
 

San Francisco Office 
180 Howard Street 
San Francisco, CA 94105 

www.calbar.ca.gov  
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Los Angeles, CA 90017 

APPLICATION FOR DETERMINATION OF MORAL CHARACTER 

FORM 6−DESCRIPTION OF CHEMICAL DEPENDENCY AFFECTING YOUR CURRENT ABILITY TO 
PRACTICE LAW 

Please complete this form if you answered “Yes” to question 61 on the Determination 
Application, or question 58 on the Extension Application. 

Name:   File Number:  

DATE OF TREATMENT From: __________/_________ To: ___________/____________ 
  Month            Year           Month              Year 

Name of treating provider:_________________________________________________________ 

Physician’s current address: ________________________________________________________ 

City: ___________________________________  State: _______________  Zip: ______________ 

Telephone: __________-__________-_____________ 

Name of hospital, clinic, or other institution:__________________________________________ 

Address: _______________________________________________________________________ 

City: ___________________________________  State: _______________  Zip: _____________ 

Telephone: __________-__________-______________ 

Type of problem: _______________________________________________________________ 

Please describe the chemical dependency issue affecting your current ability to practice law. 
Include the diagnosis and current treatment, if relevant: 

______________________________________________________________________________ 

______________________________________________________________________________ 

OFFICE OF ADMISSIONS 

http://www.calbar.ca.gov/


______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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