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DAANCE Substitution Form

Submit completed form to PSI:

	 •	 Email: DAANCEServices@psionline.com

	 •	�� To make a substitution, you must submit a completed Substitution Form and a valid CPR, BLS  
or ACLS card for the new registrant.

	 •	�� Substitutions must be made a minimum of 30 days before the candidate’s expiration of eligibility.*  
Note: A candidate may be permitted to participate in only one substitution per eligible record.

	 •	�� New course material will be provided to the substitute registrant.

REQUEST FOR SUBSTITUTION OR RESCHEDULING

Name _______________________________________________________________________________________

Candidate/DAANCE ID (if known) ________________________________________________________________

Email  _______________________________________________________________________________________

Registrant (Substitute) to be enrolled:

Name _______________________________________________________________________________________

Candidate/DAANCE ID (if known) ________________________________________________________________

Email  _______________________________________________________________________________________

Sponsoring Doctor

Sponsoring Doctor Name _______________________________________________________________________

Address _____________________________________________________________________________________

City __________________________________________________ State ___________  ZIP __________________

Phone ________________________________________________ Fax __________________________________

Email  _______________________________________________________________________________________

Signature of person requesting substitution 

______________________________________________________________________  Date _________________

Please note: You will receive confirmation regarding your request within 10 business days.  
If you do not receive confirmation within that time period, please contact PSI at 833-333-4755.

*Failure to comply will result in a candidate’s registration being forfeited.
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