Nevada Radiation Control Program

Registration Certificate

IN VITRO TESTING WITH RADIOACTIVE MATERIAL
UNDER GENERAL LICENSE

CERTIFICATE NUMBER

NAC 459.228 authorizes physicians, clinical laboratories and hospitals to possess certain small quantities
of radioactive material for in vitro clinical or laboratory tests, not involving the internal or external
administration of radioactive material. This registration form must be submitted to the Nevada State
Health Division for issuance of a certificate number before possession of radioactive material.

NAME TELEPHONE NUMBER FAX NUMBER

ADDRESS CITY STATE ZIP CODE

I hereby apply for a registration certificate number for:

yself, a Nevada licensed physician authorized to dispense drugs in the practice of medicine.
The above-named clinical laboratory

The above-named hospital

I hereby certify that:

a.
b.

All information in this registration application is true and complete.

The registrant has appropriate radiation measuring instruments to conduct the tests in which
radioactive material will be used under the general license. The tests will be performed only by
personnel competent in the use of the instruments and in the handling of the materials.

I understand that, within 30 days, NAC 459 regulations require reporting to the Nevada State
Health Division any changes to the information furnished with this application.

I have read and understand the provisions of NAC 459.228. I understand that I am required to
comply with these provisions as to all radioactive material which I receive, possess, use or
transfer under the general license.

The applicant attests that all involved personnel have received training in safe injection practices.

APPLICANT’S SIGNATURE DATE

SIGNATURE OF APPROVING OFFICIAL DATE

Karen K. Beckley, MPA, MS
Manager, Radiation Control Program
Bureau of Health Care Quality & Compliance

Nevada State Health Division 727 Fairview Drive, Suite E Carson City, NV 89701
tel: (775) 687-7550 fax: (775) 687-7552 rev Aug 2011
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