
 

WOMACK ARMY MEDICAL CENTER 

NON PRIVILEGED PERSONNEL LICENSE/REGISTRATION FORM 

The proponent is MCXC-QSD-CRE 

Data Required by Privacy Act of 1974 

 

Authority: 10 USC 3012, 8012, and 5031 

 

Principal Purpose: Is to provide a standardized electronic method of credentialing healthcare providers. The information 

provided in this form will be used to process the healthcare provider into the DOD Centralized Credentials Quality 

Assurance System (CCQAS) as required by the Office of the Assistant Secretary of Defense for Health Affairs Policy Letter 

dated 22 April 2003. 

 

Routine Uses:  Is for tracking and storing information about healthcare providers’ demographics, education, licenses, 

certifications, affiliations, insurance and other credentials. 

 

Disclosure:  Disclosure of this information is voluntary. However, failure to provide the required information will result in 

the individual not being entered into the CCQAS data base as required by the Office of the Assistant Secretary of Defense 

for Health Affairs Policy Letter dated 22 April 2003. 

 

Specialty/Title: (RN, LPN, Tech, 68W, Pharmacist, etc.) 

 

 

Last Name 

 

 

First 

 

 

Middle Suffix 

Other Names Used  Last 

 

 

First Middle Suffix 

Rank: SSN: DOB: 

Home Address: City: State: Zip Code: 

Cell Phone: Work Phone: Home Phone: 

AKO E-mail Address: 

     

Personal E-Mail Address: 

Check One: 

        Active Duty                   GS                          Reserve                             Contract                           Volunteer 

Department: 

 

Work Center: Supervisor: 

Unit: (Active Duty/ Reserve Only) 

LICENSE INFORMATION: (Please list all licenses) 

State: 

 

License#: Exp. Date: 

State: License#: Exp. Date: 

University/College/Technical School Attended 

Name and Address: 

Degree Received: (AS, BS, etc.) Date Received: 

University/College/Technical School Attended 

Name and Address: 

Degree Received: (AS, BS, etc.) Date Received: 

 

WAMC Form 40-68n, APR 2016                      (Continue on Reverse Side) 

 



 

Has your license in ANY state ever been limited, suspended, revoked or voluntarily suspended?  Have you ever been 

disciplined by any state licensing board? 

 

    Yes          No 

 

If yes, explain: 

 

 

 

 

 

 

By signing this document I understand that it is my responsibility to keep my license(s) up to date. I will ensure that I will 

bring any documents that are required during in processing that were not available or provided. 

SIGNATURE: DATE: 

WITNESS: DATE: 

 

 

STATEMENT OF RELEASE 

 

I hereby give Credentials Office release from liability and any and all individuals and organizations who provide information 

to the hospital of its medical staff in good faith and without malice concerning prime source verification if all my 

professional credential documents (i.e., state license, national certifications, etc.), and I hereby consent to the release of such 

information. 

 

 

 

 

________________________________________                                                        ________________________________ 

Signature of Applicant                                                                                                                         Date 

 

 

 

 

 

_________________________________________ 

Typed/Printed Name and Grade/Rank 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

WAMC Form 40-68n, APR 2016 




	Nursing Credentials 40-68n
	Nursing Credentialing Documents LEIE
	LEIE Current


	SpecialtyTitle RN LPN Tech 68W Pharmacist etc: 
	Last Name: 
	First: 
	Middle: 
	Suffix: 
	Other Names Used Last: 
	First_2: 
	Middle_2: 
	Suffix_2: 
	Rank: 
	SSN: 
	DOB: 
	Home Address: 
	City: 
	State: 
	Zip Code: 
	Cell Phone: 
	Work Phone: 
	Home Phone: 
	AKO Email Address: 
	Personal EMail Address: 
	Department: 
	Work Center: 
	Supervisor: 
	Unit Active Duty Reserve Only: 
	LICENSE INFORMATION Please list all licenses: 
	State_2: 
	License: 
	Exp Date: 
	State_3: 
	License_2: 
	Exp Date_2: 
	UniversityCollegeTechnical School Attended Name and Address: 
	Date Received: 
	UniversityCollegeTechnical School Attended Name and Address_2: 
	Degree Received AS BS etc: 
	Degree Received AS BS etc_2: 
	Date Received_2: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	If yes explain: 
	DATE: 
	DATE_2: 
	TypedPrinted Name and GradeRank: 
	Check Box6: Off
	Check Box7: Off
	Text1: 
	Current Employee printed name: 
	Date: 


