DUPLICATE this form as necessary to complete a separate sheet for EACH chemical
substance incident. Use reverse side of this form if additional space is needed.

Applicant Name:

Last First MI

Describe the substance you use:

A. To what extent does, or could, vour use of this substance affect your current ability to practice medicine in your
specialty area or to perform a full range of clinical activities?

B. Monitored by State Board Mandate (Name and Address) C. Monitored Voluntarily (Name and Address)

D. Other information about the current status of your use of substances:

E. Abstinent since (mm/yy):

F. Provide the name and address of your personal physician/health care provider who can provide information about
your treatment for alcohol or chemical substance use and can comment on what impact (if any) it has on your
current/future professional practice.

Name:

Address:
Street City State  Zip
Telephone: ()

Signature: Date:
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