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  RN / LPN LICENSURE & NA VERIFICATION FORM / RENEWAL FORM

TO BE COMPLETED BY EMPLOYEE

Name __________________________________________________________________________


        Last


   First 



Middle or Maiden

Start date ______________________  Position _________________________________________

SS number _______________________________  Home Phone ___________________________

License / Certification number ___________________________ Expiration date ______________

( Actual                 ( Letter from Florida Board of Nursing             ( Temporary

* Actual license must be presented to the company as soon it arrives. *

Have you ever had a complaint filed with any state board of Nursing?

Do you have any current or previous restriction on your license/certification?

If yes, please explain: ______________________________________________________________

Are you currently licensed/certified to practice in any other state besides Florida? 

If so, please list: __________________________________________________________________

I hereby certify that the information concerning my lincense/certification is accurate and understand that I must maintain my license as a condition of my employment.

Signature _________________________________ 

 Date ______________________


For Human Resources Use only





This is to verify that _______________________________ has presented his/her license/certification to Human Resources and may practice as a licensed/certified employee per Florida Board of Nursing.





Second form of ID:     ( Driver’s license  	( Other photo ID





License/Certification # _____________________  Current Status of License ___________





Expiration date __________________         Information current as of _________________





Human Resources Signature ______________________          Date ___________________








