
1ST NURSE REGISTRY 

2215 N. Military Trail, Suite O, West Palm Beach, FL 33409 

 

 

LICENSE VERIFICATION FORM 

I ________________________________________, authorized 1ST NURSE REGISTRY to verify my license 

information. 

 

Signature: _____________________________________  Date: _________________________ 

 

===================================================================================== 

Dear Sir/Madam: 

Please verify the license of the below named individual. 

Last Name: ___________________________________________ 

First Name: ___________________________________________ 

Middle Name: _________________________________________ 

License Number: _______________________________________ 

 

 

Signature: ______________________________________  Date: ________________________ 

 

 

 

 

 


