EMORY | NURSING PROFESSIONAL DEVELOPMENT CENTER 
Attachment 7
2021-____-ENPDC CNE Activity Roster of Attendees

Title of Activity: _______________________________________________________________________

ENPDC Activity ID#: 2021-_____ -ENPDC		Contact Hours: ________________ 		Date: _____________________

Contact Person/Nurse Planner: ____________________________________ Phone Number: ________________________________

Total # of RNs ____________  Total # of MD’s__________________ Total # Clinical Support Staff __________________
Total # of Pharmacists_______________  Total # of Other__________________

	Name (please print)
	Discipline (pick one):
RN, MD,
Pharmacist, Clinical Support Staff, Other
	Signature

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



This form must be completed and retained by the Provider for six (6) years.
Revised: 7/2016, 12/2017, 12/2018, 12/2019
