Learning Institute
for Health Care Providers

NSz

CONFIRMATION OF SPONSORSHIP FORM

(To be completed by the sponsoring manager)

Your First Name:

Your Last Name:

Your Job Title:

Your Zone:

Please select from the following:

Provincial Central Zone Eastern Zone Northern Zone
Western Zone IWK
Other:

Your Phone Number:

Your Email Address:

Sponsored Learner's First Name:

Sponsored Learner's Last Name:

Name of Program: Please select from the options

Program Study Option: Full time Part time

Cost Centre for Payment of Course Fees (please enter N/A if you are sponsoring the

learner clinically but not financially):

| confirm that | am sponsoring this learner to participate in this program.
Yes

Managers, please send this completed form to learninginstitute@nshealth.ca
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