[bookmark: _GoBack]NDPERS 457 DEFERRED COMPENSATION 
PROVIDER AGENT RECERTIFICATION FORM

PROVIDER AGENT: _____________________________________________________
NPN (National Producer Number): __________________________
DATE COMPLETED: ________________________________

Contact Information: 
EMAIL ADDRESS: ____________________________________
WORK PHONE NUMBER: _______________________________
OTHER PHONE NUMBER: _______________________________
FAX NUMBER: _______________________________
PROVIDER COMPANY: _________________________________________________
         ADDRESS: _________________________________________________
          CITY, STATE ZIP: _________________________________________________

I certify that I have completed the provider agent online webinar and have completed the mandatory 2 year NDPERS provider agent training program requirements, as defined in the provider agency administrative agreement.  If I fail to recertify within the designated time period, I understand that I may no longer provide services to members affiliated with the NDPERS 457 deferred compensation program.


____________________________________________	__________________
Signature							Date
Return Competed Form to:
NDPERS
PO Box 
Bismarck, ND 
Fax: 701-328-3920


