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Licensed nurse__________________________________________   License number_____________________ 

Prescriber’s name________________________________________ Phone_____________________________ 

Facility name_______________________________________________________________________________ 

Facility address__________________________________ City_______________________Zip______________ 

 
 

SHORT-TERM TREATMENT ABSTINENCE WAIVER 
 
I am aware that the above-named individual is under an abstinence-based monitoring contract (which includes 
random, observed drug screening) through the Arkansas State Board of Nursing. 
 
I am treating the above-named individual for condition(s) which require short-term (less than 3 weeks) 
controlled substances or abuse-potential substances for an acute condition and have a formal treatment in 
place. 
 

Diagnosis Medication Dose Start Date End Date 
     

     

     

 
 
___________________________________________                  ________________________________________ 
                                Prescriber Signature                                                                                      Date 
 
 
 
Please forward the information directly to ASBN email at ASBN.monitoring@arkansas.gov 
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