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onadherence with psychiatric medications is a ma-
jor public health problem in the community treat-

Medication Supervision and Adherence
of Persons With Psychotic Disorders in

Residential Treatment Settings: A Pilot Study

Michael F. Grunebaum, M.D.; Peter J. Weiden, M.D.;
and Mark Olfson, M.D., M.P.H.

Background: Little is known about risk fac-
tors for and predictors of medication nonadher-
ence within residential facilities. This pilot study
examined the association between medication
adherence and level of supervision and other en-
vironmental and clinical variables among patients
with schizophrenia and related psychotic disor-
ders living in supported housing.

Method: A convenience sample of 74 adult
residents with schizophrenia and related psy-
chotic disorders (DSM-IV criteria) living in 4
supported housing facilities in New York City
were assessed by their treating psychiatrist for
medication cessation during the previous month.
Demographic characteristics, medications, super-
vision, global function as measured by the Global
Assessment of Functioning (GAF), and substance
abuse were also assessed. A priori hypotheses
were that regimen complexity would be directly
and medication supervision would be inversely
related to medication nonadherence.

Results: In multivariate models, lack of direct
medication supervision, negative medication atti-
tude, and lower GAF score were associated with
increased medication nonadherence in the recent
past.

Conclusion: This pilot study suggests that
direct supervision of medication is associated
with better adherence in residential treatment set-
tings. This finding is relevant for mental health
service planners and clinicians working in these
settings.

(J Clin Psychiatry 2001;62:394–399)

N
ment of persons with psychotic illnesses. Medication non-
adherence rates among outpatients with schizophrenia are
high, in the range of 40% to 50% within a year after hos-
pital discharge.1–4 Noncompliance accounts for a sig-
nificant proportion of relapse and the “revolving door”
phenomenon.5,6 The costs of relapse are significant, both
to individuals with serious mental illness and the commu-
nities in which they live.7,8

With the continued decline in the number of beds in
state mental hospitals, more persons with psychotic ill-
nesses are living in residential settings in the community.
These living arrangements include supported housing,
where on-site staff provide mentally ill residents with
varying degrees of assistance and mental health services.
A 1991 study estimated over 300,000 individuals with se-
rious mental illness were living in community residences
in the United States, with schizophrenia being the most
common diagnosis.9 In New York State, the number of
community residence beds increased over 50-fold in 20
years, from 308 in 1978 to 4520 in 1986 to over 18,000 in
1998 (Cournos10 and  New York State Office of Mental
Health, Community Care Systems Management, unpub-
lished data, avaliable to the public). Given the continued
growth of residential care for persons with severe mental
illness, there is an urgent need to define resident and envi-
ronmental characteristics that reduce the risk of medica-
tion nonadherence.
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To investigate factors associated with psychopharma-
cologic nonadherence among persons with psychotic
disorders living in supported housing, we systematically
assessed a sample of such persons for medication adher-
ence and a variety of clinical and facility-related charac-
teristics. Prior to conducting the analyses, we hypothesized
that medication nonadherence would be associated with more
complex medication regimens, negative views of psychi-
atric medication, and lack of staff supervision of medica-
tion. This is the first survey, to our knowledge, to investigate
specific risk factors for psychopharmacologic nonadher-
ence among persons with schizophrenia and related psy-
chotic disorders living in supported community housing.

METHOD

Subjects
The survey was a naturalistic, cross-sectional assess-

ment of residents (N = 74) with schizophrenia and related
psychotic disorders living in 4 supported housing facili-
ties in New York City where one of the authors (M.F.G.)
was a treating psychiatrist. For inclusion, residents had to
have a DSM-IV11 diagnosis of schizophrenia, schizoaffec-
tive disorder, psychotic disorder not otherwise specified
(NOS), or delusional disorder; have lived in the facility
for at least 1 month; and be prescribed an antipsychotic
medication. Virtually all subjects were formerly home-
less. Because the survey was part of a quality assurance
project based on clinical data obtained by the treating
psychiatrist, written informed consent was not obtained.
Institutional review board  approval was obtained for use
of this data set for publication.

Sites
The 4 sites were supported, single-room occupancy–

type housing facilities in New York City. Site 1 is a per-
manent residence (no time limit) for 283 persons (not all
seriously mentally ill), site 2 is a permanent residence for
68 formerly homeless mentally ill persons, site 3 is a tran-
sitional residence (1-year limit) for 36 formerly homeless
mentally ill persons, and site 4 is a permanent residence
for 48 formerly homeless mentally ill women. Medication
supervision is commonly provided at sites 2, 3, and 4, but
rarely provided at site 1. Each site was staffed by masters-
and bachelors-level case managers.

Measures
Residents were surveyed using a structured interview

designed to assess medication adherence, degree of medi-
cation supervision, opinion about medication, regimen

complexity, Global Assessment of Functioning (GAF)11

score, and substance abuse. DSM-IV diagnosis was deter-
mined clinically by the interviewer (M.F.G.). The princi-
pal outcome variable and adherence measure was “cessa-
tion days,” which was defined as the total number of days
in the prior month on which a resident took no medication.

Medication supervision was rated on a 5-point Likert
scale from independent medication management to direct
supervision all the time. In the data analysis, medication
supervision was dichotomized into any versus no supervi-
sion. Opinion of medication was assessed by asking
whether in the resident’s view good effects of the medica-
tion outweigh bad effects, good and bad effects are bal-
anced, or bad effects outweigh good effects. The first 2
more favorable responses were combined in the analysis
of this variable.

Each resident’s medication regimen was reviewed.
Regimen complexity was rated on a 5-point Likert scale
from least complex (a single medication taken once a day)
to highly complex (3 or more medications taken 2 or more
times per day). In the data analysis, complexity was
dichotomized into least/slightly (up to 1 drug twice daily
or 2 drugs once daily) and moderately/very/highly com-
plex regimens. The rater determined each subject’s GAF
score at the time of interview. In the data analysis, GAF
score was dichotomized to a low functioning group
(GAF ≤ 40) and a higher functioning group (GAF > 40).
Residents were also questioned about substance and alco-
hol use in the prior 6 months. Demographic variables
were age, sex, race, and residential site.

All statistical analyses were performed with SPSS
software (version 9.0; SPSS, Inc., Chicago, Ill.). Cat-
egorical variables were compared using the chi-square
test. Continuous variables were compared using the t test
and 1-way analysis of variance. A 2-tailed alpha level of
0.05 was chosen for all tests.

A multiple linear regression analysis was conducted to
examine the association of nonadherence (total days of
missed medication) with each of the variables found in
the previous analyses to be at least marginally significant
(p ≤ .15). The strength of the association between each
covariate and number of cessation days (β) and 95% con-
fidence intervals (CIs) were calculated.

RESULTS

Resident Characteristics
Seventy-four residents with psychotic illnesses were

surveyed between November 1997 and March 1999 (site
1, N = 17; site 2, N = 16; site 3, N = 28; site 4, N = 13)
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(Table 1). There were no significant differences between
the sites on any variable except for age, sex, and degree of
medication supervision. Table 1 shows that site 4 was all
female, site 1 residents were older than site 3 residents,
and medication was more commonly supervised at sites 3
and 4 than at sites 1 and 2.

Across all sites, the mean ± SD age of the sample was
47.4 ± 9.9 years. The sample was 60% female (N = 44)
and was 46% African American (N = 34), 45% white
(N = 33), and 8% Hispanic (N = 6). The clinical diagnosis
of 70% of the sample (N = 52) was schizophrenia, 23%
(N = 17)  had schizoaffective disorder, and 7% (N = 5)
had psychotic disorder NOS.

All residents were prescribed antipsychotic medication,
with 51% (N = 38) taking only new-generation antipsy-
chotics, 38% (N = 28) taking only old-generation antipsy-
chotics, 8% (N = 6) taking new- and old-generation
antipsychotics simultaneously, and 5% (N = 4) taking
depot antipsychotics. There were 30% (N = 22) taking an
antiparkinsonian agent. A minority also received adjunc-
tive agents, including anxiolytics (9.5%, N = 7), mood sta-
bilizers (19%, N = 14) and antidepressants (16%, N = 12).
Alcohol use in the prior 6 months was reported by 5%
(N = 4) and illicit drug use by 7% (N = 5) of the sample.

Approximately two thirds of the residents (65%,
N = 48) received medication supervision that included
direct observation of medication taking. An additional 5%
(N = 4) received supervision of medication dispensing
only. There were also 7% (N = 5) who had medication
supervision some of the time during the last month.
Finally, one quarter of the residents (28%, N = 21) re-
ceived no medication supervision during the last month.

Of the sample, 7 (9%) said psychiatric medication had
more bad effects than good effects, 16 (22%) were indif-
ferent, and 51 (69%) said their medication had more good
effects than bad effects. Psychotropic regimen was least
complex for 25 (34%), slightly complex for 18 (24%),
moderately complex for 11 (15%), very complex for 1
(1%), and highly complex for 19 (26%) residents. GAF
score was less than or equal to 40 (suggesting major im-
pairment) for 39 (53%) and greater than 40 for 35 (47%),
with a mean ± SD score of 43.3 ± 8.0.

All medications were missed on one or more days in
the index month by 11 residents (15%). The maximum
number of medication cessation days in the prior month
was 30, with a mean ± SD of 1.7 ± 5.9 days.

Risk Factors for Medication Nonadherence
In bivariate tests, there were no significant associa-

tions between age, sex, race, diagnosis, or alcohol or drug
abuse and total medication cessation days (Table 2). Mar-
ginally significant variables were GAF score (p = .153),
medication supervision (p = .152), and regimen complex-
ity (p = .063). Negative view of medication (p = .02) and
prescription of a new-generation antipsychotic (p = .041)
were significantly related to an increase in medication
cessation days (see Table 2).

Regression Analysis
Multiple linear regression analysis was used to exam-

ine the association of medication cessation days with the
variables found to be at least marginally significant on
bivariate tests (Table 3). In the linear regression model, the
dependent variable was total medication cessation days

Table 1. Demographic and Clinical Characteristics of Adults With Schizophrenia and Related Psychotic Disorders Living in
Supported Housing Facilities in New York Citya

Site 1 Site 2 Site 3 Site 4
Variable (N = 17) (N = 16) (N = 28) (N = 13) χ2/(F)b df p Value

Age, y, mean ± SD 55.4 ± 6.8 46.9 ± 9.6 41.7 ± 8.3 49.9 ± 10.2 (9.30); site 1 > 3 3,70 .000
Female 7 (41.2) 8 (50.0) 16 (57.1) 13 (100.0) 11.88; site 4 > 1,2,3 3 .008
White 5 (29.4) 13 (81.3) 9 (32.1) 6 (46.2) 11.89 6 .064
Schizophrenia diagnosis 12 (70.6) 10 (62.5) 21 (75.0) 9 (69.2) 2.02 6 .918
GAF score, mean ± SD 43.2 ± 9.5 42.5 ± 9.1 43.9 ± 7.7 42.9 ± 5.7 (0.11) 3,70 .955
Total days nonadherent, 3.2 ± 8.5 3.6 ± 9.1 0.4 ± 1.0 0.31 ± 1.1 (1.59) 3,70 .199

mean ± SD
Supervised medication 4 (23.5) 9 (56.3) 28 (100.0) 12 (92.3) 35.04; sites 4,3 > 1,2 3 .000
New-generation type 9 (52.9) 6 (37.5) 18 (64.3) 5 (38.5) 5.29 3 .152

antipsychotic
Medication attitude negative 2 (11.8) 3 (18.8) 1 (3.6) 1 (7.7) 2.77 3 .428
Regimen complexity 6 (35.3) 7 (43.8) 11 (39.3) 7 (53.8) 1.17 3 .761

moderate to high
Drug or alcohol abuse 3 (17.6) 2 (12.5) 3 (10.7) 0 (0.0) 2.45 3 .485
aAbbreviation: GAF = Global Assessment of Functioning. All categorical variables reported as N (%); continuous variables reported as mean ± SD.
bPost hoc pairwise comparisons (Scheffe and chi-square).
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and the independent variables were medication supervi-
sion, GAF score, medication attitude, residential site, anti-
psychotic type, and regimen complexity. Site was included
in the model given the difference in supervision practices
among the study sites. In this analysis, a negative view of
psychiatric medications (p = .000), a lower GAF score
(p = .005), and lack of medication supervision (p = .032)
were significantly associated with increased medication
cessation days after controlling for type of antipsychotic
(new vs. old generation), complexity of regimen, and site.

DISCUSSION

Nonadherence with psychiatric medications by per-
sons with psychotic disorders living in supported residen-
tial facilities is a significant problem for both residents
and communities. In this cohort, approximately 15%
missed 1 or more days of medication during the previous

month. The main finding of this survey is that medication
supervision is inversely related to the duration of medica-
tion nonadherence. These data suggest that medication
supervision is more important than medication type or
regimen complexity in determining medication adherence
within residential facilities.

Studies have shown that supervision of medication
by family members or friends is associated with better
adherence.2,12–14 Yet, persons with psychotic disorders
living in supported housing often are formerly homeless
and without family or friends able or willing to supervise
their treatment. The results of this pilot study suggest that
residential facility staff can improve psychopharmaco-
logic adherence by supervising medication administration.

It should be noted that although some sites supervised
medication more than others, site did not emerge as a sig-
nificant predictor of medication cessation days in the re-
gression model. It is likely that there are other site-related
factors, which this survey did not study, that affect treat-
ment adherence. These factors may include staff-to-
patient ratio, staff training, on-site psychosocial treatment
resources, and residential community morale. Further re-
search is needed to investigate such variables.

The association of nonadherence with lower GAF
score (lower global function) is also consistent with prior
investigations.2,14–19 Though causality cannot be deter-
mined with a cross-sectional design, it was the first
author’s clinical impression that nonadherence contrib-
uted to lower GAF scores. The association of nonadher-
ence with a negative attitude toward medications is not
surprising, but further research is needed to identify deter-
minants of medication attitudes.

Table 2. Total Days of Missed Medication by Residents in
Relation to Demographic and Clinical Characteristicsa

Days of Missed Medication

Variable Mean SD t df p Value

Age, yb

30–47 0.9 3.9 –1.04 72 .302
48–73 2.4 7.3

Sex
Male 1.9 6.8 0.31 72 .756
Female 1.5 5.4

Race
White 1.9 6.5 0.19 72 .852
Other 1.6 5.6

Diagnosis
Schizophrenia 1.9 6.6 0.40 72 .689
Other 1.3 4.3

GAF Score
0–40 2.6 7.5 1.50 54.2 .153
≥ 41 0.7 3.4

Alcohol abuse
Yes 8.5 14.5 0.99 3.0 .394
No 1.3 5.1

Drug abuse
Yes 0.0 0.0 –0.66 72 .512
No 1.8 6.2

Supervised medication
Yes 0.8 3.3 –1.48 21.8 .152
No 4.0 9.7

New-type antipsychotic
Yes 3.1 8.2 2.12 37.0 .041
No 0.3 0.9

Medication attitude
Positive 0.2 0.9 –3.13 6.0 .020
Negative 15.7 13.1

Medication complexity
Lower 2.7 7.7 1.91 44.9 .063
Higher 0.4 1.2

aAbbreviation: GAF = Global Assessment of Functioning.
bAbove and below median.

Table 3.  Multiple Linear Regression Analysis Summary for
Clinical Variables Predicting Medication Cessation Daysa

Expected Change 95%
in Days of  Confidence

Variable Missed Medication (β) Interval p Value

Medication supervision –3.1 –5.9 to –0.3 .032
(0 = no, 1 = yes)

GAF score –0.2 –0.3 to –0.1 .005
Medication attitude –4.7 –6.3 to –3.1 .000

(1 = negative,
2 = positive)

Residential siteb –9.4 × 10–2 –1.3 to 1.2 .881
Antipsychotic type –1.1 –3.4 to 1.3 .368

(1 = new generation,
2 = old generation)

Regimen complexity –0.4 –1.1 to 0.4 .314
(1 = least complex,
5 = highly complex)

aR2 = 0.538. Abbrevitation: GAF = Global Assessment of Functioning.
bSee Table 1 for characteristics of residential sites.
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A surprising finding was the lack of an association be-
tween nonadherence and substance abuse that has been
observed in several other studies.2,14,16,18 One study17 of 96
subjects in the early course of schizophrenia also found
no such association. It is possible that since residential
facilities use sobriety as a criterion for admission, other
factors may become more important for medication
adherence in these settings. This sobriety requirement
may also partially explain the low reported frequency of
substance abuse in this sample.

The results of this survey must be considered in light
of several limitations. Given the cross-sectional design, it
is not possible to separate cause and effect. It is possible
that lower levels of functioning, as indicated by GAF
score, contribute to nonadherence rather than the reverse.
Of note, a recent study found that lower GAF score at hos-
pital discharge was a risk factor for loss of housing.20

Medication nonadherence may also increase paranoia,
thus leading to a more negative view of medication. It is
difficult, however, to conceive of how nonadherence could
increase the risk of a lack of medication supervision. In
fact, residents who appear at risk of nonadherence are usu-
ally those selected by staff for medication supervision in
facilities able to provide it. It is possible, however, that
factors other than the monitoring of pills taken—such as
increased supportive contact with staff when medications
are taken—contribute to the positive effect of supervision
on adherence. Other limitations include the reliability of
resident self-report as a measure of adherence, the rela-
tively small sample size, and the possibility of bias on the
part of the rater, who was an author of this pilot study
(M.F.G.). The survey sites were also all in New York City,
thus the data may not be safely generalized to suburban or
rural populations.

In summary, this cross-sectional survey suggests that a
positive view of medication and supervision of medication
administration are associated with better pharmacologic
adherence in residential facilities for persons with schizo-
phrenia and related psychotic disorders. The findings are
consistent with previous studies in other treatment settings
that demonstrate an association of better adherence with
positive medication attitudes and family supervision.2,12,13

The key public health implication of this pilot study is
that direct supervision in residential facilities may improve
medication adherence. Put another way, the level of super-
vision from simply being in a psychiatric residence may
not be as effective for maintaining treatment adherence as
direct medication supervision within the residence.

Staffing facilities so that they can supervise medica-
tions will likely require added investment in order to hire

nurses or train paraprofessionals. Also, a conflict may
arise between “medicalizing” housing21 and respecting
residents’ common wishes for noninstitutional homes in
the community.22 The additional resources may be cost-
effective and ultimately more humane, however, if they
prevent recurrent homelessness and hospitalization.

Prospective research is needed to more fully evaluate
the effects of medication supervision on medication ad-
herence in residential settings. Persons struggling with
mental illnesses and the communities in which they live
are both likely to benefit.
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1. A reasonable estimate of nonadherence with
psychiatric medications among outpatients with
schizophrenia within a year after hospital discharge is:
a. 5%
b. 10%
c. 80%
d. 50%

2. Since the 1970s, the number of persons with severe
mental illness living in supported housing in the
community has:
a. Dropped as medications have improved
b. Stayed level
c. Grown dramatically as a result of deinstitutionalization
d. Fluctuated with changes in managed care plans

3. For psychiatric patients living in community
residential facilities in the United States:
a. The most common psychiatric diagnosis is dysthymic

disorder.
b. There is a large body of research on predictors of

psychotropic nonadherence.
c. Use of new-generation antipsychotics is virtually

unknown.
d. Schizophrenia is the most common psychiatric

diagnosis and a history of homelessness is common.

4. The results of this study suggest:
a. Direct supervision of psychiatric medication taking may

outweigh the effects on nonadherence of specific
medication type and overall regimen complexity.

b. There is no need to supervise medication administration
in residential facilities.

c. The most important predictor of medication
nonadherence is the facility where a person resides.

d. Medication nonadherence was not associated with
GAF score.

5. In this study, multiple linear regression analysis
showed that predictors of psychotropic nonadherence
included:
a. Lower staff to resident ratio
b. Being a resident of one particular site
c. Recent history of substance abuse
d. Lack of medication supervision and lower global

assessment of functioning (GAF) score

6. In this study, bivariate tests showed that a predictor
of medication nonadherence was:
a. Younger age
b. Diagnosis of schizoaffective disorder
c. Negative view of psychiatric medication
d. Prescription of old-generation antipsychotics

7. Other studies have shown that:
a. Substance abuse has never been associated with

medication nonadherence.
b. Medication nonadherence is usually associated with

higher GAF score.
c. Medication supervision by a patient’s friends and family

members is associated with improved adherence.
d. Medication attitude does not tend to be associated with

adherence.

8. Residential facilities for persons with
severe mental illness:
a. Should be more “medicalized”
b. Are likely to become an insignificant setting for

psychiatric treatment in the near future
c. Should have nothing to do with psychiatric treatment
d. May be able to improve medication adherence if given

sufficient resources to be able to supervise medication
administration

Participants may receive up to 1 hour of Category 1
credit toward the American Medical Association Physician’s
Recognition Award by reading the CME article and correctly
answering at least 70% of the questions in the posttest that
follows.

1. Read each question carefully and circle the answer on
the Registration Form.

2. Type or print the registration information in the spaces
provided, and complete the evaluation.

3. Send the Registration Form along with a check, money
order, or credit card payment in the amount of $10 to the
address or fax number listed on the Registration Form.

4. For a credit certificate to be issued, answers must
be postmarked by the deadline shown on the CME
Registration Form. After that date, correct answers to the
posttest will be printed in the next issue of the Journal.
All replies and results are confidential. Answer sheets,

once graded, will not be returned. Unanswered questions will
be considered incorrect and so scored. Your exact score can
be ascertained by comparing your answers with the correct
answers to the posttest, which will be printed in the Journal
issue after the submission deadline. The Physicians
Postgraduate Press, Inc. Office of Continuing Medical
Education will keep only a record of participation, which
indicates the completion of the activity and the designated
number of Category 1 credit hours that have been awarded.

Instructions

Note: Because the expiration date for The Journal of Clinical Psychiatry CME activities has been extended from 6 months to 1 year,
no answers will be published until July 2001.
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PHYSICIANS POSTGRADUATE PRESS, INC. • OFFICE OF CONTINUING MEDICAL EDUCATION • P.O. BOX 752870 • MEMPHIS, TN 38175-2870

IF YOU ARE PAYING BY CREDIT CARD, YOU MAY FAX THIS PAGE TO: OFFICE OF CONTINUING MEDICAL EDUCATION AT 901-751-3444
QUESTIONS? CALL 1-800-489-1001 EXT. 8

WWW.PSYCHIATRIST.COM
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Please evaluate the effectiveness of this CME activity by
answering the following questions.

1. Was the educational content relevant to the stated
educational objectives? ❏  Yes ❏  No

2. Did this activity provide information that is useful in
your clinical practice? ❏  Yes ❏  No

3. Was the format of this activity appropriate for the content
being presented? ❏  Yes ❏  No

4. Did the method of presentation hold your interest and
make the material easy to understand? ❏  Yes ❏  No

5. Achievement of educational objectives:

A. Enabled me to discuss strategies for improving
medication compliance in my patients.

❏  Yes ❏  No

6. Did this CME activity provide a balanced, scientifically
rigorous presentation of therapeutic options related to the
topic, without commercial bias? ❏  Yes ❏  No

7. Does the information you received from this CME
activity confirm the way you presently manage your
patients? ❏  Yes ❏  No

8. Does the information you received from this CME
activity change the way you will manage your patients in
the future? ❏  Yes ❏  No

9. Please offer comments and/or suggested topics for future
CME activities.

___________________________________________

___________________________________________

___________________________________________

___________________________________________

10. How much time did you spend completing this CME
activity?

___________________________________________

11. Please rank the format for future activities in order of
your preference (1 is most preferred):

___ Audiotape ___ CD-ROM ___ Telephone
___ Internet ___ E-Mail ___ Symposium

___ Journal ___ Supplement to Journal

12. Do you have convenient access to the Internet?
❏  Yes ❏  No

Circle the one correct answer for each question.

1. a b c d 5. a b c d

2. a b c d 6. a b c d

3. a b c d 7. a b c d

4. a b c d 8. a b c d

Print or type

Name ________________________________________

Social Security number _______ – _____ – _________
(for CME credit recording purposes)

Degree __________Specialty _____________________

Affiliation _____________________________________

Address _______________________________________

City, State, Zip _________________________________

Phone (       ) _________________________________

Fax (       ) ___________________________________

E-mail ________________________________________

❏ Hospital ❏ Private Practice ❏ Resident ❏ Intern

Deadline for Submission
For a credit certificate to be issued, please fax or mail this

Registration Form and payment no later than May 31, 2002.
You will receive your credit certificate within 6 to 8 weeks.

Keeping a copy for your files
Retain a copy of your answers and compare them with the

correct answers, which will be published after the submission
deadline.

Payment
A $10 payment must accompany this form. You may pay by

check, money order, or credit card (Visa or MasterCard). Make
check or money order payable to Physicians Postgraduate
Press, Inc. If paying by credit card, please provide the
information below.

Check one: ❏  Visa    ❏  MasterCard

Card number ___________________________________

Expiration date _________________________________

Your signature _________________________________
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