
HIV/AIDS Nursing Certification Board 
11230 Cleveland Ave NW #986, Uniontown, OH 44685  

 
 
 

Certification Verification Request 
 

Candidate Name: _________________________________________________________ 

Certification Type: ○ ACLPN      ○ ACRN      ○ AACRN 

Contact Person: __________________________________________________________ 

Organization: ____________________________________________________________ 

Address: ________________________________________________________________ 

City, State, Zip: ___________________________________________________________ 

Daytime Phone: _____________________Evening Phone: ________________________ 

Email: __________________________________________________________________ 

○ Individual verification $25.00 
○ Institution/Organization verification (for employee/potential employee) $50.00  
 

Method of Payment 
 Check  Visa  MasterCard        Discover  American Express 

 
________________________________________________________________________ 
 
Credit Card Number _________________________CVV#_______Exp. Date ________ 
 
Name on Card (Please print: ______________________________________________ 
 
Billing Address: _________________________________________________________  
 
Signature of Cardholder: __________________________________Date: ___________ 
 
 
This form may be returned via fax to 330-670-0109. 
Payment may also be made online via the HANCB website. 
 
If you need further assistance email hancb@anacnet.org.  

https://www.nursesinaidscare.org/i4a/pages/index.cfm?pageid=4847
mailto:hancb@anacnet.org

