Evidence-Based Practice Peer Reviewer
Application

Note:  Please attach current resume or CV

General Information:

Name:  _______________________________________________________________		

Agency:  ______________________________________________________________

Address: ______________________________________________________________		

Position: ______________________________________________________________

Title: _________________________________________________________________

City  _________________________________	 State  _______       Zip _________

Phone (    )  ___________________________

Do you possess a current/valid Class D Florida’s driver's license?  ( ) Yes  ( ) No


Education: Identify the highest education level completed and provide the field of study for each.  (Please check all that apply)

( ) AA Degree _________________________________  
( ) BA or BS  __________________________________      
( ) MSW  _____________________________________   
( ) Doctorate __________________________________     
( ) LCSW or LMHC _____________________________ 
( ) RN or LVN 	_________________________________
( ) Certifications  _______________________________
( ) Other  _____________________________________

Years of working experience providing direct substance use prevention and/or treatment services to individuals/participants/patients/consumers: ____ Years


Experience: Identify the area in which you have the equivalent of 36 months experience. 
(Please check all that apply)

( ) Assessment of recovery and treatment services
( ) Admission
( ) Intake			
( ) Treatment planning discharge 
( ) Intervention		
( ) Outreach			
( ) Detoxification services
( ) Education		
( ) Counseling		
( ) Assessment referrals	
( ) Family Services	
( ) Continuing care planning procedures



In which of the following modalities have you worked? (Please check all that apply)

( ) Residential Treatment	
( ) Detoxification		
( ) Outpatient Treatment
( ) Intensive Outpatient Treatment				
( ) Medication Assisted Treatment    				
( ) Day Treatment
( ) Prevention Services
				
Other: (please specify) ______________________________


In which of the following environments have you worked? (Please check all that apply)

( ) Social Model     ( ) Therapeutic Community     ( ) Medical Model     ( ) Other _____________


With which of the following groups have you worked? (Please check all that apply)

( ) Substance Use   ( ) Alcohol Use   ( ) Females  ( ) Males   ( ) Adolescents  
( ) Criminal Justice  ( ) Culturally Diverse     ( ) Inner City    ( ) Rural    
( ) Other: (please specify) ___________________________


Have you ever participated in a peer review of any kind?  Please describe:

____________________________________________________________________________

[bookmark: _Hlk156372708]____________________________________________________________________________


What do you consider to be your area(s) of specialty? If so, please describe you experience.

____________________________________________________________________________

____________________________________________________________________________


I certify that the above information is true and correct and that I am available to participate in the independent peer review site visits (including training) during the next fiscal year.



________________________________________		_________________________
Signature						Date
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