
Facility Attestation of Employee Licensure 

In accordance with NRS 459.035 the applicant for registration of a radiation 
machine must attest to proper licensure of employees. [Effective January 1, 2020.] 
The Division shall not issue or renew the registration of a radiation machine 
pursuant to regulations adopted by the State Board of Health unless the applicant 
for issuance or renewal of the registration attests that the persons employed by the 
applicant to operate the radiation machine are properly licensed pursuant to 
chapter 653 of NRS or are exempt from the requirement to obtain such licensure 
pursuant to NRS 653.430. 

This form must be completed by all facilities that register a Radiation Producing 
Machine with the state and uploaded into your account profile in the Centralized 
Licensing, Inspections and Certification System – CLICS. Or, submitted to the 
Nevada State Division of Public and Behavioral Health 675 Fairview Dr., Ste. 218 
Carson City, Nevada 89701.  

_____________________________________________________________________________________ 
Name of Facility 

_________________________________________________________________________ 

_________________________________________________________________________ 

Address     City        State  Zip Code 

Phone Number                               Fax Number  Email Address 

The Signee below must be the facility registrant or designated responsible 
individual. 

 I attest that all persons employed at this facility to engage in Radiation Therapy
and Radiological Imaging are properly licensed pursuant to NRS Chapter 653 or are
exempt from the requirement to obtain such licensure pursuant to NRS 653.430.

Name:
(Printed) 

 _______________________________________Title: ________________ 

Signature: ____________________________________  ________________ Date:

Nevada State Division of Public and Behavioral Health  
675 Fairview Dr., Ste 218 Carson City, Nevada 89701 
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