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HIV/AIDS NURSING
CERTIFICATION BOARD





Certification Verification
Contact Person  ______________________________________________

Organization_________________________________________________

Address  ____________________________________________________

City, State, Zip  ______________________________________________

Daytime Phone  ________________Evening Phone __________________

Email  ______________________________________________________

___  Individual verification (for contact person)  $25.00

___  Institution/Organization verification (for employee/potential employee) $50.00 
Method of Payment

 FORMCHECKBOX 
 Check
 FORMCHECKBOX 
 Visa
 FORMCHECKBOX 
 MasterCard        FORMCHECKBOX 
 Discover
 FORMCHECKBOX 
 American Express

________________________________________________________________________

Credit Card Number ​​​​​​​​​​​​_________________________CVV#_______Exp. Date ________

Name on Card (Please print)________________________________________________
Billing Address  _________________________________________________________


Signature of Cardholder  __________________________________Date _____________

ACRN  (  AACRN
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