
1 

899 North Capitol Street NE | 2nd Fl, Washington, DC 20002 |  E doh.pdmp@dc.gov | https://dchealth.dc.gov/pdmp 

All prescription monitoring data collected, maintained, or submitted pursuant to this Program is confidential, privileged, not subject to discovery, subpoena, or other means of legal compulsion 
in civil litigation, and is not a public record. 

Revised 03/05/2020

LAW ENFORCEMENT PDMP REGISTRATION FORM 

 Registrations will generally be processed within 10 business days. 

INSTRUCTIONS 
The District of Columbia Prescription Drug Monitoring Program (PDMP) may provide reports for 
law enforcement or regulatory purposes. An individual shall be registered with the Program as an
authorized agent entitled to receive reports. 

A request for registration as an authorized agent shall be accompanied by: 

 An attestation from the applicant’s employer confirming the identity of the applicant and
the applicant’s eligibility to receive the reports; and

 An attestation from the applicant that the prescription data will not be further disclosed
and will be used only for the purposes stated in the request and in accordance with the law.

Registration Steps:

Complete the entire form. All fields are required unless marked "optional".
Both the requester and the requester’s supervisor must sign the form.

Scan and save the form to your computer.
Upload the completed form your profile submission in the DC PDMP AWARxE database

at https://districtofcolumbia.pmpaware.net

Registration as an authorized agent shall expire on June 30th of each even-numbered year, or at any time the agent leaves
or otherwise becomes ineligible to receive information from the Program. 
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REQUESTING OFFICIAL – All fields in this section are required.

1. Name: __________________________  _______________  _______________________ 
First Middle  Last 

2. Title: ___________________________________________________

3. Agency Name: _______________________________________________________________________

Email: _____________________________________________ 

Supervisor's 
Email: _____________________________________________ 

4. Office Phone:  (_____)______-_____________

5. Supervisor’s Name: _____________________________

6. Supervisor’s Office Phone: (____)____-______________

7. By checking the items below and signing this form I certify that I agree and understand that:

 Prescription monitoring data received from the Program shall not be further disclosed and the prescription data shall 

only be used in accordance with the law; 

 All prescription monitoring data collected, maintained, or submitted pursuant to this Program is confidential, 

privileged, not subject to discovery, subpoena, or other means of legal compulsion in civil litigation, and is not a public 

record; 

The prescription monitoring database may contain errors resulting from the reporting of information received. 

Independent verification of patient information with pharmacies and prescribers may sometimes be prudent or 

necessary. 

Signature of Requesting Official: ___________________________________________  Date: _______________

Signature of Requesting Official’s Supervisor: ________________________________ Date: _______________ 

REQUESTS THAT ARE UNSIGNED OR INCOMPLETE WILL BE REJECTED. 

DC rules governing disclosure of DC Prescription Drug Monitoring Program data for law enforcement and regulatory 
purposes can be found at 17 DCMR § 10307.
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