Impact Training Corp with National Association of Healthcare Transport Management

Certified Healthcare Transporter (CHT)  Applicant Summary 

Name________________________________________________________________________
	(as it is to appear on Certificate – please print)

Address________________________________________________________________

E-Mail Address or Telephone____________________________________________________

Healthcare Facility Affiliation____________________________________________________

Date to Appear on Certificate____________________________________________________

I hereby verify that the above-named candidate has completed all three courses toward his/her certification.
I have all documentation of proficiency course completion on file and available for NAHTM inspection.  Courses attended and completed by the above-named candidate were as follows:
Choices: Ethics for the Workplace
Beginning and ending dates_______________________________
Location_______________________________________________

Strategic Skill Building for Healthcare Transporters
Beginning and ending dates________________________________
Location________________________________________________

Healthcare Transporter Technical Skills Training
Beginning and ending dates_________________________________
Location_________________________________________________

I have observed and documented a proficient level of performance by the above-named candidate in all the required competencies for certification. Based upon my professional judgment, the above-named candidate has fulfilled all the requirements for certification, is of good moral character, and consistently exhibits a high level of professionalism in his/her work habits. I recommend and endorse the above-named candidate for Certified Healthcare Transporter.

Training Preceptor Signature_____________________________________ Date____________
Training Instructor Preceptor Name (printed)________________________________________
Title___________________________ Healthcare Facility______________________________
Address______________________________________________________________________
Phone Number_________________________ E-Mail Address__________________________
[bookmark: _GoBack]Applicant Certifying Data on file at: _______________________________________________ 

Training Preceptor Reporting Officer (print)_________________________________________

Reporting Officer Signature ______________________________________________________
Please make $30.00 Applicant Certification Fee check to:    NAHTM 

Mail the Applicant Summary, along with fee to:  David Stefano, NAHTM Treasurer, 602 Waterfront Dr., Colonial Heights, VA  23834






Visit Impact Training’s website- www.impacttrainingcorp.com – or NAHTM’s website- www.nahtm.org for updates on events as well as for general information and resources. 
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