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ARIZONA STATE BOARD OF NURSING 
4747 NORTH 7TH STREET, SUITE 200 

PHOENIX, ARIZONA 85014-3655 
TELEPHONE  (602)  771-7860 FAX  (602)  771-7882 

 
ATTENTION:  “MONITORING” 

 
AA/NA ATTENDANCE REPORT 

 
NAME: _______________________________ 
 
TIME PERIOD: FROM:_________________  TO:_________________ 
 
SPONSOR’S NAME:_____________________  Temporary____ Permanent____ 
         (Must check one of the above) 
If you do not have a sponsor, please explain: 
 
               
 
               
 
               
 
Below, and on the other side of this form, LIST ONLY AA/NA/CA meetings, the date you attended, and 
have the Chair of the meeting initial your attendance.  Have your sponsor sign the form before mailing it 
to the address shown above. 
 

MEETINGS

 

DATE

 

NAME OF MEETING

CHAIR 

INITIALS

 

DATE

 

NAME OF MEETING

CHAIR 

INITIALS

1. _____ ______________________ ______ 12. _____ ______________________ _____ 

2. _____ _______________________ ______ 13. _____ ______________________ _____ 

3. _____ _______________________ ______ 14. _____ ______________________ _____ 

4. _____ _______________________ ______ 15. _____ ______________________ _____ 

5. _____ _______________________ ______ 16. _____ ______________________ _____ 

6. _____ _______________________ ______ 17. _____ ______________________ _____ 

7. _____ _______________________ ______ 18. _____ ______________________ _____ 

8. _____ _______________________ ______ 19. _____ ______________________ _____ 

9. _____ _______________________ ______ 20. _____ ______________________ _____ 

10. _____ _______________________ ______ 21. _____ ______________________ _____ 

11. _____ _______________________ ______ 22. _____ ______________________ _____ 

    CONTINUED ON BACKSIDE  



N:\Monitoring\FORMS\FORMS - PDF FORMAT\RN-LPN - pdf\MONITOR-FORM-AA-NA.doc 

 

 

DATE

 

NAME OF MEETING

CHAIR 

INITIALS

 

DATE

 

NAME OF MEETING

CHAIR 

INITIALS

23. _____ _______________________ ______ 35. _____ _______________________ ______ 

24. _____ _______________________ ______ 36. _____ _______________________ ______ 

25. _____ _______________________ ______ 37. _____ _______________________ ______ 

26. _____ _______________________ ______ 38. _____ _______________________ ______ 

27. _____ _______________________ ______ 39. _____ _______________________ ______ 

28. _____ _______________________ ______ 40. _____ _______________________ ______ 

29. _____ _______________________ ______ 41. _____ _______________________ ______ 

30. _____ _______________________ ______ 42. _____ _______________________ ______ 

31. _____ _______________________ ______ 43. _____ _______________________ ______ 

32. _____ _______________________ ______ 44. _____ _______________________ ______ 

33. _____ _______________________ ______ 45. _____ _______________________ ______ 

34. _____ _______________________ ______ 46. _____ _______________________ ______ 

 
 
THIS INDIVIDUAL’S PROGRESS IS: (  ) Excellent  (  ) Good (  ) Fair (  ) Poor 
 
 
TOTAL ATTENDED:______    1/wk____ 2/wk____ 90/90____ 
         (Must check one of the above) 
 
If you have not attended the required minimum number, please call to discuss why.  Your commitment to 
recovery is reflected in your follow through with meetings and your active participation in the program. 
 
 
 
               
Signature of Sponsor        Phone # (Optional) 
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