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NURSING PROGRAM  
VERIFICATION OF WORK EXPERIENCE AS LPN 

 

Bellingham Technical College requires applicants to the Associate Degree Nursing DTA/MRP program to have healthcare 
experience. For students applying to the LPN-RN program option healthcare experience may only be demonstrated by 
proof of having worked as a Licensed Practical Nurse (LPN) for a minimum 1,000 hours in the last five years. The nursing 
program will review and either approve or deny an applicant’s healthcare experience. 

This form must be approved prior to applying to the Nursing program! 
Students will be notified by email when Nursing Program evaluation is complete. 

Submit completed form to the Nursing Program by one of the following methods: email to nursing@btc.edu OR in-
person to Haskell Center 206 OR by mail to BTC Nursing Program, 3028 Lindbergh AVE #HC 206, Bellingham, WA 98225. 

TO BE COMPLETED BY STUDENT: 

Student Full Name (please print):  

List any previous names:  

SID:  
Date of 
Birth:  

Phone 
Number:  

Email Address:   

Student Attestation: I have met the Continuing Competency Requirements for LPN licensure in Washington State per 
WAC 246-840-203. By my signature, I attest that the above statements are true. 

Student Signature:  Date:  

TO BE COMPLETED BY THE EMPLOYER:  

Company/Agency Name:  

Company/Agency Phone:  

Company/Agency Address:  

  

Dates of Employment:  Number of Hours Worked:  

Supervisor or Human Resources Representative: 

Signature:  Date:  

Print Name:   

  

For Official Use Only 

 No Enforcement Action Taken  Approved by Nursing Program  Denied by Nursing Program 

       

   Nursing Program Representative  Signature  Date 

 

mailto:nursing@btc.edu
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