




Missouri State Board of Nursing 

Participant Information 
 

First Name:__________________  MI ____ Last Name:__________________________ 

 

Social Security Number: __________________-____________-___________________ 

 

Address:________________________________________________________________ 

 

City: __________________________________________________________________ 

 

State: ________________________________ Zip: _____________________________ 

 

Work Telephone:  ________________________________________ 

 

Home Telephone: ________________________________________ 
 

Mobile Telephone:  ________________________________________ 

 

Email Address: ________________________________________ 

 
I certify that the above information is true and correct. I understand that drug and alcohol test results will 

be provided to the Missouri State Board of Nursing and will be provided to me by NTS upon written 

request. 

 

__________________________________  ____________________ 

Participant Signature     Date 

 

Credit Card Information 
 

Name on Card: _________________________________________________________ 

 

Card Type (Circle):  Visa  M/C  AmEx 

 

Card Number (16 digits) ___________-_____________-___________-_________  

 

Expiration Date: ______________________CVV ____________________ 

 
I authorize National Toxicology Specialists (NTS) to charge three pre-paid chain of custodies to the 

account indicated above in the amount of $ 135.00. I also authorize NTS to charge additional chain of 

custody forms to my account as needed through the telephone notification system or other methods as 

necessary in order to comply with the requirements of the program. 

_ 

______________________________________  ____________________ 

Card Holder Signature     Date 

Once Completed – Fax back to 615-356-1890 

 

 

 

 


