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Submitting agency/school___________________________________________________________________

Site approval address______________________________________________________________________
	                                                   Street 	                         City	 State	 ZIP code 	 County     

Telephone number ______________________________      Fax number ______________________________      
                                              (include area code)                                                                    (include area code) 

Instructor’s name________________________________      Program date:  from  _________ to ___________  

E-mail address__________________________________
    

All names and addresses must be typed.
The New Jersey Board of Nursing will determine eligibility.

Name 
(last name, first name, middle initial) Address

  month/day/year               month/day/year

New Jersey Office of the Attorney General
Division of Consumer Affairs
New Jersey Board of Nursing

124 Halsey Street, P.O. Box 45010
Newark,  New Jersey  07101

(973) 504-6430 
www.NJConsumerAffairs.gov/nursing

Homemaker-Home Health Aide Training Program Graduate List
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I hereby certify that the above-listed individuals have successfully completed the Homemaker-Home Health 
Aide Training Program which consisted of 60 classroom hours and 16 hours of clinical practice.

I hereby certify that I will ensure that the foregoing list has not been altered, changed or tampered with in any 
way after it has been stamped and approved by the Board of Nursing.

I further certify that I will not release this list containing confidential student information to any third party 
pursuant to the Buckley Act.

______________________________________________________________________________________
Name of Program Coordinator (Bachelor of Science in Nursing)                                                                   Signature                                                                     Date

Name 
(last name, first name, middle initial)          Address
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