Missouri

Drug Recognition Expert School

Candidate Application

Name:__________________
________________
_______________



Last



First



Middle

Department:____________________________________

Position:___________________________

Dept. Address:________________________________________

City:_______________
State:
__________

Zip:________________

Department Phone:______________________________

Home Phone:___________________________________

Cell Phone:_____________________________________

Pager:_________________________________________

E-Mail:________________________________________

Department of Health Permit:
2

3

None

SFST 16 or 24 hour Training:
 
yes
no
Date:_______________

SFST Update 



yes
no
Date:_______________

Drugs That Impair Training:

yes
no
Date:_______________

ARIDE




yes
no
Date:_______________

I understand that the DRE School has an academic dress code and attendance is required for all hours.  I will follow the rules and policies of the school and its instructors. 

______________________________

Signature

Department’s Chief or Sheriff Signature:_________________________

SEND COMPLETED APPLICATION TO: 

