PROBATION — PRESCRIPTION VERIFICATION

ALABAMA BOARD OF NURSING
P. O. BOX 303900
MONTGOMERY, ALABAMA 36130-3900

LICENSE NUMBER:

NAME CASE NUMBER:

I acknowledge that my patient has informed me of the reason(s) that he/she is being monitored by the Alabama Board of
Nursing. | have prescribed the following medication which I believe is medically appropriate and necessary despite my
patient’s history.

DATE | MEDICATION ORDERED | DIRECTIONS FOR USE | # DISPENSED/REFILLS REASON GIVEN

Signature/Title of Person Completing Form:

Practitioner Name (please print):

Practitioner Signature (required):

Address:

City/State/Zip: Phone: ( ) -




TO: HEALTH CARE PROVIDER

FROM: Cathy Boden, MSN, RN
Nurse Consultant, Probation/Monitoring
Phone (334) 293-5230

, :

The nurse asking you to complete this form is monitored by the Alabama Board of Nursing as a participant in the Voluntary
Probation/Monitoring Program. As part of the program, the nurse is required to provide documentation of ALL MEDICATIONS
he/she is directed to take.

Form must be completed by health care provider’s office and the original MAILED to the Board of Nursing.

If any part of the form is completed by office staff, the signature of that person must be in the space provided.
The original signature of the prescriber is required.

DO NOT FAX THE FORMS!!! Only the original form is acceptable.

If any of the information is omitted or illegible, the form will be returned.

arwnNE

The Board of Nursing believes a nurse should receive any treatment deemed medically necessary. However, questions may
be raised about chronic use of controlled substances. The nurse may need to obtain additional information about the
condition requiring the use of these medications. Your cooperation and assistance in these matters is appreciated.



