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Florida Department of nghway Safety and Motor Vehlcle
ALCOHOL/DRUG USAGE QUESTIONNAIRE

(:

Please have this form completed by;you‘.r counselor or treatment source.

#016 P.003/005

Please provide a brief history of this individual’s alcohol \and/.or drug usage:

i

Has this individual participated in an alechol/drug treatment program?
Yes Where? P

Length of time in treatment:

Date of admission/discharge: - :

&

Comments: Lo
No -

Is the individual currently participating in an aﬁercér,e,prcii)gral‘”n?

How frequently? ;
How long have you known this individual? :

+

Frequency of contact?

To the best of your knowledge, how long has this 1nd|v:dual been alecohol/drug free?

E‘

Do you feel this individual would be capable of opgratiné a mibtor vehicle safely?
Yes Ne - ' i} N !

Comments:

: b Please Print I\‘[ame
WHEN THIS FORM IS COMPLETE, " i :

PLEASE MAIL DIRECTLY TO: P Signature

Bureau of Motorist Compliance !

Attn: Medica) Review Section : Position/Relationship
Neil Kirkman Building, MS 86 : '

Tallahassee, Florida 32399-0570 Do Telephone Number
Tetephone No. (850) 617-3814 :

Date
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