
July 2024

AACN  Certification Organization  Discount
Exam Voucher Request Form

To be completed by organization representative and returned to AACN with payment. Please print clearly.

Representative’s Name___________________________________________________________________ Date____________________________

Organization Name_______________________________________________________________________________________________________

Billing Address___________________________________________________________________________________________________________

City__________________________________________________________________State_______________ ZIP_____________________________

☐	Shipping address for review course disc(s) is different from above billing address. Please provide below:

Name_________________________________________________________________________________________________________________

Address_ ______________________________________________________________________________________________________________

City________________________________________________________________State________________ZIP_____________________________

PAYMENT INFORMATION – Application must be accompanied by payment. For all purchases over $7,500 a 2.5% credit card 
transaction fee will be applied. 

☐	Check or money order attached – payable to AACN Certification Corporation. U.S. funds only. 

☐	Bill credit card:   ☐ Visa        ☐ MasterCard       ☐ American Express      ☐ Discover Card

	 Credit Card #  _____________________________________  Exp. Date (mm/yy) ___________

	 Name on Card_ ____________________________________  Signature_____________________________________________

	 Amount Billed $____________ _Billing Address (if different than above)_____________________________________________

☐	Please do not include my name on lists sold to other organizations. 

MY SIGNATURE BELOW verifies that I understand the following rules related to AACN Certification Organization Discount 
exam vouchers:

•	 Valid for computer-based testing only
•	 May not be redeemed for cash or used for other exam type

Signature___________________________________________________Printed Name_________________________________________________

Email_ ___________________________________________________________ Phone_________________________________________________	

MAIL COMPLETED FORM TO: AACN Certification Corporation, 27071 Aliso Creek Road, Aliso Viejo, CA 92656-3399
Please allow 1 to 2 weeks from the date received by AACN Certification Corporation for order processing.

For questions, please email certification@aacn.org or call (800) 394-5995, ext. 537.

Exam Voucher Type Fee Per Voucher Quantity of Each
Voucher Type Needed Totals by Voucher

CCRN $205
PCCN $205
CMC $125
CSC $125

Order Examples:
30 CSC = $3,750     
30 CCRN = $6,150
15 CCRN + 15 CSC = $4,950

Total # of
Vouchers:

Total Payment 
Included:      

Must order a minimum of 30 vouchers.

Certification Organization for the American Association of Critical-Care Nurses
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