
RECERTIFICATION APPLICATION
Visa ___     MasterCard ___   Expiration Date ________

Acct # _________________________________________

Check #_________
Amt________
Date________
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Please print or type
Name _______________________________________________________________________________

Name as it is to appear on certificate (no credentials) __________________________________________

Address ______________________________________________________________________________

_____________________________________________________________________________________
City




State




Zip
Daytime Phone (        ) ____________________       E-mail______________________________________







 _____ Please include my email in ONCNet distribution.
Fax (     ) _______________________________
 Date of last certification________________________
RN License:
State______________  Permanent number______________    Expiration Date__________ 

Statement of Eligibility
I meet the following eligibility requirements for recertification by continuing education:

1.
current and unrestricted RN license.
2.
unexpired ONC certification and completion of 1000 hours of practice as an RN in the 5-year recertification period. 
3.
attainment of 100 contact hours of continuing nursing education in the 5-year recertification period, including a minimum of 70 contact hours in orthopaedic nursing. I understand I can claim NO MORE THAN 35 CME credits (continuing medical education) in Category A (orthopaedic nursing) and 15 CME credits in Category B (general nursing).  
To the best of my knowledge, all information contained in this application is true. I understand that it is NOT necessary to submit Forms A and B or copies of program documentation with this application. To verify my contact hours if audited, I will be required to produce completed Forms A and B with the continuing education certificates as documented on those forms. If paying by credit card, my signature also authorizes processing of the checked fee to the card number above.
Signature __________________________________________Date_______________________

Check the appropriate fee and submit payment (payable to ONCB) with this application:
(
$200.00 NAON Member 
(
$315.00 Nonmember 

Copy of membership
   
(Call NAON @ 1-800-289-NAON [6266] for membership


card REQUIRED for this rate.
application)

A $30.00 fee will be assessed to any certificant whose application is incomplete, whose personal check is returned for insufficient funds, or whose credit card is denied. Resubmission of fees for returned checks or denied credit cards must be in the form of a money order or certified check.
Return completed application with appropriate fee to: 
Orthopaedic Nurses Certification Board
PO Box 87     Columbia, SC 29202
_1138695196.bin

