AI D I Alberta Impaired Drivers Program

I of

First name Last name

Address City/ Town Postal code

give permission to the Alberta Impaired Drivers Program to send the following information:
Check one:

O Letter confirming completion of IMPACT

O Letter confirming completion of Planning Ahead
IMPACT Assessment Summary Report

Assessment Summary Report completed through an Alternate Referral

o o 0O

Letter confirming completion of Crossroads

in
Date of Course Location of Course

Send the above information to the following person(s):

Name

Organization

Mailing Address

Fax Number ( )

Email

Please sign below and have the signature witnessed:

Signature Witness

Date

2015

Box 8180, Station South, Edmonton AB T6H 5X9

IMPI\CT 1-800-272-5698 or Edmonton: 780-430-8811 Fax: 780-989-8383

ALBERTA IMPAIRED DRIVERS PROGRAM

ama.ab.ca/AIDP
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