OPERATIONAL SHORT COURSE NOMINATION FORM

FULL NAME:________________________________________

RATE/RANK/CORPS:__________ DESIGNATOR:____________ NEC/NOBC:__________ PRD:_______ EAOS/RAD:_________ 

WORK PHONE #:_________ EMAIL ADDRESS:_____________

COURSE NAME:______________________________________

COURSE NUMBER:________________ DATES:_____________

PREVIOUS COURSES ATTENDED:________________________

__________________________________________________

JUSTIFICATION:____________________________________

APPROVAL/DISAPPROVAL:

___ YES  ___ NO  __________________________________

                 SIGNATURE OF DIVISION OFFICER/ DATE

___ YES  ___ NO  __________________________________

                 SIGNATURE OF DEPARTMENT HEAD/ DATE

___YES__NO__N/A  __________________________________

                 SIGNATURE OF MEDICAL DIRECTOR/SENIOR NURSE EXECTIVE/CMC/DATE 

___ APPROVED  ___ DISAPPROVED _____________________

                              SIGNATURE OF DIRECTOR/ DATE

COMMENTS:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FOR STAFF EDUCATION AND TRAINING USE ONLY:

MOBILIZATION PLATFORM/BSC:______________________

LETTER FAXED:____________

COPY TO MEMBER:__________

VERIFICATION OF ENROLLMENT:__________

COPIES TO MEMBER:___________

MISC:_________________________________________________________________________________________________________________
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