
University	  of	  Nebraska	  Medical	  Center	  	  
Pulmonary,	  Critical	  Care	  Medicine	  Verification	  Form	  

Remember	  to	  also	  attach:	  
☐ Release	  Authorization
☐ Individual	  Provider	  forms	  if	  desired

☐ Check	  for	  $50.00

STEP	  I:	  Requesting	  Organization	  
Please	  fill	  in	  the	  name,	  address,	  phone,	  and	  email	  of	  the	  organization	  and	  person	  making	  this	  
request:	  

Requesting	  Individual’s	  Contact	  Information:	  
________________________________________________________________	  
________________________________________________________________	  
________________________________________________________________	  
________________________________________________________________	  
________________________________________________________________	  

STEP	  II:	  Requesting	  Verification	  for	  What	  Individual	  
Please	  complete	  all	  of	  the	  following	  fields:	  

Name	  of	  Individual	  (Please	  include	  any	  former	  names	  if	  known):	  
________________________________________________________	  
Program	  completed:	  
________________________________________________________	  
Years	  of	  training:	  
__________________________________________________________	  

FINAL	  VERIFICATION	  INFORMATION:	  
Upon	  completion	  and	  acceptance	  of	  the	  above	  form,	  the	  Division	  of	  Education	  will	  email	  you	  a	  standard	  
verification	  including:	  

• Individual’s	  name
• Individual’s	  training	  program	  	  completion
• Individual’s	  training	  year(s)
• Confirmation	  of	  successful	  completion	  of	  program
• Explanation	  and	  detail	  if	  program	  was	  not	  completed
• Any	  additional	  forms	  per	  request


