SUPPLEMENTAL ADDENDUM TO VETPRO ONLINE APPLICATION

NAME:  _____________________________________________
1.
Are you certified in Basic Life Support (BLS)? Yes______   BLS expiration date_____________

Provide a copy.  
No_______


Are you certified in Advanced Cardiac Life Support (ACLS)? Yes______  ACLS expiration date___________
Provide a copy.
No_______

2.
Have you ever or do you currently have any chemical dependency, substance abuse, alcohol and/or drug problems, treated or untreated? 






(   ) YES

(   ) NO

If YES, please provide brief detail below                      If NO, go to question 4.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3.
If you answered “YES” to question 2 does/did your current chemical dependency, substance abuse, alcohol and/or drug problem in any way impair your ability to practice to the fullest extent of your licensure and qualifications or in any way pose a risk of harm to your patients? 






(   ) YES

(   ) NO


          If YES, please provide brief detail below
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4.
Have you ever received any type of sanction or are you currently under investigation by a hospital, state licensing agency or other health care organization?






(   ) YES

(   ) NO

      (If yes, list hospitals/state licensing agency/health care organization & complete the attachment)

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________

_____________________

Signature
Date










This form MUST be returned to VA Northern California Health Care System











