COURSE SIGN-IN SHEET

	Title of Presentation:
	
	CSC File #:
	

	Date of Presentation:
	     

	Facility:
	     
	Location (City/State):
	     


	FULL NAME

(Typed or Printed)
	CREDENTIAL
(MD,DO,PA, NP, RN, LPN, RPH, SW, PsyD, Other)
	MAILING ADDRESS

(Where your certificate will be mailed;

Include facility name if applicable)
	INITIAL TO VERIFY ATTENDANCE
	* CE HRS EARNED

	EX: Jane Doe
	MD
	Phoenix Indian Medical Center, 4212 N. 16th Street, Phoenix, AZ 85016
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*CE hours to be completed by local Continuing Education Coordinator.  Written initials verify attendance for CE credit.
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