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Go to this link: http://buprenorphine.samhsa.gov/forms/select-practitioner-type.php 

Select “Yes” or “No.”
Click “Next.”



Look up your DEA number and address on file here: https://apps.deadiversion.usdoj.gov/webforms/validateLogin.jsp

Select type.

Select state.

Enter ML 
number.

Enter DEA 
number.



If you were previously certified for a 30 waiver and want to increase your patient limit to the 100, this is the prompt you will see 
once you put in your correct information. Please note that, to generate this prompt, the information typed needs to be exactly 
what we have in our system. Call the Buprenorphine Information Center at 1.866.287.2728, if you are unsure. 



1A. (Auto populated).
1B. (Auto populated).
1C. (Auto populated).
1D. (Auto populated).

2. (Auto populated).
2A. (Auto populated).
3. (Auto populated).
4. (Auto populated).
5. Your e-mail will auto 
populate, but you must enter 
it in the second time.

Information that is Auto populated should not be changed. This will result in a duplicate application 
which will not be processed. If you need to update your information, please do so here: 
http://buprenorphine.samhsa.gov/forms/update-contact-info-login.php

http://buprenorphine.samhsa.gov/forms/update-contact-info-login.php


2A. Make a selection “yes” or “no”
6. Already preselected.
7. Check Box



* Select the 
“New 
Notification” 
that is 
applicable 

* Provide 
Supervisory/Collaborating 
Physician information as 
applicable to your State’s 
laws

8. CERTIFICATION OF QUALIFYING CRITERIA

* Check if 
applicable

* Make a 
selection based 
on State laws



* Check box

* Provide Dates of training

8. CERTIFICATION OF QUALIFYING CRITERIA (Continued)

* Select Training 
Body where 
your training 
was completed



Upload a copy of your medical license and 24-hour training certificate(s) if 
you do not have a 30 patient waiver. 

8. CERTIFICATION OF QUALIFYING CRITERIA (Continued)

If you have had your 30 patient waiver over one year, please select the “SECOND NOTIFICATION FOR 100 PATIENTS” box

If you have had your 30 patient waiver LESS THAN one year, please select the “NEW 
NOTIFICATION…” box



9. Check off both boxes.
10. Check applicable box.



Check “yes” 
or “no”—
whichever 
applies to 
you.

Check off.

Sign.

Enter DEA 
number.

Hit the 
“submit” 
button.

Check a box 
indicating 
whether or 
not you 
consent.
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PLEASE NOTE THE FOLLOWING:

DATA Waiver Team Email Address: InfoBuprenorphine@samhsa.hhs.gov

Confirmation e-mails are sent immediately after your application is submitted. 

Approval Letters are e-mailed within 45 days of your complete application submission.

*Please check your junk and spam folders if you have not already added 
InfoBuprenorphine@samhsa.hhs.gov to your contacts. 

Any questions or inquiries should be directed to InfoBuprenorphine@samhsa.hhs.gov or call 1-866-287-
2728.
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