
 
 
 
 

LICENSEE’S MONTHLY 
SELF - REPORT 

 
ORIGINAL FORM DUE BACK TO ISNAP BY 10th OF EACH MONTH 

 
Licensee’s Name:  Date:  
    
Report for Month of: Jan     Feb     Mar    Apr     May     Jun     Jul     Aug    Sep    Oct    Nov    Dec Year:  
 (Please circle the month you are doing self report for)   
  

Are there any changes in PERSONAL contact information?       No    Yes    (If YES, make changes below) 
Address:  
 (Street Address, City, State, Zip) 

Home #: (          ) Cell #: (          ) 
 
 
Are you currently working in nursing?   No   Yes  (You must have approval for new employment or changes in employment) 
 

Are there any changes in WORKSITE contact information?     No    Yes    (If YES, make changes below) 
Employer:  Phone #: (          ) 
    

Work Site Monitor:  Phone #: (          ) 
 
 
Have any major changes occurred in your life this past month?  (i.e. health status, relapse, family issues)     No  Yes 
 
 
 
Any new or changed medications / prescriptions / OTC?       No    Yes 
 
 
 
Any request of ISNAP at this time?       No    Yes  
 
 
 
Did you make all of your AA/NA/Nurse Support Meetings this past month?     No    Yes   If NO, please explain 
 
 

 
 IF APPLICABLE  

    

Addictionist’s Name:  Contact #:  
    

Date Last Seen:  Next Scheduled Appt:  
    

Therapist’s Name:  Contact #:  
    

Date Last Seen:  Next Scheduled Appt:  
   

   
   
   

Licensee’s Signature:  Date: 
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