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CNL JOB BANK REGISTRATION FORM
I. EMPLOYER INFORMATION

Institution ____________________________________________________________________

Mailing Street Address _________________________________________________________
City ________________________________________________________________________ 


State/Province _______________________________________________________________ 


Zip/Postal Code __________________________________ Country _____________________ 

Telephone Number ___________________________________________ Ext. _____________  

E-mail Address _______________________________________________________________ 

Fax _________________________________________________________________________
Your Name: _________________________________________________________________

II. JOB ANNOUNCEMENT

Title ________________________________________________________________________
Position Type

 FORMCHECKBOX 
  Full-time   

 FORMCHECKBOX 
  Part-time 

  FORMCHECKBOX 
  Temporary
Location (City, State/Province) ___________________________________________________
Salary (optional) ______________________________________________________________
Application Deadline ___________________________________________________________
Contact Information ____________________________________________________________
____________________________________________________________________________
Description 

· Submit the job description with the CNL Job Bank Registration Form. Include the company logo and hyperlink to the company website and/or job description. E-mail the job description and link(s) as a Word document or within the text of the e-mail to the CNC at tlofty@aacn.nche.edu.   

· Upon CNC review and approval, the job announcement will be posted to the CNC web site at www.aacn.nche.edu/CNC.
Employment Setting 

 FORMCHECKBOX 
  Acute Care Inpatient - Type of unit: e.g. medical-surgical, cardiac intensive care, orthopedic _________________________________________________________________________
 FORMCHECKBOX 
  Outpatient Clinic or Surgery Center

 FORMCHECKBOX 
  Home Health

 FORMCHECKBOX 
  Community/Public Health

 FORMCHECKBOX 
  School/University Health

 FORMCHECKBOX 
  Nursing Home/Long-Term Care/Sub-Acute Care

 FORMCHECKBOX 
  Hospice

 FORMCHECKBOX 
  Physician Practice (solo or group)

 FORMCHECKBOX 
  Nurse-Managed Practice

 FORMCHECKBOX 
  School of Nursing

 FORMCHECKBOX 
  Other:  ___________________________________________________________________
III. PAYMENT
Fee: $199 per announcement


Total enclosed: $___________________________

 FORMCHECKBOX 
 
Check or Money Order Enclosed (payable to AACN) 

Mail completed application and check to:

American Association of Colleges of Nursing

PO Box 418350 ∙ Boston, MA 02241-8350
Note: If sending check via courier, contact CNC for alternate shipping address.
 FORMCHECKBOX 
  Visa
 FORMCHECKBOX 
  Mastercard

If paying by credit card, mail completed application to:

Commission on Nurse Certification 

One Dupont Circle, Suite 530  
Washington, DC  20036-1120
Or fax to:  202-463-1315
Name of Cardholder:  ___________________________________________________________

Signature of Cardholder: _________________________________________________________

Account Number:   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
- FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
- FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
- FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Expiration Date:   FORMCHECKBOX 


 FORMCHECKBOX 
/ FORMCHECKBOX 


 FORMCHECKBOX 
      3-4 Digit Verification Code:  FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


QUESTIONS? Contact Tracy Lofty, CNC Director 
Telephone:  202-463-6930, ext. 242; e-mail: tlofty@aacn.nche.edu
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