ALSO PROVIDER COURSE NURSE ROSTER
MUST BE SUBMITTED TO ALSO STAFF WITHIN ONE WEEK OF COURSE
Per the Kansas State Board of Nursing, each nurse participant MUST sign their name 
on this roster each day of attendance to qualify for CNE.
Coordinators – tab and complete all course information and instructor information.
Type ‘Name’ (ALPHABETICAL ORDER) in the Nurse Roster section, then print out the form, and 
the nurses will then sign under their name each day.

This document must be scanned and e-mailed as an attachment to the ALSO Staff Coordinator
WITHIN ONE WEEK OF COURSE.

Provider: American Academy of Family Physicians   Provider #: LT0278-0312
Provider Address (st/city/st/zip): 11400 Tomahawk Creek Parkway, Leawood, Kansas 66211

Course Sponsor:      
Course Coordinator:        Course Date:         
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Program Coordinator: 




          Do not revise any text/signature in this box.
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NURSE ROSTER – Alphabetical order. 
Must have signature for each day of the course. 
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SPONSOR: Please remember to submit a FINAL brochure, with your approved CME/CNE credit statement to the ALSO Program Coordinator as a requirement for KSBN approval. 








