NCNA Hallmarks of Healthy Workplaces


Return to NCNA

Statements of Understanding and Intent to Apply 
Fax: 919.829.5807










Mail: NCNA, PO Box 12025










Raleigh, NC 27605

Name of Facility:  ________________________________________________

Specific Unit or Department:  _______________________________________

Type of facility:  _________________________

Number of RN FTEs:  ______________

Contact Person:   _________________________________________________

Address:  _____________________________________________________________________

Phone Number:  ______________    Email Address:  ________________________

_________ Application Deadline for November, 2012 recognition, intent due by May 4, 2012. 
The 20% non-refundable application down payment is due with intent to apply.   
_________ Application Deadline for May, 2013 recognition, intent due by October 5, 2012

The 20% non-refundable application down payment is due with intent to apply.   

By signing below, I attest to the knowledge that I, as a representative signatory within (name of facility) understand and agree to abide by the following statements:

· _______________________ is seeking recognition through the NCNA Hallmarks of Healthy Workplaces Program.

· This recognition has been developed by nurses and for nurses; although other disciplines may be involved. 

· Nurses from my facility will be required to complete a Satisfaction Survey on-line.

· Hardcopy documentation from this agency is being shared with Hallmark’s reviewers and site visitors.

· A site visit, requiring discussions with select nurses and administration representatives, may be scheduled if criteria for written application are met.
· If the application is found to not meet all criteria at this time, the facility may choose to apply again after six months. Feedback on this application will be sent to the contact person. 

· The process is non-competitive.

· There is no monetary award associated with the recognition.

· If recognition is granted, media attention and a celebratory ceremony will be planned with a presentation of recognition plaques awarded.  Participation by this facility is expected.

· Recognition lasts for three years at which time this facility may submit a new application for renewal.
Required Signatures

Name and Title:








Date of Signature:

_________________________________________________________________
______________

Contact Person


_________________________________________________________________
______________

Nursing Administrator 


_________________________________________________________________
______________

Organization Administrator with authority to approve submission of application
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