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1st Floor, 165 Adelaide Terrace - East Perth WA 6004  [Postal Address: Locked Bag 6 - East Perth WA 6892]   
Telephone: (08) 9421-1100 / Website: www.nmbwa.org.au 

 

Request for Verification of Registration to be sent  to another Nursing                         
and/or Midwifery Regulatory Authority 

 
 
 

SECTION 1 – APPLICANT DETAILS 
 

 

 

Surname: Given Names: 

Previous Name (if applicable): Registration Number: 

Place of Birth: Date of Birth: 

Work: Home: Mobile: Email: 

Postal Address: 
 
 
 

 
 

Residential Address: 
 

 
 

SECTION 2 – DETAILS OF REGISTRATION  
 

Category of 
Registration e.g. 
Registered nurse 

Registration                   
Number 

Date of Initial           
Registration 

Expiry Date of 
Registration 

  /           / /           / 

  /           / /           / 

  /           / /           / 

 
 

SECTION 3 – EDUCATIONAL QUALIFICATIONS  
 

Qualification Institution & Location Date Completed  

  /           / 

  /           / 

  /           / 
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SECTION 4 – NURSING and/or MIDWIFERY REGULATORY AUTHORITY TO WHOM                                         

VERIFICATION OF REGISTRATION MUST BE FORWARDED TO  
 

Name:  

Address: 

 

 

 

 

 

 

Telephone: Facsimile: Email: 

 
 

SECTION 5 – DECLARATION BY NURSE and/or MIDWIFE REG ISTERED WITH THE BOARD 
 

I do solemnly and sincerely declare that the statements made by me on this form and any attachments are true 
and correct in every particular. 
 
 
 
 
SIGNATURE OF REGISTRANT:        ____________________________________________________________ 
 
 DATE:                                          ______/______/________ 
 
 

 
SECTION 4 – PAYMENT DETAILS FOR CREDIT CARD 

[Please refer to current fee schedule] 
 

I hereby authorise The Nurses and Midwives Board of Western Australia to debit the application fee from my: 

[     ]  Mastercard [     ]  Visa 

 
 

Card Number : [ ][ ][ ][ ] [ ][ ][ ][ ] [ ][ ][ ][ ] [ ][ ][ ][ ]           Expiry Date:  ________/________ 
 
 
 
 
 

Name on Card: _____________________________Cardhold er’s Signature: __________________________ 

 
 
 
 
Please note : 
The Board will forward verification of your registration directly to the relevant Regulatory Authority as per your 
request.  Please ensure that you provide us with all the required information on this form.  Check our website for 
the current fee. 


