
APPLICATION 
APPROVED MEDICATION ADMINISTRATION PERSONNEL 

(AMAP) 
 
 

Name__________________________________________S.S.No._________________ 
 
Home Address___________________________________ 
 
               ____________________________________ 
 
Phone__________________________________ 
 
Training Facility_________________________________________________ 
 
Address_______________________________________Phone___________________ 
 
              _______________________________________ 
 
Employer______________________________________Phone__________________ 
 
Address______________________________________ 
 
     ______________________________________ 
 
Position held____________________________________________ 
 
Date AMAP Course was completed__________________________ 
 
RN AMAP Instructor______________________________________________ 
 
__________________________________________                   ___________________ 
Candidate Signature      Date 
 
__________________________________________                   ___________________ 
AMAP RN Instructor Signature     Date 
 
 
Candidate:  Make certain your instructor has the verification of your 
Criminal Background Check, CPR Certification, and First Aid Certificate in 
the event it is requested.  


	Name__________________________________________S.S.No._________________

