
SPONSOR REGISTRATION FORM

Please register the following candidates for the Nursing Assistant Evaluation.  All candidates must be “Test Eligible” with the 

West Virginia Nurse Aide Registry https://ohflac.wvdhhr.org/Apps/Lookup/NALookup 

Requested Test Date ______________      Test Site _______________________________________________________ 

NAME  NAME 

1__________________________________________________    8______________________________________________ 

2__________________________________________________    9______________________________________________ 

3__________________________________________________    10_____________________________________________ 

4__________________________________________________    11_____________________________________________ 

5__________________________________________________    12____________________________________________ 

6__________________________________________________    13_____________________________________________ 

7__________________________________________________    14_____________________________________________

Sponsoring Facility_________________________  

Training Program____________________________________   Program Number __________ 

Sponsor Signature __________________________________  Date_______________ 

Payment Options:         Certified Check            Facility Check             Money Order             VISA               MC               Discover 

Credit Card #_________________________________       Expiration Date (MM/YYYY)_____________     Security code  ______ 

Name as it appears on credit card____________________________________ Email ______________________________

Amount to Charge Card $ __________        Phone number (XXX‐XXX‐XXXX) _______________________________ 

Credit Card Mailing Address Street______________________________________________________ 

City ___________________________________________________  State________  Zip Code_____________ 

Authorized Card Holder Signature_________________________________ Date ________________   1/2025
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