Arkansas Department of Health

2 Medical Marijuana Physician Written Certification t}@@
@

On the patient information portion, you will need to insure that Patient
First Kame (] Last Name
you have checked the boxes for the patient’s age and physical |
. . Strest Number and Street Name [or PO Baa]
disability.
Unit Humber | Unit Type [Apt, Unt, Suite, ctc)
‘ Smte Zip Code
Caste of Birth [MM/DO/YYYY) Under the age of 187 Phiyzically Disabled®
\ O ves O nNe O Yes O Ne
Please Check these bOXES to indicate your |icensure and the Verify that ____ 1hold avalid, unrestricted, existing license to practice as a medical physician or osteopathic physician in
o Arkansas.
the patient does have one of the qua||fy|ng conditions. » __  Itis my professional opinion, after having completed an in-person assessment of the patient’s medical
history and currentmedical condition in the course of a physician patient relationship, the patient has a
gualifying medical condition identified below.

Select the qualifying medical condition(s):

m] cancer
O Glaucoma
a Positive status for human immunodeficiency virus/ acquired immune deficiency syndrome
m] Hepatitis C
m] amyotrophic lateral sclerosis
m] Tourette's syndrome
m] crohn's disease
ifvi Hul 7 m] Ulcerative colitis
Check the qualifying condition(s) for your patient. > O e O disordr
m] severe arthritis
m] Fibromyalgia
m] Alzheimer's disease
m] Cachexia or wasting syndrome
a Peripheral neuropathy
O Intractable pain, which is pain that has not responded to erdinary medications, treatment or surgical measures for
maore than six (6) months
m] Severe nausea
m] Seizures, induding without [imitation those characteristic of epilepsy
Select the registry Card time frame that iS most appropriate fOr yOUr m] Severe and persistent muscle spasms, including without limitation those characteristic of multiple sclerosis
patient % issue Registry cardfor: [ 12 Months O iessthani1zmonths  __ Months ___weeks
) Physician Information
First Name [ Last Hame Suffix
Arkmnsas Medical Lioense Number DEA Number
. . . . . . . Address
Please fill out the physician information portion completely. You must be licensed to
practice in Arkansas. It is imperative that your license number and DEA number are e TR At i St )
listed on this form. Those signing this form must be an MD or DO. Any other signa- g s 2 cose
tures such as those of an RN or APRN will not be accepted. Prone "mmwmmmm'ﬁ““mmm="=°°'"P===- sigmure | oatz
The information in this certification is cormect and a5 the patient or parent, custodian, legal guardian, by signing | indicate | am aware of this
diagnasis snd medical marijuznz physician written certifiction and suthorize the Arkanszs Department of Health to werify as warranted
Oleatiem Oearent DOlcustoaian Ouagat Guardian Signature | Date:
This section must be completed and signed by the patient or a parent or N

legal guardian if the patient is under 18.
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