@

WOUND CARE

Wisconsin Wound Care Intiative
Training Course Application

INSTRUCTIONS FOR ATTENDEE INFORMATION

COMPLETION
Facility Name Facility Address City - State - Zip
Complete all sections and submit
along with fees to Wound Care
Education Institute: Facility Phone Facility Contact Person
MAIL
PO Box 334 Attendee Name (Please print all information legibly)
Stevensville, Ml 48127
FAX Attendee Home Address City - State - Zip
Fax (877)-643-6021

Attendee Phone Attendee E-Mail

Make checks or money orders

payable to Emergency Contact during week of course.

Wound Care Education Institute Name and Phane Number

Complete Authorization form for (  ADA statement- Please Contact me, | have special needs
Credit Cards

SELECT COURSE LOCATION

FOR WCEI Cancellation Palicy visit Rate the following locations in order of your preference | = Most Desirable 4= Less Desirable

us on the web at www.wcei.net or

call us at 877-Bo-2-WCE| _ Mugust 25-29, 2008: Northern Wisconsin Center—Chippewa Falls, Wl
__ September 8-12, 2008: Mendota Mental Health Institute—Madison, Wl
REGISTRATION FEES _ [ctober 13-17, 2008: Southern Wisconsin Center—Union Grove, Wl

Registration fee is $1000.00 per
student. Registration fee covers all
course materials, lunches during

P WOUND CARE STAFF
conference, and Certification

Examination. Does your facility currently have a Wound Care Certified employee on staff? (A Yes O No

_ [ctober 20-24, 2008: Wisconsin Veterans Home—King, W1

ATTENDEE AGREEMENT

| affirm that | am a an employee of the facility submitting this application and that | hold a current non-restricted license to practice as a Registered Nurse in
the state of Wisconsin. Signed

Attendee Signature Date
METHOD OF PAYMENT

( Check Enclosed Qd Credit Card (Complete section below)
| authorize Wound Care Education Institute to charge § tomy: QVISA O MasterCard ~ CIAMEX
for attendee . and
Card Number Expiration Date Security code™
Print name as it appears on credit card bill Cardholder Phone
Credit Card Billing Address City State Lip
INTERNAL USE ONLY
Cardholder Signature Date = i
*3-digit code found on signature strip at the end of a series of numbers. 4 Digits for AMEX cards.. AT-




NATIONAL ALLIANCE OF WOUND<®CARE

WCECEXAMINATION APPLICATION

NATIONAI.AI.I.IANCE

WOUND CARE
Waund Care Credentialing... The Mark of Distinction®

NOTE: This portion of

t he
examination given on the last day of the course by the National Alliance afh&conds€artiendee will not be apprag
sit for the certification examination if there is any missing or incomplete information on these docun

course application i s

1. PRINT NAME (as you would like your certificate to read)
Last: First:

MI:

2. MAILING ADDRESS
Street:

3. DATE OF BIRTH

City: State/Province:

CountryZip/Postal Code:

Daytime Tephone: Evening Telephone:

( ) C )

Email:

4, PROFESSIONAL LICENSE®eck all that apply)

I RN APN I NP/

License Number(s):

5. EDUCATION

State: ORIGINAL Issue Date:

Expiration Date:

T Di pl oma I MSN

i Associal PhD

| BS | Ot her: |
T BSN

i BA

Field of Study:

6. LICENSED EXPERIENCE/PRACTICE WOUND CARE

(Minimum of 2 years must be completed by exam date)

7. ﬁOURS WORKED IN WOUND CARE PER WEE
| P a 1+ &20 Hourane

i P a + 21-39 hdum e

I ndependent Sal es

Nur si Admini strati

Other

ng

| Two to Five years
T More than Five but fewer fren I F u 440 or horene
I Ten or more Years
8. PRIMARY PLACE OF EMPLOYMENT 9. Primary Job Duties
I Hospital I Out pati ent|l WoundCare Only
| Long Term Care | Educati on || Staff Nurse
I Home Car e I Admi ni st r al NursingManager
i I T
i

10 ADA ACCOMODATION
I YES, special
complete the examination.
(If yes, you will receive forms in your NAWC®
candidate hand book that will neecctompleted and

returned prior to the examinatioh date.

a yforanet@e me n

For Office Use Only
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(You may make copies of this page as needed to documergd egperience.)

11 WORK EXPERIENCE VERIFICATION
a. Complete the following sections to document required wound care related work experience.

Candi datedéds Name (Please print)

Employer

Employer Address

Employment Dates From: / / to: /___T/Full Time T Part Time

Supervisor Name: Supervisor Phone Number:
Employer

Employer Address

Employment Dates From: | td: / / I Full Time T Part Time

Supervisor Name: Supervisor Phone Number:
Employer

Employer Address

Employment Dates From: / / to: /___T/Full Time T Part Time

Supervisor Name: Supervisor Phone Number:

b. This sectio to be completed by current supervisor.

The individual named above has applied $faevtification examination. Eligibility criteria require candidates to document their cli
experience. Please help this candidate to documenkpalgeanedy completing of the followstgtements:
| verify that the candidate named above was actively involved in the treatment of wound care patients, oratiomamagem
research directly related to wound care, while actively licensed, for a MINIMU{iinaf @ryegeafallstrie within the past 5 years

Supervisor Signature Date

Print Spervisor Name Supervisor Phone Number

~

(I verify that the candidate named above was actively involved in the treatment of wound care patients, oratiomamagem
research directly related to wound care, while actively licensed, for dadtlyeatiMdtine within the péige years.

Supervisor Signature Date

Print Supervisor Name Supervisor Phone Number

nical v

ent, ec

ent, ec




12 CERTIFICATION INFORMATION RELEASE (Directory Listing inclusion)

| hereby authorize the National Alliance of WdtitslliCansees, successors, and assigns (collectiv&yieAilyia to publish and relea
my name, past and present certification status undertw@@@/€r t i fi cati on Directory, and

I nformationodo) in print and elC®WNCR®Cedified Rractitienersi ons of a wor |
| rdease the NAWGts subsidiaries and affiliates and their employees, successors, and assigns from any claims of damages fo
invasion of rights of privacy or publicity, and any other claim based on the publication or releiime lofamyafiertiis specified in thi
Certification Information Release.

Signature Date

13 AGREEMENT AUTHORIZATION

| hereby affirm that | have been a actively and directly involved in the delivery of inouadageenent,
(License Type)
education or research directly related to wound care for a:

| MINIMUM of two yeardifo# or four years game within the past five years.

| further affirm that | am currently licensed to practice as a in the state of

| further affirm that no licensing gutfaaurrent disciplinary agiemding against my license to practice in the aforementioned or an
and that my license to praisticet currently suspended, reswuictedoked by any state or jurisdiction.*

| authorize the Natioddrce of Wound Cate make whatever inquires and investigations that is deems necessary to verify my ¢
professional standing. | further allow the National Alliance of8tousd Géramation from my application and subsequreitoexér the
purpose of statistical analysis, provided my personal identification with that information has been deleted.

| declare that the foregoing statements are true. | understand false information may be cause for deniatigr loss of the crede

Applicant signature Date

y oth

reder

)




