EBCP RECERTIFICATION                                                                 Form I 

Recertification Period:                                                             January 2012   to   December 2014
PLEASE PRINT CLEARLY IN BLACK INK OR TYPE

First name (s):  __________________  Last name (s):_______________________________

Home address:

Street:___________________________________________________________________
Postal/City_____________________ ______Country:____ _____________ ____________
Tel:__________________________________E-mail: ______________________________
Fax:_____________________________________________________________________

Business address: 

Hospital ________________________________________________________________

Department:_____________________________________________________________

Street:____ ______________________ ________________________  ______________
Postal/City:________________________________Country:_______________________
Tel: _____________________________________Fax:_______________________________
Signature of Perfusionist:______________________           Date_______________________

Conditions of Employment: (you must be currently employed as a perfusionist)

Months employed in the last three years: ______________________________ _______ 

Currently employed at the hospital listed above: yes no (if "no", please explain on reverse 

side)

Name of Employer:_________________________________________________ 

Signature and stamp of Personnel Officer/Manager:_________________________

