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1. AANA ID#: _____________________

2. Name:____________________________________________________________________________________________
(Last)                                                                  (First)                                         (Middle)

3. Address:__________________________________________________________________________________________
(Number and Street)                                                         

_________________________________________________________________________________________________
(City)                                                                  (State) (Zip Code)

4. Daytime telephone number:__________________ Fax number:_______________ Email:_____________________
(Area Code/Number)      

5. Clinical Anesthesia Refresher Facility:________________________________________________________________

Address:__________________________________________________________________________________________
(Number and Street)                                                         
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(City)                                                                  (State) (Zip Code)

Date Enrolled:____________________________________ Date Completed:___________________________________
    )raeY/yaD/htnoM()raeY/yaD/htnoM(

Clinical Site Sponsor:________________________________________________________________________________
(Nurse Anesthetist or Anesthesiologist) Daytime Phone No. (Area Code/Number) 

I affirm that this transcript contains a complete and accurate record of the above-named individual’s clinical anesthesia
experience in the above-named NBCRNA approved clinical anesthesia refresher component. I further affirm that the individual has 
completed all of the clinical requirements for the clinical anesthesia refresher component of The NBCRNA Refresher Program.

Clinical Site Sponsor Signature:__________________________________________________________________________

Title:______________________________________________________________  Date:_____________________________________

I have read this transcript and it is a complete and accurate record of my clinical anesthesia experience in the above-
named NBCRNA approved refresher component.

Nurse Anesthetist Refresher Applicant:__________________________________________________ Date:____________
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Record of Clinical Anesthesia Refresher Experience
Codes: (   ) = Minimum Required Cases     [ ] = Preferred Number of Cases

n The clinical experience is to include a broad range of general anesthesia, monitored anesthesia care, and regional 
anesthesia, either the management of or actual administration.

n Return this completed transcript to the Council on Recertification when the clinical anesthesia refresher component 
is completed.

n The transcript must be notarized. 
n The transcript must be typewritten, without the use of white-out, correction tape, or any other kind of erasure.
n The applicant and clinical site sponsor must sign the transcript.
n There must be a number in the space for all preferred and required cases; no blank spaces.    AANA #_______________

Number
VI. Pharmacologic Agents XX

A. Inhalation agents
B. Intravenous induction agents
C. Intravenous agent — muscle relaxants
D. Intravenous agent — opioids
E. Intravenous agent — other

VII. Methods of Anesthesia XX
A. General anesthesia
B. Induction, maintenance, emergence XX

1. Intravenous induction
2. Mask induction/management (10)
3. Laryngeal mask airways XX

(or similar devices) (15)
4. Endotracheal intubation (50)
5. Total intravenous anesthesia
6. Emergence from anesthesia

C. Monitored anesthesia care
D. Regional techniques — Administration XX

or Management (10)
1. Spinal
2. Epidural
3. Other

VII. Invasive Monitoring/Placement (5)
A. Arterial puncture/catheter insertion
B. Intra-arterial BP monitoring
C. Central venous pressure catheter
D. Pulmonary artery catheter
E. Other

IX. Other XX
A. Intravenous catheter placement
B. Mechanical ventilation (50)
C. CT Scan
D. MRI
E. Fiberoptic intubation
F. Pain management
G. Nonanesthetic intubations
H. ACLS Provide expiration date: month____ year____
I. PALS  Provide expiration date: month____ year____
J. NRP  Provide expiration date: month____ year____

Number
I. Total Clinical Anesthesia Time XX

A. Over 3 years, under 5 years  (250 hrs)
B. Over 5 years, under 7 years (300 hrs)
C. Over 7 years                        (400 hrs)

Preferred Required
Cases Cases Number

II. Patient Physical Status XX
A. Class I
B. Class II
C. Class III & IV [40] (20)
D. Class V

III. Special Cases XX
A. Geriatric   65+ years (30)
B. Pediatric XX

a. 2-12 years [10]
b. under 2 years [5]
c. Neonate (under 4 weeks) [2]

C. Trauma Emergency (15)
D. Ambulatory/Outpatient [20]
E. Obstetrical management XX

1. Caesarean delivery [3]
2. Analgesia for labor [3]

IV. Position Categories XX
A. Prone [5]
B. Lithotomy [5]
C. Lateral [5]
D. Sitting

V. Anatomic Categories XX
A. Intra-abdominal [20]
B. Extrathoracic [5]
C. Extremities [2]
D. Perineal [5]
E. Head XX

1. Extracranial [10]
2. Intracranial [10]
3. Oropharyngeal [10]

F. Intrathoracic [2]
1. Heart [5]
2. Lung

G. Neck [2]
H. Neuroskeletal [2]
I. Vascular [5]
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