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A.P.N.D. APPLICATION FOR VERIFICATION
Make a copy of the application to use as a rough draft.  Once you are satisfied with the information you have given,
then type or print in ink on the original application.  Do not direct the reviewer to “see attached”.  All information
is to be supplied on the original application.  Remember this is a professional verification and its presentation should 
be reflective of this.  Send Completed Application to: APND Secretary by October 15, 2020 of each year.
                                                                                                                                            Today’s Date: _______________

Name:_________________________________________________________________________  Area: _____________

           LAST                                                         FIRST                                                     MIDDLE

Name as it should appear on certificate: ________________________________________________________________

Mailing address:____________________________________________________________________________________

                                        STREET/P.O. BOX                                                     CITY                                STATE            ZIP

Name of Agency/Facility: ____________________________________________________________________________
                                            _____________________________________________________________________________

                                            STREET/P.O. BOX                                                 CITY                                 STATE           ZIP

Home Phone: ___________________________________ Facility Phone: _____________________________________

Level of Verification requested:                     

· Activity Consultant

· Activity Coordinator/ Director

· Assistant Coordinator/ Director

· Activity Assistant

· Associate Member

· Other (please list):___________________________

Record of C.E. Hours: 

	DATE ATTENDED
	    NAME OF COURSE
	BODY OF KNOWLEDGE
	CREDIT HOURS CLAMIED

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


                                                                       Total Credit Hours Claimed: ___________
Send to State Secretary:





Krista Baytosh


Knife River Care Center


118 22nd St NE


Beulah, ND 58523                         








