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03/02/2026 

Verification of Employment for Initial Registration as a Medication Aide  

Only individuals who are employed in a Nursing Facility, Assisted Living Facility, or Hospital will be added to the Board’s 
Medication Aide registry. An applicant must verify employment to be included on the registry.   
 

Instructions:  
Medication aide Applicant – complete the top portion of this form then provide to the nurse employer to complete the 
bottom portion.  The nursing employer must submit the completed form to the Board office.  SDUAP@state.sd.us  
 

   

 
__________________________________________________________________________________ 
Applicant - Last Name  (Please Print)                                                             First Name                                                                        Middle Initial                                                 
 
 
___________________________________________________________________________________________________________________________ 
Mailing Address                                                                                                  City                                                                    State                             Zip Code 
 
 
___________________________________________________________________________________________________________________________ 
Last four digits of SSN 
 
I verify that I will be employed in the role of a medication aide in a nursing facility, assisted living facility, or hospital.  
 
 
___________________________________________________________________________________________________________________________ 
Signature                                                                                                                                                                         Date 

 
 
 

Employer Verification: 
 
__________________________________________________________________________________ 
Director of Nursing - Last Name  (Please Print)                                                   First Name       
 
                                                                  
___________________________________________________________________________________________________________________________ 
Email Address   

 
__________________________________________________________________________________ 
SD Licensed Facility Name  
 
 
___________________________________________________________________________________________________________________________ 
Facility Address:    City                                                                                                                  State                                   Zip 
 

I verify that the above named Applicant will be employed in the role of a medication aide in the licensed nursing facility   
listed above.  
 
 
___________________________________________________________________________________________________________________________ 
Signature                                                                                                                                                                         Date 
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