
Controlled Substance Diversion Report

Date: _______________________________                       Time:_______________________________

Name of ALS Provider: ______________________________   Certification Number: ___________________

Problem (check one):
    loss of controlled substance
    theft of controlled substance
    accidental breakage/destruction
    waste/destruction of controlled substance
    other: ______________________________________

Detailed description of events:

Witnesses:
1.) ______________________________________________________
2.) ______________________________________________________
3.) ______________________________________________________
4.) ______________________________________________________

Actions taken:

Notifications made (including dates, times and contacts ):

 _______________________      __________________________________________
  Date                                    Signature of ALS provider

 _______________________       _________________________________________
  Date                                       Signature of Agent
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