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Missouri State Board of Nursing 
3605 Missouri Blvd, P.O. Box 656 

Jefferson City, MO  65102 
Telephone: 573-751-6541 

FAX: 573-522-2143 
SUPPORT GROUP MEETING REPORT 

 
Name: ________________________________________License Number ________________  
 
Time Period - From: ______________________________To:___________________________  
 
Sponsor’s Name: _____________________________Temporary  Permanent  
 (Must check one of the above) 
 
If you do not have a sponsor, please explain: 
____________________________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

List meeting, the date you attended, and have the Chair of the meeting initial your attendance.  
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TOTAL MEETINGS ATTENDED:  1/wk   2/wk   3/wk   90/90 
 (Must check one of the above) 
 
If you have not attended the required minimum number of meetings, please call to discuss 
why. Your commitment to recovery is reflected in your follow-through with meetings and 
your active participation in the program. 
 

 


