
Office of Compliance 

Endorsement 
To confirm that the participant has the support of their department/division to fully participate in all the 
benefits of the Workplace Certificate Program offered by the Office of Compliance, the following 
information is needed. 

WCP Par�cipant’s Name & Date: ________________________________________________________ 

WCP Par�cipants’ Email: ______________________________________________________________ 

Supervisor’s Name & Date: ____________________________________________________________ 

Supervisor’s Email: __________________________________________________________________ 


