
 
 
 
 
 
 
 
 
 

                                     
 
I, the undersigned (trainer/Instructor), have completed the training in the basic Electromedical 
applications with the following individual, and have found them knowledgeable in the matters covered in 
the training course.  
 

Indications/Contraindication/Precautions/Adverse Effects 
  
       Equipment Maintenance  
 
       Equipment Trouble Shooting 
 
       Basic Pad Placement Technique (Physical Medicine Treatment) 

 
Basic Documentation for Physical Medicine Treatment    
  
    

And hereby request a “Certificate of Achievement” for (6) six Credit Hours to be issued to: 
 

Please Print: 
 
 
Print Name: ________________________________________________________________ 
  
Office Address: _____________________________________________________________ 
 
City: _____________________________ State: ___________ Zip: _________________ 
 
Phone: ____________________________ FAX: __________________________________ 
 
Training Date: ___________    Training Date: ___________   Training Date: ____________  
 
Training Date: ___________    Training Date: ___________   Training Date: ___________
    
_____________________________________         _________________________________ 
(Print) Clinical Liaison Name:                            Clinical Liaison Signature 
 
 
 
Signature: ______________________________________________Date: _______________   
  
 
 
Medical Director/ Physicians Name: ______________________________________________ 
 
Physicians Signature: ______________________________________Date: ______________ 
 
 
Form # Cert0105PAB         Rev: 09/27/13  

Request for Certificate  
of Achievement 

 
        To:  NeuroMed Consulting, Inc.   
            647 Camino De Los Mares 
            Suite 108-81 
            San Clemente, CA 92673 
            VIA Fax: (949) 369-1893    
 


