Z”CRNMPEI

College of Registered Nurses & Midwives

Unit 1 — 45 Paramount Dr, Charlottetown PE C1E 0B6
Tel: 902-368-3764 Fax: 902-628-1430 Email: info@crnpei.ca

Statement from Employer
Section A - Complete Section A and forward form to your employer(s) from the past 5 years requesting completion of Section B.

Name:

Surname Given Names Birth/Former Name(s)
Employee #: Telephone #/Email Address:
Signature: Date:

Section B - The above-named applicant is applying for registration with the College of Registered Nurses and Midwives of PEI.
Please complete the following statements in relation to the applicant's employment as a registered nurse. If you are aware of a
professional, ethical and/or impairment that would indicate a registration should not be granted, please state it. Please return the
completed form to CRNPEI by mail or email.

This is to verify that

Name of Employee
was employed by
Name of Organization
Mailing Address
between and Position:
Month/Day/Y ear Month/Day/Year

Please indicate hours of employment within the previous five years:

YEAR HOURS WORKED

General Performance/Comments/Concerns:

Name Title Telephone #/Email address

Signature Date
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