










THE CERTIFICATION BOARD FOR STERILE 

PROCESSING AND DISTRIBUTION, INC. 

1392 US Hwy 22 • Suite #1 • Lebanon, NJ 08833 • USA 
Tel: 1-800-555-9765 • Fax: 908-236-0820 

Web: www. cbspd.net • E-mail: inquiries@cbspd.net 

Re-certification Credit Card Payment Form 

Please include this completed page with your paperwork {fyou want to pay by credit card for this re-certification. **Your 
card will be charged $135.00 for this re-certification A $75 fee will a ly for all chargehacks (if you for any reason 
dis ute this charge 011 your card). 

There is now the option for an expedited review of your re-certification application for $50.00, IN ADDITION to, the 
cost of the re-certification fee. Your application will be reviewed within 5 business days (excluding weekends and 
holidays). PROVIDED you meet the qualifications to he re-certified, your new paperwork will be sent out USPS 
Priority Mail and arrive in 2-5 business days. There will be NO refunds for this service. You mav charge this to vour 
credit card or include it in vour monev order, cashier's check or facility check. 
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$50 Ex edited Review Fee You MUST SIGN BELOW FOR THIS SERVICE OR IT WILL NOT BE COMPLETED! 
----'---' 

Signature for Expedited Review fee of $50.00: 

Date: __ _____ _

Visa Mastercard American Express __ Discover 

Person's Name on the Card: _____________ _ 

Card Number: __________________ _ 

Expiration Date: ___________ _ 

Security Code on Card: _____ _ 

Address where the Card Billing Statements are sent to: 

Signature: ___________________ _ 





CERTIFICATION BOARD FOR STERILE PROCESSING AND DISTRIBUTION, INC. 

AMBULATORY SURGERY TECHNICIAN ONGOING CEU RECORD FOR JOURNALS 

Page ( ) of ( ) Pages 

THIS FORM IS FOR JOURNAL ARTICLES ( ie HEALTHCARE PURCHING NEWS) ONLY. YOU DO NOT HAVE TO RECORD CERTIFICATES 

COMPLETE THIS SHEET AND RETURN WITH A SIGNED CONFORMATION LETTER FROM A MANAGER ON FACILITY LETTERHEAD. 

LETTER MUST BE DATED AND STATE THE NUMBER OF CEUS COMPLETED. 

NAME: 

PUBLISH PERFORM PUBLICATION SOURCE & IN-SERVICE TITLE CBSPD CODE CREDIT 

DATE DATE OR HOURS 

PRE-APPROVED 

TOTAL: 


