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Name of Your Agency/Organization/Program 
 

Certificate of Recertification 
 

This is to certify that 

Name of MAC Worker 
 

has successfully completed four (4)  hours of MAC Recertification  training, including review of all 
delegated tasks 

 
 

Program Date  Expiration Date  
 

  
 
Presented by:   _____________________________________________________MAS RN/MAS LPN (circle one) 
    MAS Nurse Signature 


