Reset Form

HOME HEALTH AIDE REGISTRY RENEWAL

State Form 49561 (R9 / 2-20)
INDIANA STATE DEPARTMENT OF HEALTH - DIVISION OF ACUTE AND CONTINUING CARE

* This agency is requesting disclosure of your Social Security Number in accordance with IC 4-1-8-1; disclosure is mandatory and
this record cannot be processed without it.

Every two (2) years, the employer must inform the Indiana State Department of Health (ISDH) Nurse Aide Registry
(NAR) that this individual Home Health Aide (HHA) has performed “nursing or nursing related services” activities for
at least an eight (8) hour shift during a twenty-four (24) month consecutive time period. Please complete this form for
each HHA who has worked at least eight (8) hours in a twenty-four (24) month period. Based upon receipt and
completion of this form, each HHA will be renewed for a two (2) year period.

. AIDE INFORMATION

Full name of HHA

HHA street address (number and street)

City State ZIP code
HHA telephone Date of birth (month, day, year)

( )

Social Security Number* HHA registration number

Date of hire (month, day, year) Date of termination (month, day, year)

Job title HHA expiration date (month, day, year)

E-mail address

. HHA JOB FUNCTION

Please identify the number of hours within the last twenty-four (24) consecutive months that this individual has
performed “nursing or nursing-related services.”

Number of hours

lll. IN-SERVICES
Has the HHA received twelve (12) or more in-service education and training hours during each year?
[dYes [INo
IV. AGENCY IDENTIFICATION
Name of Director / RN
Name of agency
Agency street address (number and street)
City State ZIP code
Facility number Facility telephone number Facility e-mail address
| hereby attest that the above information is true and accurate.
Signature of Director / RN Date (month, day, year)

FOR OFFICE USE ONLY

Expiration date (month, day, year) Not on NAR

Renewal date (month, day, year) Initials Date (month, day, year)
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