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Dispensary 
Physician Affidavit Form 

 
 
 
The undersigned physician applicant for a Medical Marijuana Dispensary attests to the fact that I 
understand that I am prohibited under the regulations governing the District’s Medical Marijuana 
Program from recommending the use of medical marijuana to a patient for participation in the 
District of Columbia Medical Marijuana Program.  
 
 
Signature of Applicant:______________________________________________ 
 
 
Print Name:_______________________________________________________ 
 
 
Company Name:___________________________________________________ 
 
 
Title:____________________________________________________________ 
 
 
Date:____________________________________________________________ 
 
 
 
 
 
Subscribed and sworn to before me this ___________day of ____________________, 20____.  
 
 
My commission expires____________________________ 
 
 
Notary Signature and Seal:_________________________________ 
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