Northern Area: 405 S. 21% St.

Southern Area:

Sparks, NV 89431
Phone (775)353-3712
Fax (775) 353-3713

Nevada Departmn of Agriculture
GOVERNMENT AGENCY TEST APPLICATION AND SCORE SHEET

2300 E. St. Louis Ave.
Las Vegas, NV 89104
Phone (702) 668-4590

Fax (702) 668-4567

1. Applicant:

(Last Name)

Home Mailing Address:

(First Name) (Middle Initial)

(Street or P.O. Box)

Home Telephone:

(City)

Date of Birth

(State) (Zip)

2. Employer:

3. Principal Operator Agent

B

Fee Received: $

Consultant Demonstration

Receipt Number:

Category Description
D. Government agency

Choose 1 Per Exam
Initial Retest
Test

Written
Score

Applied
For

. Agricultural plant

. Rangeland & forest

. Ornamental, turf, nursery, greenhouse & interior landscape

. Seed treatment

. Right-of-way & weed

. General pest, industrial and institutional

. Wood-destroying insects

1
2
3
4
5. Aquatic & mosquito
6
7
8
9

. Wildlife control

10a. Commodity fumigation

10b. Rodent burrow fumigation

10c. Soil fumigation

11. Regulatory

12. Sewer line root control

13. Public health

14. Predatory pest control

Laws (Principal Only)

Core

5.

(Applicant’s Signature)

6.

(Examiner’s Signature)

(Date)

(Date)
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