licensed by the Board pursuant to section 4127.15 of the Business and Professions Code to 
perform that compounding and is located outside of the hospital in another physical plant that is regulated as 
a general acute care hospital as defined in subdivision (a) of section 1250 of the Health and Safety Code. (Bus. 
& Prof. Code § 4029(c).) A hospital satellite compounding pharmacy shall compound sterile drug products for 
administration only to registered hospital patients who are on the premises of the same physical plant in 
which the hospital satellite compounding pharmacy is located, and the services provided shall be directly 
related to the services or treatment plan administered in the physical plant. Among other requirements, a 
hospital satellite compounding pharmacy shall purchase, procure, or otherwise obtain all components through 
the license of the hospital pharmacy. A hospital satellite compounding pharmacy license shall not be issued or 
renewed until the location is inspected by the Board and found to be in compliance with Article 7.5 of the 
Pharmacy Law and regulations adopted by the Board. The license shall be renewed annually and is not 
transferable. 

IMPORTANT: A checklist is provided with these instructions. The Board encourages the use of the checklist to 
assist with the application process. Allow approximately 45 days from the date your application is received by 
the Board before checking on the status. The contact person(s) designated on the application will be advised if 
additional information is necessary. 

CHANGE OF OWNERSHIP / LOCATION 
A hospital satellite compounding pharmacy license is nontransferable. A license is issued to the owner(s) and 
for a specific location. All approved change of ownership and change of location applications will result in a 
new license number being issued. Operating the facility prior to a new license being issued is unlicensed 
activity and may result in denial or disciplinary action by the Board. 

Note: Upon issuance of a license based on a change of location, the prior license will be automatically 
cancelled.  If the facility requires the current location to continue to be licensed during the transition to the 
new location, please communicate to the Board during the application process. 

CHANGE OF OWNERSHIP: In addition to these application requirements, a change of ownership application 
for the primary pharmacy must be submitted along with all the required documentation identified in the 
instructions for the appropriate primary application. 

SIGNATURES: Provide an original dated signature or a digital signature that complies with California Code of 
Regulations, title 16, section 1700. Applications with digital signatures shall be emailed to 
Compounding.Pharmacy@dca.ca.gov. 

WHEN SUBMITTING DOCUMENTS TO THE BOARD, KEEP A COPY FOR YOUR RECORDS. 
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CHECKLIST FOR FILING A HOSPITAL SATELLITE COMPOUNDING PHARMACY LICENSE APPLICATION 

Use this checklist to ensure your application is complete prior to submitting. If the application is not complete, 
the Board will notify you of any deficiencies. Failure to complete your application within 60 days after being 
notified by the Board of deficiencies in the application file will result in the application being deemed 
abandoned.  You will then be required to file a new application and meet all of the requirements in effect at 
the time of reapplication. (Cal. Code Regs., tit. 16, § 1706.2(a).) 

 APPLICATION FEE: $3,875
Include a check or money order made payable to the California State Board of Pharmacy. This fee is non-
refundable.

Optional: Temporary License Fee: $1,065 
To request a temporary hospital satellite compounding pharmacy license, submit the 
temporary hospital satellite compounding pharmacy license fee in addition to the application 
fee. NOTE: Temporary licenses may be issued by the Board at its discretion, upon such 
conditions and for such periods of time, not to exceed 180 days, as the Board determines to 
be in the public interest. The temporary hospital satellite compounding pharmacy license fee 
is nonrefundable once the application has been reviewed. 
• If other than a change of ownership and/or location, include a written letter signed by

the owner, partner, officer, member, etc., that clearly explains why a temporary license
is needed to protect public safety.

 HOSPITAL SATELLITE COMPOUNDING PHARMACY LICENSE APPLICATION (form 17A-107 rev. 5/2026):
Complete the entire application.

 GENERAL ACUTE CARE HOSPITAL LICENSE: Submit a copy of the general acute care hospital (GACH) license
issued by the California Department of Public Health (CDPH) or a copy of the application submitted to
CDPH to be added to the GACH license if not currently listed on the GACH license.

 FLOOR PLAN OF HOSPITAL SATELLITE COMPOUNDING PHARMACY: Provide a copy of the hospital satellite
compounding pharmacy's floor plan that clearly identifies the location of the hospital satellite compounding
pharmacy.

DOCUMENTS REQUIRED TO BE PROVIDED TO THE INSPECTOR 

The Board’s inspector will request these items either prior to or at the time of inspection. 

1. POLICIES AND PROCEDURES: The hospital satellite compounding pharmacy's policies and procedures for
sterile compounding.

2. SELF-ASSESSMENT FORM: The hospital satellite compounding pharmacy's completed self-assessment.

17M-108 (REV. 5/2026) 2 of 2 
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________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

California State Board of Pharmacy 
2720 Gateway Oaks Drive, Suite 100 
Sacramento, CA 95833 

Business and Consumer Services Agency 
Department of Consumer Affairs 

Gavin Newsom, Governor 
Phone: (916) 518-3100 Fax: (916) 574-8618 
www.pharmacy.ca.gov 

HOSPITAL SATELLITE COMPOUNDING PHARMACY LICENSE APPLICATION 
(Business and Professions Code Section 4127.15) 

Type or Print in blue or black ink. All sections must be completed; if not applicable, enter N/A. 

1. TYPE OF APPLICATION ___ Request for a Temporary License, must include the temporary license fee.
___ New ___ Change of Ownership ___ Change of Location _________ Anticipated Open/Transaction Date

2. APPLICANT INFORMATION (License will print only the first 65 characters, including spaces.)

Name to appear on the Hospital Satellite Compounding Pharmacy License

Hospital Satellite Compounding Pharmacy Address: Street City State Zip Code

Exact Physical Location: (Room Identifier i.e. Room Number, Name of Room)

Hospital Satellite Compounding Pharmacy Telephone Number Email Address

3. HOSPITAL PHARMACY INFORMATION

Name of the Hospital Pharmacy, which may be a DBA

Legal Entity/Business Name of the Hospital Pharmacy

Hospital Pharmacy Physical Location: Street City State Zip Code

Hospital Pharmacy Telephone Number Email Address

Does the hospital pharmacy hold a current license with the Board?

 Yes, list the hospital pharmacy license #________________________________
 No, a hospital pharmacy application must accompany this application.

4. TYPE OF OWNERSHIP OF HOSPITAL PHARMACY
___ Individual ___ Corporation ___ Government Owned 
___ Partnership ___ Professional Corporation ___ Native American Tribe 
___ Limited Liability Company ___ Nonprofit Corporation ___ Non-Native American Operating on 
___ Trust ___ Publicly Traded Corporation  Tribal Land 

For Board Use ONLY Date Cashiered: __________________ 
Date Processed: ______________   Date Issued: _________________   Cashiering #:  __________________ 
Processed by:   ______________   Issued by:   _________________  Amount Received: ________________ 
17A-107 (Rev 5/2026) 1 of 5 
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________________________________________________________________________________________

________________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

________________________________________________________________________________

5. CONTACT PERSON The Board will discuss the status of this application ONLY with the authorized contact
person listed below. In addition, an owner/officer listed on the hospital pharmacy license/application MUST
be listed be as a contact on this application and may designate additional individuals to receive information
on this application by submitting an Authorization to Release Applicant Information form (see last page of
this application).

Name of Authorized Contact Person Telephone Number Email Address

Owner/Officer Telephone Number Email Address

Is the PIC  list on this application also  authorized to receive all status communications  regarding this 
application? ___ Yes ___ No

6. PHARMACIST-IN-CHARGE (PIC)
Provide the name, pharmacist license number, telephone and email address of the PIC of the hospital
satellite compounding pharmacy. The Board inspector will contact the PIC to schedule the initial/annual
inspection.

Pharmacist Name Pharmacist License Number

Email Address Telephone Number

7. HOSPITAL SATELLITE COMPOUNDING PHARMACY LICENSING REQUIREMENTS

A. Is the hospital satellite compounding pharmacy location listed on the California Department of Public
Health (CDPH) General Acute Care Hospital (GACH) license?

 Yes, provide a copy of the GACH license.
 No, provide a copy of the application submitted to CDPH to be added to the GACH license.

B. Are the services provided by the hospital satellite compounding pharmacy directly related to the
services or treatment plan administered in the physical plant where the hospital satellite compounding
pharmacy is located?

 Yes, list the approved service(s) at the location of the hospital satellite compounding pharmacy
listed on the GACH license.

 No

8. COMPOUNDING TO BE PERFORMED (Check all that apply)

Type of sterile compounding performed: Type of products to be compounded: 
____ Nonsterile to Sterile ____ Injectable 
____ Sterile to Sterile ____ Inhalation 
____ Hazardous ____ Ophthalmic 
____ Radiopharmaceuticals 

Do you perform centralized packaging for unit dose packaging? 
 Yes, provide the hospital pharmacy license # _______________________
 No

17A-107 (Rev 5/2026) 2 of 5 



     
 

        
   

 
 

  
 

                  
 

        
 

  
  

  
 

   
   

   
     

 
 

 
         

   
 
    

   
   
   

  
  

    
   

  
 

   
      

    
      

  
     

 
 

      
     

    
    

 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

_____________________________________________________________________________________ 

9. CHANGE OF OWNERSHIP OR LOCATION Provide the exact name, address, and license number as listed on 
the current hospital satellite compounding pharmacy license. 

Name on current license 

Location listed on license Street City State Zip Code 

Current license number License Expiration Date 

CHANGE OF OWNERSHIP ONLY The Board will discuss the status of this change of ownership application 
ONLY with the individual(s) listed/authorized in Section 5 above. Check “yes” or “no” below to indicate 
whether the Board is also authorized to communicate the status of this change of ownership application with 
the current owner on record for the hospital pharmacy (i.e., the seller/transferor in the change of ownership 
transaction). 

 Yes. List the name of the individual the Board is authorized to communicate with and submit a completed 
Authorization to Release Applicant Information form (see last page of this application) signed by an 
individual listed on the hospital pharmacy license. NOTE: The person named below must be listed on the 
current license. 

Name Email Address 
 No 

10. APPLICANT ADVISEMENTS AND AFFIDAVIT 
This application must be approved by the California State Board of Pharmacy before a hospital satellite 
compounding pharmacy license is issued. The applicant shall not conduct business as a hospital satellite 
compounding pharmacy within California unless and until a license is issued. Any application not 
completed within 60 days after being notified by the Board of deficiencies may be deemed to have been 
abandoned, and the applicant will be required to file a new application and meet all requirements that 
are in effect at the time of the new application. A change of ownership application may be withdrawn by 
either the applicant or the licensee with no resulting liability to the California State Board of Pharmacy. 
Fees applied to this application are not transferable or refundable. 

Failure to provide any of the requested information may result in the application being considered 
incomplete. Any material misrepresentation in the answer to any question is grounds for denial or 
subsequent revocation of the license. The withdrawal of an application for a license after it has been filed 
with the Board shall not, unless the Board has consented in writing to such withdrawal, deprive the Board 
of its authority to institute or continue a proceeding against the applicant for the denial of the license upon 
any ground provided by law or to enter an order denying the license upon any such ground. (BPC § 118, 
subd. (a).) 

Pursuant to the provisions of BPC § 4207, the California State Board of Pharmacy is authorized to conduct a 
thorough investigation of this application to determine whether the applicant is qualified for the license 
being sought, and may request any information it deems necessary to complete said investigation, 
including, without limitation, business and financial records and documents. 
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_______________________________________________________________________________________ 

The Board makes every effort to protect personal information provided to the Board. The information 
provided, however, may be disclosed under the following circumstances: 
• In response to a Public Records Act request (Government Code § 7920.000 et seq.), as allowed by the

Information Practices Act (Civil Code § 1798 et seq.);
• To another government agency as required or permitted by state or federal law; or
• In response to a court or administrative order, a subpoena, or a search warrant.

REQUIRED SIGNATURE 
Signed by an owner/officer on the hospital pharmacy application/license. Provide an original dated 
signature or a digital signature that complies with California Code of Regulations, title 16, section 1700. 
Documents with digital signature(s) shall be emailed to the Board at compounding.pharmacy@dca.ca.gov. 

Under the laws of the State of California, the natural person whose signature appears below certifies that: 
1) They are at least 18 years of age.
2) They are listed as an owner or officer on the hospital pharmacy application or license.
3) They have the authority to make this application to apply for a license with the California State Board

of Pharmacy on behalf of the applicant named in the foregoing application.
4) They have read or have knowledge of the foregoing application for licensure, are familiar with the

contents thereof, and attest to the truth and accuracy of all statements, answers, and representations
made in this application, including any and all supplementary statements.

5) They understand that falsification of any information in this application may constitute grounds for
denial or subsequent revocation of the license.

Signature Print Name Date 

Helpful Reminders: 
• Provide a copy of the hospital satellite compounding pharmacy's floor plan that clearly identifies the

location of the hospital satellite compounding pharmacy.
• When submitting documents to the Board, keep a copy for your records.
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AUTHORIZATION TO RELEASE APPLICANT INFORMATION 

(Optional) 

Applicant Information –Print or type File Number, if applicable ______________ 

_______________________________________________________________  __________________________ 
Name of Applicant Telephone Number 
__________________________________________________________________________________________ 
DBA if different than above 
__________________________________________________________________________________________ 
Address of Business – Street City State Zip Code 

The Board will discuss the status of this application ONLY with the authorized person(s) identified on the 
application. In order for the Board to discuss the status of this application with another individual, the 
authorized person identified on the application must authorize in writing the Board to discuss the application 
status with that individual.  

Giving consent for the Board to disclose application and business information will authorize the Board to 
disclose all information pertaining to this application. This includes but is not limited to address information, 
all application requirement information, and application approval or denial status. 

Applicant Consent – Must be signed and dated by the applicant for optional authorization to be valid. 
As a person identified on the application that is authorized to act for and bind the applicant, I hereby give the 
Board consent to communicate to the individual listed below. 

I, ______________________________________________________________, hereby give consent to 
Print Name of Person Authorized to Bind the Applicant 

the California State Board of Pharmacy to disclose information about this application as specified above to 
the following individual: 

__________________________________________  ____________________  __________________________ 
Name Telephone Number Email Address 
__________________________________________________________________________________________ 
Mailing Address – Street City State Zip Code 

This consent will expire on ____________________________________ , within one year, or upon 
licensure, whichever comes first.  (Date) 

___________________________________________________________ ___________________________ 
Signature of Person Authorized to Bind the Applicant      Date 
Provide original signature or digital signature that complies with California Code of Regulations, title 16, 
section 1700. 

17A-107 (Rev 5/2026) 5 of 5 





Accessibility Report





		Filename: 

		hosp_satellite_comp_app_pkt.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Anticipated OpenTransaction Date: 
	Name to appear on the Hospital Satellite Compounding Pharmacy License: 
	Hospital Satellite Compounding Pharmacy Address Street: 
	Exact Physical Location Room Identifier ie Room Number Name of Room: 
	Hospital Satellite Compounding Pharmacy Telephone Number: 
	Email Address: 
	Name of the Hospital Pharmacy which may be a DBA: 
	Legal EntityBusiness Name of the Hospital Pharmacy: 
	Hospital Pharmacy Physical Location Street: 
	Hospital Pharmacy Telephone Number: 
	Email Address_2: 
	Name of Authorized Contact Person: 
	Telephone Number: 
	Email Address_3: 
	OwnerOfficer: 
	Telephone Number_2: 
	Email Address_4: 
	Pharmacist Name: 
	Pharmacist License Number: 
	Email Address_5: 
	Telephone Number_3: 
	listed on the GACH license: 
	Do you perform centralized packaging for unit dose packaging: 
	Name on current license: 
	Location listed on license: 
	Current license number: 
	License Expiration Date: 
	Name: 
	Email Address_6: 
	Print Name: 
	Date: 
	File Number if applicable: 
	Name of Applicant: 
	Telephone Number_4: 
	Address of Business  Street: 
	Print Name of Person Authorized to Bind the Applicant: 
	Name_2: 
	Telephone Number_5: 
	Email Address_7: 
	Mailing Address  Street: 
	Date_2: 
	Date_3: 
	Type of Ownershp of Primary Pharmacy: Off
	Does the Primary Pharmacy have a license: Off
	If Yes list the Primary Pharmacy License: 
	Request for a Temporary License: Off
	New Sterile Compounding Pharmacy: Off
	Change of Ownership: Off
	Change of Location: Off
	Is the proposed PIC listed in Section 5 of this application authorized as a contact person with this application: Off
	Is the hospital satellite compounding pharmacy location listed on the California Department of Public Health (CDPH) General Acute Care Hospital (GACH) license: Off
	Are the services provided by the hospital satellite compounding pharmacy directly related to the services or treatment plan administered in the physical plant where the hospital satellite compounding pharmacy is located: Off
	Ophthalmic: Off
	Inhalation: Off
	Injectable: Off
	Radiopharmacy: Off
	Non sterile to sterile: Off
	Do you perform centralized packaging for unit dose packaging2: Off
	The Board will discuss the status of this change of ownership application ONLY with the individual(s) listed/authorized in Section 5 above: 
	 Check “yes” or “no” below to indicate whether the Board is also authorized to communicate the status of this change of ownership application with the current owner on record for the hospital pharmacy: Off

	Name of Business DBA if different than above: 
	Hazardous: Off
	Sterile to Sterile: Off


