
 

 

 

                             

CCEMTPsm/PNCCTsm 

 

REQUEST FOR LICENSURE VERIFICATION 
 

 

Date:_______________ 
 

Requestor’s Name: 

On Behalf Of: 

Telephone No.: Fax No.: 

Email: 

Reason for Request: 

Verification should be sent via (circle one):  Fax      Email 

Name of Student: 

Title of Course (circle one):      CCEMTPSM         PNCCTSM 

Student number 
(if known): 

Date & Location of Original course: 

 

Comments:______________________________________________________ 
 

 
 

STATUS 

Date of Issue: 

 Active 

 Expired 

 
Verified by:______________________      Title:  

Printed Name:                                             Date:_________________ 

Telephone:                                                  Fax:  410-455-6713 

 


