	DEPARTMENT OF HEALTH SERVICES
Division of Quality Assurance
F-02476A  (09/2019)
	STATE OF WISCONSIN


	NURSE AIDE FEDERAL EMPLOYMENT ELIGIBILITY RENEWAL – EMPLOYEE ROSTER
For Nurse Aides Whose Federal Eligibility Will Expire Within 90 Days

	INSTRUCTIONS
· Refer to publication P-02393, Nurse Aide State and Federal Employment Eligibility

· To request a waiver for the renewal of nurse aide federal employment eligibility, (1) submit this signed, completed form along with (2) a completed form F-02476, Nurse Aide Federal Employment Eligibility Renewal – Waiver Request, and (3) a copy of the nursing license of the supervising nurse identified below.

	· Return the completed forms and nursing license via mail, email, or fax to:
	DHS / DQA / Office of Caregiver Quality
PO Box 2969
Madison, WI  53701-2969
	Email:  DHSCaregiverIntake@wi.gov
Fax:  608-264-6340

	Nurse Aide Name (First, Last)
	NA Certification No.
	Expiration Date
	Date of Hire
	Most Recent Date Worked
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	SUPERVISING NURSE ATTESTATION

	I attest that I am an RN or LPN and that I have provided direct supervision [as defined under Wis. Admin. Code § DHS 129.03(13) as being immediately available on the same unit, floor, or wing as the nurse aide while the nurse aide is performing client-related services] or general supervision [as defined under Wis. Admin. Code § DHS 129.03(17) as intermittent face-to-face contact between supervisor and nurse aide] for a minimum of eight hours in the preceding 24 months to the nurse aides listed above.
I have attached a copy of my nursing license to this roster.

	SIGNATURE – Supervising RN or LPN
· 
	Name – Supervising RN or LPN (Print or type.)
     
	Date Signed
     



