NEVADA STATE HEALTH DIVISION

MAMMOGRAPHER CERTIFICATION APPLICATION
Applicant's Name (Last, First, Middle Initial):      
Name (As it appears on current radiographer credentials):      
(If the above two names are different, provide legal proof that they are the same individual - copy of marriage license, court decree, etc.)

Address:      
Phone:       
Fax:      
Provide the following as attachments to this application:
1.
Copy of valid general radiographer credentials, and

2.
Proof of advanced training in mammography as required by NAC 457.350.  Proof of training must include:


(1)
Proof of at least 40 hours of training in mammography.  This must include breakdown hours of instruction in each subject, and


(2)
Proof of accreditation by a recognized credentialing institution, such as ASRT, 
ARRT, etc.



3.
Check payable to "Nevada State Health Division" in the amount of $88.00.

PERSONAL DATA
Yes   No 

1.
Within the past ten years have you had your certification or license suspended,
 FORMCHECKBOX 
   FORMCHECKBOX 


revoked, restricted, or denied in any state, federal or foreign jurisdiction?

2.
Within the past ten years have you been disciplined for patient abuse, other
 FORMCHECKBOX 
   FORMCHECKBOX 


unprofessional conduct, incompetence, negligence, or unsafe practices?

3.
Within the past ten years have you been convicted of a felony or been named in
 FORMCHECKBOX 
   FORMCHECKBOX 


any pending civil suit alleging incompetence or negligence in the care of others?

4.
Do you currently have an untreated medical condition which may result in your

 FORMCHECKBOX 
   FORMCHECKBOX 


being unable to practice with reasonable skill and safety?

If "yes" to any of questions 1 through 4, please provide details on an attachment to this application. The answer, "yes" to any of the above questions does not necessarily prevent certification.
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CHILD SUPPORT INFORMATION

Please mark the appropriate following response (failure to mark one of the three will result in denial of the application).
 FORMCHECKBOX 

I am not subject to a court order for the support of a child.

 FORMCHECKBOX 

I am subject to a court order for the support of one or more children and am in compliance with the order or am in compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed pursuant to the order; or

 FORMCHECKBOX 

I am subject to a court order for the support of one or more children and am not in compliance with the order or a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed pursuant to the order.

AFFIDAVIT (To be completed by applicant)

I      , certify that I am the person described and identified in this application, and that I have answered all questions in this application truthfully and completely and the documentation provided in support of the application is, to the best of my knowledge, accurate. I understand that the Health Division may require additional information from me prior to making a determination regarding my application.

Applicant’s Social Security Number:      
Applicant's Signature
Date                

Submit your application package to:


Radiological Health Section


Bureau of Health Protection Services


4150 Technology Way, Room 300

Carson City, NV  89706
MammTechApplication1
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