[image: image1.jpg]S T a e e




INACTIVE/RETIRED CERTIFICATION APPLICATION (Circle one) 

Name
:______________________________________________ Credentials:_________

Last


First


Middle
Home
Address _______________________________________________________

City



State


Zip

Phone Numbers (h)________________________ (w)_____________________________

Fax #_____________________________
E-mail______________________________

RN Lcense # _____________
State_____________ Expiration Date____________

REASON FOR APPLYING FOR INACTIVE/RETIRED CERTIFICATION:

____ Responsibility as primary care giver to children, elderly parent or other family member

____ Personal injury, illness, or temporary disability

____ Catastrophic event (such as natural disaster)

____ Permanent disability or from nursing

____  Other - Please list____________________________________________________
________________________________________________________________________________________________________________________________________________


IF CURRENTLY EMPLOYED:

________________________________________________________________________

Name/title of most recent supervisor




Facility Name

________________________________________________________________________

Address





City
State
Zip

________________________________________________________________________

Phone






Dates of Employment/Retirement

I have read and understand the ONCB policy “Inactive/Retired Certification.” I understand that if I am applying for Inactive Status due to illness, injury, temporary disability, or responsibility as care giver, I must meet the continuing education requirements for recertification or retake the examination within 5 years of the approval date of Inactive Status, or I shall forfeit the certified nurse credential. If I am applying for Inactive Status, my title shall be “ONC, Inactive;” if I am applying for Retired Status, my title shall be “ONC, Retired.” If I am retired and decide to return to the workforce, I understand that I must reactivate my credential by demonstrating completion of 20 contact hours of continuing education in the year preceding reactivation. As an alternative, I may retest to reactivate the credential.

Enclosed with-this application is a check for $50 payable to ONCB.

Name:____________________________________________Date:__________________
Signature

Please return this form to ONCB, PO Box 87, Columbia, SC 29202


401 North Michigan Avenue, Chicago, Illinois 60611


phone: 888.561.ONCB (6622)/ fax: 312.527.6658/ e-mail: � HYPERLINK "mailto:ONCB@sba.com" ��ONCB@sba.com� / website: http://www.orthonurse.org








