
Nominate a Nurse Guidelines
Nominations Deadline: June 30, 2015

Please note that NAANA will not accept nominations after the June 30, 2015, deadline.

Criteria for Nomination
Nominees must be Registered Nurses, Licensed Practical Nurses, Advanced Practice Registered Nurses 

or Doctor Nurse Practice to be nominated for recognition by their employers and peers.  The nominee 

should be involved in clinical practice, leadership, research and/or education related to the Arab 

American community.

* In a typed statement of up to three pages (size 12 font, double spaced), please address the 
following questions as they apply to your nominee:

 How has he/she made a significant impact on patient care and/or the nursing profession?

 In a clearly illustrated scenario, how has he/she demonstrated excellence in nursing?

 �How has he/she demonstrated commitment and dedication to:

	 Influencing change in nursing? Improvements in health care? The Arab American Community?

 �Has his/her work led to processes that will remain in place over time? If so, please elaborate.

Please email nomination form, statement, and candidate resume to: angelofmercy@n-aana.org by June 30, 2015.

** Recipients of the Angel of Mercy Award will be notified before September 1, 2015 and awards will be given 
during the NAANA Angel of Mercy Award Banquet on Thursday, October 29, 2015.
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I - Nominee Information
**  Note: Contact information should be the preferred one for contacting the Angel of Mercy Award 
nominee.

E-mail:____________________________________________________________________________________

First Name:____________________________________________________Middle Initial: ________________

Last Name:_ _______________________________________________________________________________

Credentials (e.g., LPN, RN, MSN, APRN):_____________________________________________________

Title:______________________________________________________________________________________

Address:___________________________________________________________________________________

City:______________________________________________________________________________________

State:__________________________________________Zip Code:_ __________________________________

Phone Number:____________________________________Mobile:_ _________________________________

Current employer:___________________________________________________________________________

II – Nominator Information
Name (First & Last):_ _______________________________________________________________________

Title:______________________________________________________________________________________

Healthcare Institution / Affiliation:____________________________________________________________

Address:___________________________________________________________________________________

City:____________________________________State: _______________Zip Code:______________________

Phone Number:____________________E-mail:_____________________Mobile:________________________

Briefly describe your relationship to the nominee (colleagues / peer / advisor / supervisor, etc.):

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please ensure that this form is included when submitting your professional statement on the nominee.   
Submissions should be sent via e-mail to angelofmercy@n-aana.org by June 30, 2015. The name of the 
nominee should be the file name and in the subject header of the e-mail. Thank you for sending in your 
nomination.
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