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FORM 1500ND – Test Observer Application                                     Updated: 1-1-2012      

NNOORRTTHH  DDAAKKOOTTAA  

TTEESSTT  OOBBSSEERRVVEERR  AAPPPPLLIICCAATTIIOONN    
((FFOORRMM  11550000NNDD))  

This application must be accompanied by FORM 1501ND (Confidentiality / Non-Disclosure Agreement) 

 
 
 

PPEERRSSOONNAALL  IINNFFOORRMMAATTIIOONN  ((PPLLEEAASSEE  PPRRIINNTT))  
 

Social Security Number ________-________-___________ Email___________________________________ Date of Birth ______/______/______                                           
  
 

Last Name _____________________________________________First Name _________________________________ Middle________________                  
 
 

Address _______________________________________________City ______________________________ State __________ Zip ____________ 
 
 

Home #: (_______) __________-_____________   Cell #: (_______) __________-____________   Work #: (_______) __________-____________  
 

NNUURRSSEE  AAFFFFIIDDAAVVIITT  
 

I am a registered nurse: Registry # _________________ with at least one year's experience in providing long term care 
for the elderly or the chronically ill of any age.  (Nursing facility or swing bed setting acceptable.) 
 
 

Supervisor _______________________________________ Facility __________________________________________  
 
 

Phone Number (________) __________-__________ will verify my one-year work experience. 
 

 

TTEESSTTIINNGG  SSIITTEE  IINNFFOORRMMAATTIIOONN  

TEST OBSERVER: 
I will be administering HEADMASTER Nurse Aide Written/Oral and/or Skills tests at the below listed HEADMASTER approved facility or lab based 
setting that meets State of North Dakota Department of Health requirements. In addition, I will be sure that all necessary materials and equipment 
are available for the consistent administering of the HEADMASTER Nurse Aide Written/Oral and/or Skills tests as listed on form 1503ND. I will report 
as an irregularity any missing or substandard equipment. 
 

I will administer tests with no compensation from HEADMASTER. I am administering tests for the facility listed below. Nurse Aide Candidates tested 
and/or any volunteer test subjects used will be covered by the facility liability policy. I hereby verify that I understand and agree with the statements 
contained herein and all supplied information is true and correct. 
 
 

Facility______________________________________________________ City __________________________ State _________Zip ___________ 
 

Administrator__________________________________________________DON_____________________________________________________ 
 

Phone number (_______) ________-___________  Fax number (______) _______-___________ Email___________________________________ 
 

 

AAPPPPLLIICCAANNTT  AANNDD  FFAACCIILLIITTYY  VVEERRIIFFIICCAATTIIOONN  
  
The signatures below certify and verify that the applicant is known to the approved testing facility and the information 
listed above for both facility and applicant is true and correct. 
 

Administrator’s Signature______________________________________________________________ Date  _________/_________/____________  
 
 

Applicant’s signature__________________________________________________________________ Date  ________/_________/____________ 

 


