
Certification of Completion 
 

• Print this page and provide the following 
information: 

 
Name:_____________________________ 
Provider license number ______________ 
Company __________________________ 
Date of completion __________________ 
 
Mail to: NDPERS 
   Attn:  Kim Humann 
    Box 1657 
   Bismarck, ND  58502 

 
 


