
Arkansas Department of Health

STATE BOARD OF EXAMINERS OF
ALCOHOLISM AND DRUG ABUSE COUNSELORS

4815 West Markham Street, Box 42A

Little Rock, AR  72205

Phone: (501) 295-1100 Fax: (501) 251-1151

E-Mail:  sbeadac@gmail.com

CONTACT INFORMATION FORM

Please fill out this form, even if your information has not changed since the last re-
licensure cycle:

SBEADAC License #: ______________
Name: (Mr., Mrs., Ms., Dr.)  ______________________________________________
ADDRESS: _____________________________________________________________
P.O. BOX: _____________________________
CITY: ________________________  STATE: _______________ ZIP: _____________
Home Phone: ______________________  Cell Phone: _ ______________________

Place of Employment:_____________________________________________________
Address:________________________________________________________________
Work Phone: __________________________
Fax Number: __________________________
E-Mail Address: _________________________________________________________

Current Licenses/Certificates (optional)
Name of Credential Expiration Date

Race: ______  Ethnicity: ___________  Gender: ______  DOB: ________


