
 

 

 

 

 

 

 

 

Verification of Dialysis Patient Care Technician  
Worksite Training Program Completion 

 

Part 1-General Information-Please Print    Applicant must complete this section 
 
Full LegalName__________________________________________________________________________ 
                                            Last                                       First                                  Middle                                                            Maiden 

 
Date of Birth ___________________________           Telephone________________________________ 
                                              (Month / Day / Year) 
 
………………………………………………………………………………………………………………………………………………………………………………... 
 

Part 2-Verification of Completion of Dialysis Patient Care Technician  
Worksite Training Program-Please Print 

Dialysis training program administrator must complete this section  
 
Name of Facility/Worksite ____________________________________________________________ 
 
Address_____________________________________________________________________________ 
 
City__________________________________________________________State__________________  
 
Zip________________ Telephone Number of Program________________________________________ 
 

This is to verify that the applicant named above enrolled in and has successfully completed a 
dialysis patient care technician training program that is approved by the medical director, under 
the direction of a registered nurse. This training program follows national recommendations for 
dialysis patient care technicians and is conducted primarily in the work setting (Neb. Rev. Stat. 
§38-3705) 
 

Employment Start Date____________________________________________ 
                                                              (Month/Day/Year) 
 
Date of Enrollment in Training Program ______________________________ 
                                                                           (Month/Day/Year) 
 
Date of Training Program Completion ________________________________ 
                                                                              (Month/Day/Year) 
 

 
 
_____________________________________________                     _________________________________________________ 
                    Name of Registered Nurse                                                                  State Licensed / License Number 
 
_____________________________________________                     _________________________________________________ 
               Phone Number of Registered Nurse                                                      E-mail Address of Registered Nurse  
 
_____________________________________________                        ________________________________________________ 
                        Signature of Registered Nurse                                                                             Date 

 


