South Dakota Health Professionals Assistance Program

4400 West 69th Street #600 (  Sioux Falls SD 57108
(605) 322-4048     (     Fax: (605) 322-4370
To the practitioner of the Health Professionals Assistance Program Participant:

Please take a few moments to complete this form, and then mail the completed form to the South Dakota HPAP office.  The form must be completed by the practitioner only.

If you have any questions, please contact the South Dakota HPAP office.

Name of Participant:      






(Please Print)

	Prescription Information

	Date of Prescription
	Type of Medication
	Quantity & Dosage Prescribed
Number of Refills
	Reason for Medication

	1
	     
	     
	     
	     

	2
	     
	     
	     
	     

	3
	     
	     
	     
	     


I have been informed that this patient is participating in the SD HPAP.

Practitioner Name (Please Print):      



Practitioner Signature: 









Date:      
Office Telephone:      





Address:      
