INAMA Y'IGIHUGU Y’ABAFOROMOKAZI, ABAFOROMO N’ABABYAZA
NATIONAL COUNCIL OF NURSES AND MIDWIVES
CONSEIL NATIONAL DES INFIRMIERES, INFIRMIERS ET DES SAGES-FEMMES

Verification of Registration/Licensing Request

A. To be completed by applicant

Surname and first NAMIE ......o.iiiiiiiiiii e
Other NAMEeS ..coeiiiiiiiiie e Date of Birth ......... [, [
Professional title: ..o Registration /License No .............ccooeiiiiee.
National ID/PasSPorti...ccccuiuieiuiiiiiiiiiiiireieeeee e,

Personal address:

Name: ..o Street: .o
DIStIIC: toniniiiiii Province: .......cooviiiiiiiiiiiiiiii
CoUuntry: c.ovevieieiiiiiiinneeens Postal Code (if applicable) .....c.coeieiiiiiiiiiiiiii e
E-mail address: ......ooviiiiiiiiiiii TeLieeiiii

Professional address:

Employer’s name/ title: .......oooiiuiiiiiiiiiiii e
] 8 /L S o ot
ProVINCE: ..ot s Postal Code: ....oviiniiiiiiii e

B. To be Completed by Registration/Licensing Authority

Professional Information

This is to certify that ..o born ...... [oaenen [eeeiens was issued with registration
certificate/ license number ..........c.ocveiieiinienenn. on .......... [oenennnn [oeennnn AS B teieeneieiie e The license
will expire/ expired on ........ [oeeennn /20....

The certificate/licensing was issued: by endorsement |:| on passing state examination I:l licensing examination I:I
other |:| please, specify:

Has the license ever been revoked? DSuspended?D Restricted? |:| (if so, please specify reason)

Registration/Licensing authority: ........o.coveiiuiiiiiiiiiiiiiire e Title woeneeii e

I\ =B o L PPN SIgNature......cvuiuiiiiiiii

Seal or Official stamp

Registration/ Licensing authority only: please, return the form directly to: The National Council of Nurses and Midwives P.O BOX 4259, KIGALL Rwanda



