
MO 375-1014 (10-2025)

   

STATE OF MISSOURI 
DIVISION OF PROFESSIONAL REGISTRATION 
VERIFICATION OF AIR FORCE BASIC MEDICAL 
TECHNICIAN CORPSMAN PROGRAM (BMTCP) 
4N051/4N071 (4N TRAINING PROGRAM) 

MAILING ADDRESS: 
STATE BOARD OF NURSING 
PO BOX 656 
JEFFERSON CITY, MO 65102-0656 
(573) 751-0681
Email: nursing@pr.mo.gov 
Website: http://pr.mo.gov/nursing 

EXPRESS MAIL DELIVERY  
ADDRESS: 
3605 MISSOURI BOULEVARD 
JEFFERSON CITY, MO 65109 

SECTION I - PERSONAL INFORMATION 
FULL NAME (LAST, FIRST, MIDDLE, MAIDEN) 

SOCIAL SECURITY NUMBER  DATE OF BIRTH 
MONTH DAY YEAR 

SECTION II - AFFIRMATION 
I have confirmed that the person named in this document has completed the 5 skill level 4N training and completed a NCLEX
review course. 
DATE OF COMPLETION OF 5 SKILL LEVEL OF 4N TRAINING 

NAME OF NCLEX REVIEW COURSE TAKEN  DATE NCLEX REVIEW COURSE TAKEN 

PROGRAM CODE 
US17110000 
SIGNATURE OF MILITARY  TREATMENT FACILITY (MTF) 4N FUNCTIONAL MANAGER 

MILITARY  EMAIL ADDRESS 

SIGNATURE OF MILITARY  TREATMENT FACILITY (MTF) CHIEF NURSE (SGN) 

MILITARY  EMAIL ADDRESS 

SIGNATURE OF MAJCOM 4N FUNCTIONAL MANAGER (MFM) 

MILITARY  EMAIL ADDRESS 

SECTION III - INSTRUCTIONS 
If you are: 
Active Duty - 4N051/4N071 without Community College of the Air Force (CCAF) Allied Health Sciences or Practical 
Nursing Technology degree, provide:

1.  Completed MyTraining or AFTR User Profile document.    
2.  Completed 4N0X1 CFETP  Attachment 2 Specialty Training Standards document. 

4N051/4N071 with CCAF Allied Health Sciences or Practical Nursing Technology degree, provide:
1.  Career Data Brief or SURF - indicating the CCAF LPN degree
2.  Transcript from CCAF 

If you are, Veteran/separated from active duty - 4N051/4N071, provide:
1.  DD 214 Form 
2.  Completed 4N0X1 CFETP  Attachment 2 Specialty Training Standards document or copy of CCAF Allied Health Sci-

ences or Practical Nursing degree, and transcript from CCAF 
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