Bord Altranais agus
Cndimhseachais na hEireann

Nursing and Midwifery
Board of Ireland

NURSE OR MIDWIFE PRESCRIBER
EMPLOYMENT VALIDATION FORM

Registration Number:
Applicant Name:

Address:

Date of Birth:

This section must be completed by the Director of Nursing, Director of Midwifery, Director of Public
Health Nursing or the person responsible for the prescribing function within the health service provider.

I hereby confirm that is employed with:
Health Service Provider Official Stamp

Address

Print Name Signature

Director of Nursing, Director of Midwifery, Director of Public Health Nursing or the person responsible for
the prescribing function within the health service provider

oate | | [ LU

18/20 Ascaill Dhun Chartin, An Charraig Dhubh,
Contae Bhaile Atha Cliath, A94 R299, Eire.

18/20 Carysfort Avenue, Blackrock, T: +353 (0)1 639 8500
Co. Dublin, A?4 R299, Ireland. www.nmbi.ie
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