
        CLINICAL NUTRITION CERTIFICATION BOARD 

2017 CCN RECERTIFICATION EXAMINATION APPLICATION 

PROVIDE DESIRED TEST DATE BLOCK (10 DAY SPAN) 

 

   Applicant must be current on all IAACN CEUs and CNCB Maintenance Fees to qualify  

The Recertification Exam will be emailed to you on the first date indicated above.  

Email address 

required 

   

 Last Name     First Name         Middle Initial 

 

Professional Degrees 

 

Name of Business  

 

 Residence: Phone       

Signature of Applicant_______________________________________     Date:________________ 

       Check # _________Dollar Amount: $195.00  MasterCard  Visa  Discover & American Express 

Credit Card Number ________________________________________      Exp. Date: ___________

cvc _____     code: 

 

 Endorsement: I verify that the Applicant has fulfilled the requirements for Recertification as set forth by the Clinical 

Nutrition Certification Board. 

_____________________________    __          _____ __ _______ 
Designated Signature of CNCB Credentials Office      Date 

Email: ddc@clinicalnutrition.com     Fax  972-250-0233     Phone 972-250-2829 

Office: Street Address Apt. or Suite 

Office: City        State        Zip 

Office: Phone      Mobile Phone 

Residence: Street Address Apt. or Suite 

Residence: City     State             Zip 

mailto:ddc@clinicalnutrition.com
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