
NBSTSA Surgical Experience Verification Form 
National First Assistant Certifying Examination

IMPORTANT: Candidate MUST supply two Surgical Experience Verification forms from two separate supervisors (Surgeon/Department 
Supervisor). The NBSTSA Surgical Experience Verification Form is valid for two years from the date it is notarized.

CANDIDATE INFORMATION: 

________________________________________________________________________________________________________________________
Last Name, First, Middle Initial	 (PLEASE PRINT)

________________________________________________________________________________________________________________________
Social Security Number	 CST Certification Number (if applicable)

________________________________________________________________________________________________________________________
Date	 Signature of applicant

FIRST ASSISTANT DEFINITION:
As defined by the American College of Surgeons, the surgical first assistant provides aid in exposure, hemostasis, and other technical functions that will 
help the surgeon carry out a safe operation with optimal results for the patient. This role will vary considerably with surgical procedure, specialty,  
and type of facility.

EXAMINATION ELIGIBILITY
Candidates establishing eligibility for the Certified First Assistant (CFA) examination MUST have completed a minimum of 350 cases and two full years 
of surgical first assistant experience during the last four.

	 SECTION 1: Surgeon/Department Supervisor (to be supplied by supervisor.) 
	 Instructions:  This form must be filled out completely (no blanks) and submitted with a completed First Assistant Exam application.  
	 Complete all information in Section 1. Please print legibly in blue or black ink.

			 

	 ____________________________________________________________________________________________________________
	 Surgeon/Department Supervisor		  Job Title

	 ___________________________________________________________________________________________________________
	 Facility/Institution

	 ___________________________________________________________________________________________________________
	 Address (include suite # if applicable)	 City                                                     State                           Zip Code

	 ____________________________________________________________________________________________________________
	 Telephone number	 Fax number	 Email

	 ____________________________________________________________________________________________________________
	 Applicant’s First Assistant Experience Start Date (mm/dd/yyyy)

	 ____________________________________________________________________________________________________________
	 Applicant’s First Assistant Experience End Date (mm/dd/yyyy)

	 ____________________________________
	 Total number of cases you have supervised



Experience Verification Form NBSTSA®...Continued
National First Assistant Certifying Examination

	 SECTION 11: (To be completed by supervisor named in Section 1)
Instructions: Please check the items below which the applicant has accomplished, under your supervision. 

	� Candidates MUST function in the operating room at all times in the PRESENCE and under the DIRECT observation supervision of the 
surgeon for the experience to be applicable to the examination eligibility requirements.

	 Experience Verification (appropriate demonstration of):

	 1. Exposure (BOTH items required of all applicants.)

		  q  Positions patient for procedures without direction.

		  q  Selects, places and holds retractors without direction.

	 2. Hemostasis (BOTH items required of all applicants.)

		  q  Suctions and sponges without direction.

		  q  Applies hemostatic devices without direction.

	 3. Tissue Handling (BOTH items required of all applicants.)

		  q  Demonstrates knowledge and assessment of tissue types.

		  q  Provides traction and counter-traction without direction.

	 4. Sutures Tissue/ Ties Suture

		  q  Demonstrates ability to suture all abdominal layers; OR

		  q  Demonstrates ability to perform all types of suturing techniques.

	 Surgeon/Department Supervisor’s verification of work experience

	 q  Yes, I verify that, to the best of my knowledge, this applicant’s information about work experience at this facility is true.

	 q  No, The correct information is:___________________________________________________________________________________

	 ________________________________________________________________________________________________________________

	 ________________________________________________________________________________________________________________
	   Supervisor’s signature: (must be notarized)                                  	 Date

	 ________________________________________________________________________________________________________________
	   Name (Please Print)

	 ________________________________________________________________________________________________________________
	   Title                                                                         	 Daytime Phone Number

		                                                20	 ________________________________________________________________________________________________________________
	   Notary Public                                                 	 My Commission Expires


