
CERTIFICATE OF SUCCESSFUL COMPLETION
This is to certify that  
_____________________________________
Name of Participant

has successfully completed

the following educational activity provided by

The Continuing Nursing Education Program

of

(Insert Name of CNE Provider)

Address:       
Phone:       
Title:   

Date:
     
Location:
     
Contact Hours:
     
(Name of Provider Unit) is an approved provider of continuing nursing education by the Washington State Nurses Association Continuing Education Approval & Recognition Program (CEARP), an accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation.

