
State of California 
Office of Administrative Law 

In this change without a regulatory effect, the Board amends its regulation to update the 
revision date of three application forms incorporated by reference, which are changed to 
reflect the new Governor, Gavin Newsom, on the letterhead of the forms. 

OAL approves this change without regulatory effect as meeting the requirements of 
California Code of Regulations, title 1, section 100. 

Date: April 24, 2019 
Thanh Huynh 
Senior Attorney 

For: Holly Pearson 
Acting Director 

Original: Joseph Morris, Executive Officer 
Copy: Dean Fairbanks 

Jn re: 
Board of Registered Nursing 

Regulatory Action: 

Title 16, California Code of Regulations 

Adopt sections: 
Amend sections: 1483 
Repeal sections: 

NOTICE OF APPROVAL OF CHANGES 
, WITHOUT REGULATORY EFFECT, 

California Code of Regulations, Title 1,· 
Section 100 

OAL Matter Number: 2019-0319-04 
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OFFICE OF 
ADMINISTR ATIVE LAW 

NOTICE REGULATIONS 

AGENCY FILENUMHER (If any)AGENCY WITH RULEMA KING AUTHORITY 

Board of Registered Nursing 

A. PUBLICATION OF NOTICE (Complete for publication in Notice Register) 
1. SUBJECT OF NOTICE ITITLE(S) FIRST SECTION AFFECTED 2. REQUESTED PUBLICATION DATE 

3. NOTICE TYPE 14. AGENCY CONTACT PERSOND Notice re Proposed 
Regulatory Action D Other 

OAL USE IACTION ON PROPOSED NOTICE 

TELEPHONE NUMBER FAX NUMBER (Opl ional) 

ONLy □ Approved as □ Approved as Disapproved/ 
- Submitted Modified Withdrawn□ 

NOTICE REGISTER NUMBER PUBLICATION DATE 

B. SUBMISSION OF REGULATIONS (Complete when submitting regulations) 

1a. SUBJECT OF REGULATION(S) 1b. ALL PREVIOUS RELATED OAL REGULATORY ACTION NUMBER(S) 

Advance Practice Registered Nurses (APRN) Appl ications Le·t--1-c.d"'lec.0 
2. SPECIFY CALIFORNIA CODE OF REGULATIONS TITLE(S) AND SECTION(S) (Including t itle 26, if toxics related) 

SECTION(S) AFFECTED 
ADOPT 

(List all section number(s) 
individually. Attach 

additional sheet if needed.) 
T ITLE(S) 

AMEND 

1483 
REPEAL 

16 

4. ALL BEGINNING AND ENDING DATES OF AVAILAHILITY OF MODIFIED REGULATIONS AND/Oil MATERIALADDED TO THl RULEMAKING FILE (Cal. Code Regs. ti\le I, §44 and Gov. Code §1134 7.1) 

N/A 
5. ffFEClWE DATE OF CHANGES (Gov. Code,§§ 11343.4, 11346. l (d); Cal. Code Regs., litle I, §100 ) 

□ Effective January 1. April 1, July 1. or □ Effective on filing with ')('1 §l00ChangesWithouI □ Effective 
October 1 (Gov. Code § 11343 4(a)} Secretary of State ~ Regulatory Effect other (Specify) 

6. CHECK IF THESE REGULATIONS REOUIRE NOTICE TO, OR REVIEW, CONSULTATION. APPROVAL OR CONCURRENCE BY, ANOTHER AGENCY OR ENTITY 

□ Department of Finance (Form STD. 399) (SAM §6660) D Fair Political Practices Commission □ State Fire Marshal 

Other (Specify) 

7. CONTACT PERSON TELEPHONE NUMBER FAX NUMBER (Oplional) E-MAIL ADDRESS (Oplional) 

Dean Fairbanks I (916) 574-7684 (916) 574-7700 dean.fairbanks@dca.ca.gov 

3. TYPE OF FILING 

O Regular Rulemaking (Gov. 
Code § 11346) 

0 Resubmitta l of disapproved or 
withdrawn nonemergency 
filing (Gov. Code§§11349.3, 
11349.4) 

□ 
Emergency (Gov. Code, 
§11346.l(b)) 

D Certificate of Compliance: The agency officer named 0 Emergency Readopt (Gov. Changes Without Regulatory 
below certifies that this agency complied with the Code, §11346. l(h)) Effect (Cal. Code Regs., title 
provisions of Gov. Code §§11346.2-11347.3 either ], §100) 
before the e m ergency regulation was adopted or D File & Print □ Print Only within the time period required by statute. 

O Resubmittal of disapproved or withdrawn D Other (Specify) ______ ______ ___ ____ 
e merge ncy filing (Gov. Code, § 11346.1 ) 

8. I certify that the attached copy of the regulation(s) is a true and correct copy 
of the ti?,ulation(s) identified on thisjorm, that the information specified on this form 
is tru and\correct, and that I am th7 head of the agency taking this action, 
or a esignbe of the he d of th' ,ar;er/cy, and am authorized to make this certification. 

TYPED N/\~1E ANDiTITLE OF ::\j,l.lNATORY i, ' _/ I 
Jose pr{Moy is, Executive Officer, Boartl of Regi stered Nursing · 

For use by Office of Administrative Law (OAL) only 
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BOARD OF REGISTERED NURSING 

Changes without Regulatory Effect 

Language 

Proposed changes are designated by single underline and strikeout. 

1483. Evaluation of Credentials. 
(a) An application for evaluation of a registered nurse1s qualifications to be ceitified as a nurse 
practitioner shall be filed with the board by submitting the Application for Nurse Practitioner (NP) 
Certification (Rev. 03/~2019), which is hereby incorporated by reference. A temporary Nurse 
Practitioner (NP) certificate shall be obtained by submitting the Application for Temporary Nurse 
Practitioner (NP) Certificate (Rev. 03/;w.l.-8-2019), which is hereby incorporated by reference. In order 
to furnish drugs or devices in California as a Nurse Practitioner, the certified nurse practitioner must 
be issued a Nurse Practitioner Furnishing Number by submitting the Nurse Practitioner Furnishing 
Number Application (Rev. 03/;w+&2019), which is hereby incorporated by reference, for approval. 
Submission of each application shall be accompanied by the fee prescribed in Section 1417 and such 
evidence, statements or documents as therein required by the board. 

(b) The Application for Nurse Practitioner (NP) Certification, the Application for Temporary Nurse 
Practitioner (NP) Certificate and the Nurse Practitioner Furnishing Number Application shall include 
submission of the name of the graduate nurse practitioner education program or post-graduate nurse 
practitioner education program. 

(c) The Application for Nurse Practitioner (NP) Certification shall include submission of an official 
sealed transcript with the date of graduation or post-graduate program completion, nurse practitioner 
category, credential conferred, and the specific courses taken to provide sufficient evidence the 
applicant has completed the required comse work including the required number of supervised direct 
patient care clinical practice hours. 

(d) A graduate from a board-approved nurse practitioner education program shall be considered a 
graduate of a nationally accredited program if the program held national nursing accreditation at the 
time the graduate completed the program. The program graduate is eligible to apply for nurse 
practitioner certification with the board regardless of the program's national nursing accreditation 
status at the time of submission of the application to the Board. 

(e) The board shall notify the applicant in writing that the application is complete and accepted for 
filing or that the application is deficient and what specific information is required within 30 days 
from the receipt of an application. A decision on the evaluation of credentials shall be reached within 
60 days from the filing of a completed application. The median, minimum, and maximum times for 
processing an application, from the receipt of the initial application to the final decision, shall be 42 
days, 14 days, and one year, respectively, taking into account Section 1410 .4(e) which provides for 
abandonment of incomplete applications after one year. 

Note: Authority cited: Section 2715, Business and Professions Code. Reference: Sections 2815 and 
2835.5, Business and Professions Code. 
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~ ir-·-~ \l......J l'.1,,,,,,..-, ~ , BOARD OF REGISTERED NURSING 
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APPLICATION FOR NURSE PRACTITIONER (NP) CERTIFICATION 

APPLICATION FEE" $500.00 

DMILITARY HONORABLE DISCHARGE • ChecK here If you served as an active duly 
member of the Armed Forces of the United Stales and were honorably discharged. 

PERSONAL DATA PR1NTOR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS: Number and Street 

StateCity 

HOME TELEPHONE NUMBER: 

DATE OF BIRTH: U.S. SOCIAL SECURITY NU 
{Month/Day/Year) OR 1NDIV1DUAL TAXPAYER 

NUMBER: 

Hold/Held an BN License and 

.here You Hold/Held a Nurse Practjtjonar 
and Status: 

TYPE OF PROGRAM: 

0 ASSOCIATE DEGREE 
□ DIPLOMA 
0 BACCALAUREATE DEGREE 
0 MASTERS DEGREE/NURSING 

Entrance Date: ________City 

Graduation/Completion Date: ________ 

NURSE PRACTITIONER EDUCATION 

Name of Nurse Practitioner Academic Program 

City State Country 

Area of Speciall:zation: _____________ 

TYPE OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

0 CERTIFICATE 
0 MASTERS 
0 POST-MASTERS 

Entrance Date: ________ 

Graduation/Completion Date: ________ 

(Rov. Ql/2016) 

(Questions on both sides of page) 

http:FEE-$500.00
http:www.rn.ca.gov


NAME OF APPLICANT: 

NURSE PRACTITIONER PR.OFESSlONALCERTIFlCATION IfApplicable): 

METHOD OF CERTIFICATION: 
Name of Organization/Association 0 EXAMfNATION 

0 OTHER (Please E:xplaln):
Area of Speclaliz:atlon: ______________ 

Original Date of Certification: ________ 

Certification Number: 

Have you applied for a Nurse Practitioner certificate tn California? 
If yes, name on previous appllcalion: 

Have you ever been Issued a Nurse Practitioner certificate i 

If yes: STOPI DO NOT CONTINUE, Please contact 
for reinstatement of your California Nurse Practitioner ce 

Have you ever had disclptlnary proceedin 
certmcate including revocation, suspenslo □YES
country? If yea, please provide a de 
discipline occurred. 

Have you ever been convio ain fully as described in 
the applicant Instructions. ed, dlsmlssed or expunged □YES or if a diversion progra Involving driving un influence, injury to persons 
or providing false Info of conviction includes a plea of nolo contendere (no 
contest), as well as p INCLUDE MISDEMEANOR AS WELL AS FELONY 
CONVICTIONS 

Ju California Board of Reg\stered Nursing If I am convicted of ANY offense that 

I certify, under the laws of the State of California, that all 
information provid is application for licensure ls true, correct and 
complete. Providing nformatlon or omitting required information ls grounds for 
denial of lh::ensure or lie vocation in California. 

SIGNATURE OFAPPLICANT DATE 

D 
NO 

D 
NO 

□NO 

□
NO 

Callfornla registered nurse license is Issued. I am also required to report to 
ry action and/or voluntary surrender against ANY health-care related 

llcatlon and the date that a California registered nurse license is issued. I 
plloatlon or subsequent disciplinary action against my license/certificate. 

Attach a recent 2"x2" 
passport type photograph. 

Please tape on all four sides, 

Head and shoulders only 

•" U.S. SOCIAL SECURITY NUMBERIITIN DISCLOSURE STATEMENT 
l)W>lo8UI' □ of your U,S, aoolal Seouri1Y Numoor/lTIN Is m~nda\ory, 8Hollon 30 of fho Buslnea" and Proraaslons Coda and Public Law 84-~66 (42 USC oocUon 40B(c)(2)(C)) authorlws colleollon ol 
your U.S. Soclnl Sot>Urlly Numbar/lTIN. Your U.8, !Joclsl Security NumbarllTIN will bo ueed nxoluslvelyfortnx unforcemenl purposes and for purpose• of cornpllancewnh Q/11/ Ju<ioment o/ order for family 
support In aocnrdance wllh uacllon 17620 of !ha F01nlly Code, or for verlnca\lon of Uoonsura or e"'-lmlnallon sta1ua by a lloonslng or a)(amfrrntlon onllly which 1IUllias o no.ll0>1al exainhrnllon and wl-ora 
1Icenol.l'o Is reolI>rooal wllh Iha roquaotlng ,tale, If you fall lo dlscloso your U.8. $oclol Security Number/!TI N, your app!lr,illon for Initial or renewal lloonsa will nol be .promia~od atl(I you will be 
reported lo 1hll Franchise Tax Board, Whlcil m~y osaaeB ~ $100 panelty against you, 

1Rav. 03/201UJ 
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Number & Street 

FIRST NAME: 

Statl7 BER or 
NUMBER: 

_____________________DATE: ______ 

B. TC> BIE COMPLETED BY THE PROGRAM DIRECTOR/REPRESENTATIVE FOR THE-NURSE 

81JSINF.SS.CONSll-MF.RSf:.RVlCES,AN(JHOUSll1CAl:..£;.NC.-:Y • GOVi':Rl10RErn.n11,mG.Oll.:J\'tN.!FlUYAY•I OP .tlAl,,r.wbf-'NII\ \ 

I BOARD OF REGISTERED NURSINGoca 1 
PO Box 944210, Sacramento, CA 94244-2100

O~l'MITMUN1 01' CONBUMfi!I Af'MIB~ 
P (916) 322-3350 F (9'16) 574-8637 I www..r.!.!.JIB.gov 

VERIFICATION OF NURSE PRACTITIONER ACADEMIC PROGRAM 

TO BE COMP Le.TEO BY APPLICANT; Please complete Section A and foFWard to 1he program directorlrepresenta1ive for 1he nurse practitioner academic program for 
oampletion, Official transcripts submitted must Include all completed coursework with the certificate/degree status conferred and must be sent directly to the Board of 
Registered Nursing by the Registrar's Offlcerrranscript Omce, A processing fee may be required for the submission of the official transcripts. 

PRINT OR TYPE 

LAST NAME: 

ADDRESS: 

C.lty 

TELEPHONE NUMBER: 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: 

NAME OF ACADEMIC PROGRAM: 

SIGNATURE OFAPPLICANT: 

RACTITIONER ACADEMIC PROGRAM 

NAM 

0 CERTIFI 
0 MASTERS 
0 POST-MASTE 

OUT OF STATE NP ACADEMIC PROGRAM GRADUATES: 
Recognized by Commlsslon on Collegiate Nursing Education: 

nla. Please provide the following Information and mall to tl1e Board or 

TELEPHONE NUMBER: ( ) 

State Postal/Zip Code 

Entrance Date: 
(Month/Day/Year) 

Completion Date: 
(Mon/h/Oay/Yo~r/ 

Date Certificate/Degree Status Conferred:SPECIALTY: 
Month/Do fYear 

□ □YES NO 
:tf yes, Na me:___________________ Program Approval Cycle Dates: 

I certify under penalty of perjury that the documentation regarding the completion of the nurse practitioner,academic 
program fo1· the above named applicant is true and correct. 

SIGNATURE:__________________ __,____TITLE: _________ 
(DATE) 

{Ro<. Ol/2Drn) 3 
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL 
ORGANIZATION/ASSOCIATION 

MET.HOD2 
TO BE COMPLETED BY APPLICANT: Plaase complete Section A and submit lo the applicable national organJzs\lonlaasoclallon 10 verify your nursing practitioner 
certlflcallon status. A fee la required by tha national organlzatlon/aaooolatlon for the prooesslng of the verlflcallon form. 

§.. TO BE COMPLETED BY APPLICANT! 
PRINT OR TYPE 

LAST NAME: 

ADDRESS: Number & Street 

City 

TELEPHONE NUMBER: 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: 

NAME OF ACADEMIC PROGRAM: 

FIRST NAME: 

State Country 

MIDDLE NAME: 

DATE OF BIRTH: (Month/Day/Yea,;) 

9 Only) 

In Callfomla. Please provlde the following Information and mall to the Board of 

TELEPHONE NUMBER: { ) 

State Postal/Zip Code 

ENUMBER: ORIGXNAL DAT!': OF CERTIFICATION: 

I certify under penalty of perjury that the documentation ,•egarding the nurse practitlone1· certification status fo1· the 
above named applicant is true and correct. 

SIGNATURE:_________________ ---=--=-__TITLE: _________ 
(DATE) 

(OFFICIAL SEAL) 

(Rev, D:l/2DIB) 

4 
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VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

METHOD 3 R EQUIVALENCY 

Verification of the applicant's clinical competency in the delivery of primary care ls one of the requlr wli'1ch must be met in order to qualify 
to use the title "Nllrs.e Practitioner" in California. 

PRIMARY CARE means comprehensive and continuous care provided to pa 
preventative care, health promotion, disease prevention, health maintenance, pat 
illnesses in a variety of practice settings. (California Code of Regulations Section 14 

CLINICALLY COMPETENT means the individual possesses and exe 
exercised by s certified nurse practitioner providing healthcare int 
nurse received lntens·1ve .experlence in performing the diagnostic 
of Regulations Seciion 1480(c)). 

The verifying nurse practitioner and physician MUST meet t 
1. current, clear and active licensllre to practice. 
2. Clinical competency in the provision of primary ca 
3. Direct observations of clinical practice. 

PRINT OR TYPE 

LAST NAME: 

U.S. SOCIAL SECURITY CALIFORNIA RN LICENSE NUMBER: 
INDIVIDUAL TAXPAYE 

SIGNATURE OFAPPLICANT:_____________________OATE: _____ 

In Callfornla, Please provide the following Information and mall to the Board of 

MIDDLE NAME: 

City State Postal/Zip Code 

TELEPHONE NUMBER: U.S. SOCIAL SECURITY NUMBER: 

DATES EMPLOYED IN SPECIALTY AREA: 
RN LICENSE NUMBER: _____ 

E}CPIRATION DATE: __________ From:______ To: ______ 

NP CERTIFICATION NUMBER:______ PROFESSIONAL SPECIALTY: _________ 

METHOD(S) UTILIZED TO EVALUATE APPLICANT'S CLINICAL COMPETENCY: PERIOD OF CLINICAL EVALUATION: 

From =--,,.,.-::-=--=--To: --.,,--,,,..,.,.___,-
Mo•t111voar Month/Yoar 

I certify undel' penalty of perjury that I have evaluated the above named applicant and verify that he/she is clinically 
competent in the appropriate discipline in clinical practice in the provision of primary care. 

SIGNATURE OF EVALUATOR:______________________DATE: ______ 

5 
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VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

METHOD 3 M EQUIVALENCY 

Verificaflon of the applicant's clin'1aal competency In tile delivery of primary care Is one of tile require 
to use the title "Nurse Practitioner" in California. 

PRIMARY CARE means comprehensive and continuous care provided to pat 
preventative care, health promotion, disease prevention, health maintenance, patt 
illnesses tn a variety of practice settings. (Ca//fornla Code ofRegulations Ser;tion 14 

CLINICALLY COMPETENT means the individual possesses and 
exerclsed by a certified nurse prsctltioner providing healthcare in 
nurse received intensive experience in performing the diagnos · 
of Rego/ations Section '/480(c)). 

Tile verifying nurse practitioner and physician MUST meet ti 
1, Current, clear and active llcensure to practice. 
2, Cltnlcal competency In the provision of primary car 
3, Direct observations of clinical pracU 

PRINT OR TYPE 

LAST NAME: 

U.S. SOCIAL SECURITY CALIFORNIA RN LICENSE NUMBER: 
INDIVIDUAL TAXPAYE 

SIGNATURE OF APPLICANT:_____________________DATE; _____ 

n In Callfornla. Please provide the following Information and mall to the Bo.ard of 

MIDDLE NAME: 

·city State Postal/Zip Code 

TELEPHONE NUMBER: U.S. SOCIAL SECURITY NUMBER: 

DATES EMPLOYED IN SPECIALTY AREA: 

MD LICENSE NUMBER: __________ 
From:______ To: ______ 

EXPIRATION DATE: __________ 
PROFESSIONAL SPECIALTY: _________ 

METHOD(S) UTILIZED TO EVALUATE APPLICANT'S CLINICAL COMPETENCY: PERIOD OF CLINICAL EVALUATION: 

From:_~~-=---To:
Month Yoar --(""14,-on-,,th--,/Y"""•-.,.,......., 

I certify und1er1penalty of perjudriy tha1_t I ~av1~ ~va11uatedt1th~ atbhove na~~d apfpli~ant and verify that he/she is clinically ffl 
competent n t 1e appropriate sclp me in c rmca prac ce m e prov1s1on o primary ca re, 

SIGNATURE OF EVALUATOR:______________________DATE: ______ 

,.-,, •s:_. 

(l'l<V, 0312018f 6 
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VERIFICATION OF "CLINICAL EXPERIENCE" AS A NURSE PRACTITIONER 

METHOD 3 - EQUIVALENCY 

Verification of the nurse's clinical experience In the delivery of primary care Is required In order for · o use the title "Nurse Practitioner" in California, 

PRIMARY CARE means comprehensive and continuous care provided to patients, famllles, and rnmunity. Primary care focuses on basic 
preventative care, health promotion, disease prevention, health maintenance, patient education and the ses and treatment of acute and chronic 
Illnesses in a variety of practice settlngs. (Cal/fomia Code of Regulations Section b)). 

CLINICALLY COMPETENT means the individual possesses and exercises the 
exercised by a certified nurse practitioner providing healthcare In the same nurse 
nurse received intensive experience ln performing the diagnostic and treatment proc 
of Regulations Section 14BO(c)). 

The verifying nurse practitioner and physician MUST meet the foll 
1. Current, clear and active llcensure to practice. 
2. Clinical competency In the provision of primary 
3. Direct observations of clinical practice. 

PRINT OR TYPE. 
LAST NAIVIE: 

U.S. SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUM R: 

SIGNATURE OF APPLICANT:_____________________DATE: ______ 

, TO BE COMPLETED BY THE PHYSICIAN/NVRSE PRACTITIONER VERIFYING THE APPLICANT'S . 
LINICAL EXPERIENCE 

StateCity Postal/Zip Code 

SUPERVISOR'S TELEPHONE NUMBER: 

DATES OF SUPERVISOR'S EMPLOYMENT: 

From:______ To: ______ 
SUPERVISOR'S TITLE; ___________ 

LICENSE NUMBER: _____________ 

EXPIRATION DATE: ____________ SPECIALTY AREA:-------~-

NUMBER OF HOURS: CLINICAL SPECIALITY: DATES OF SUPERVISED CLINICAL EXPERIENCE: 
From:________To: ________ 
From: To: ________ 
From: To: ________ 

I certify under penalty of perjury that I have vel'ified that the above named applicant received the number of supervised 
clinical hours in the appropriate discipline ln clinical practice in the performam:e of diagnostic and treatment procedures 
essential to the provision of primary care. · 
SIGNATURE OF SUPERVISOR: ________________________ DATE: ________ 

• . ·• . "F" '.'" ,"J' ~ 

(Rev. 03/2016) 7 
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INFORMATION COLLECTION AND ACCESS 

The Information Practices Act, Section 1798.17 Civil Code, require 
provided when collecting information from individuals. 

Agency Name: 

Title of official responsible for !nformation maintenance: 

Address: 

P.O. BOX 944210, SACRAMENTO, 

YOUR U.S. SOCIAL SECURITY NUMBER/ITIN WILL BE 
HILD SUPPORT ENFORCEMENT AND VERIFICATION 

ION 30 OF THE BUSINESS AND PROFESSIONS 
55 (42 use SECTIO 05(c)(2)(C)) AUTHORIZE COLLECTION OF YOUR U.S. 

IL TO DISCLOSE YOUR U.S. SOCIAL SECURITY 
HE FRANCHISE TAX BOARD, WHICH MAY ASSESS A $100 

ADDRESS LISTED ON THIS APPLICATION WILL BE 
EST IF AND WHEN YOU BECOME LICENSED. 

gency or intergovernmental transfer whlch may be made of the 

ER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
CIAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR 

FOR CHILD SUPP RT ENFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
BUSINESS AND PROFESSIONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE FILES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

~Hi:i-. OJJllllllJ 8 



MANDATORY REPORTER 

Unde1· California law each person licensed by the Board of Registered Nursing is a ••Mandated 
Reporter' fol' child abuse or neglect purposes. Prior to commencl11g his 01· her employment, and 
as a prerequisite to that employment, all mandated reporters must sign a statement on a form 
provided to him 01' her by his or her employer to the effect that he or she has knowledge of the 
provisions of Penal Code Section 11166 and will comply with those provisions. 

California Penal Code Section 11166 requires that all mandated reporters make a report to an 
agency specified In Penal Code Section 11165.9 !generally law enforcement agencies] whenever 
the mandated reporter, In his or her professional capacity 01· within the scope of his or her 
ernployment1 has knowledge of or observes a child whom the ma ted reporter knows or 
reasonably suspects has been the victim of child abuse or neglec 
make a report to the agency immedlately or as soon as is practicab 
the mandated reporter must prepare and SBnd a written report thereof 
the information concerning the Incident. 

mandated reporter must 
Ible by telephone, and 

36 hours of receiving 

Failure to comply with the requh·ements of Penal Code 
punishable by up to six months in a county jall, by a fitt 
both Imprisonment and fine. 

For further detalls about these requireme 
sections. 

9 
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APPLICATION FOR TEMPORARY NURSE PRACTITIONER (NP) CERTIFICATE 

INSTRUCTIONS: 

1. The application fee for the Temporary Nurse Practitioner Certificate (TC/NP) is 

2. complete with exception of 
est!gatlon (FBI). 

3. The TC/NP will not be malled to an in-care-of address or a third p 

PLEASE NOTE: IF YOU ALREADY POSSESS A PER 
TEMPORARY NURSE PRACTITIONER CERTIFIGA 
REFUNDED. 

PRINT OR TYPE 
LAST NAME: 

ADDRESS: 

City 

ADDRESS: 

0 CERTIFICATE 
0 MASTERS 
0 POST-MASTERS 

SPECIALTY: ____________ 

City 

DATE OF BIRTH: (Month/Day/Year) 

U.S. SOCIAL s·ecURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER: 

MOTHER'S MAIDEN NAME; (L~st Name Only) 

TEMPORARY RN LICENSE NUMBER: _______ 

EXPIRATION DATE: 

State Postal/Zip Code 

ENTRANCE DATE: ---.....,,-,.......,,..-=--~-:---
(Mont/1/DaylYeer/ 

COMPLETION DATE: 
(M1mlJt/Dayl'/ear) 

I certify under penalty of perjury that the above informatlon regarding the Application for the Temporary Nurse Practitioner 
Certificate is true and correct. 

SIGNATURE OF APPLICANT: DATE: ______ 

---- -~ 

{/lo<. 0312010) 
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INFORMATION COLLECTION AND ACCESS 

The Information Practices Act, Section 1798.17 Civil Code, requires 
provided when collecting information from individuals. 

Agency Name: 
BOARD OF REGISTE 

Title of official responsible for information maintenance: 

Address: 

P.O. BOX 944210, SACRAMENTO, C 

Authority which authorizes the mainten 

SECTION 30, SECTION 2732.1(a), BUSI 

ALL INFORMATION IS 

OUR U.S. SOCIALSECURITY NUMBERIITIN WILL BE 
ILD SUPPORT ENFORCEMENT AND VERIFICATION 

N 30 OF THE BUSINESS AND PROFESSIONS 

gency or intergovernmental transfer which may be made of the 

ER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
· IAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR 

FOR CHILD SUPP · ENFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
BUSINESS AND PROFESSIONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE FILES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXE!VIPT FROM DISCLOSURE. 

([lei:, OJ/2i>l~J 2 
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MANDATORY REPORTER 

Under California law each person licensed by the Board of Registered Nursing Is a "Mandated 
Reporter" for child abuse or neglect purposes. Prior to commencing his or her employment, and 
as a prerequisite to that employment, all mandated reporters must sign a statement on a fol'm 
provided to him or her by his or her employer to the effec:t that he or she has knowledge of the 
provisions of Penal Code Section 1 '1166 and will comply with those provisions. 

California Penal Code Section 11166 requires that all mandated reporters make a report to an 
agency specified In Penal Code Section 11165.9 [generally law enforcement agencies] whenever 
the mandated reporter1 in his or her professional capacity or within the scope of his or her 
employment, has knowledge of or observes a chlld whom the mand reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. 
make a report to the agency immediately or as soon as Is practicably p 
the mandated reporter must prepare and send a written report thereof wit 
the Information concerning the incident. 

ndated reporter must 
by telephone, and 

hours of receiving 

Failure.to comply with the requirements of Penal Code Sec 
punish.able by up to six months in a county jail, by a fine o 
both Imprisonment and fine. 

For further details about these requirements 
sections. 

(RIJV o:J/~01 ~) 3 
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NURSE PRACTITIONER FURNISHING NUMBER APPLICATION 

APPLICATION FEE -$400.00 

□ MILITARY HONORABLE DISCHARGE - Check here If you .served as an active duty 
member of the Armed or tl1e Unlled States and were honorably discharged. 

PERSONAL DATA (PRINT Of! TYPE) 

LAST NAME: FIRST NAME: 

ADDRESS: Number & Street 

City 

TELEPHONE NUMBER: 
Home ( ) 

Alternate ) 

CA RN LICENSE NUMBER: 

State 

# QTR/SEIVI UNITS: 

State Zip Code 

:der the laws of the State of California, that the foregoing is true and correct. 

_______________________DATE:______ 

•• U,S, SOCIAL SECURITY NUMBERIIT1N DISCLOSURE STATEMENT 
Dlsclosura of your U.S. Social Securily NurnberllTIN Is mund~tory. Section 30 of 1he Business and Professions Code and Public Law 94-455 (42 USC seolion 4O5(c)(7.){C)) authoriws collecHon 
or your U.S, Social SocurJly Number/lTIN. Your U.S. Social Securlly Number/lTIN Will br. used oxclusively for lax 011forcernen1 purposes and far purposes of compliance wllh any judgrnenl or order for 
family support In nr-cordence with oeclion 17520 of lhe Family Code, or !OJ veriflcallon of llcanaure or exerninslion status t>y a licensing or e~aminelion enUly which utilizes a national examlnetlon end 
whore Jicensure is reciprocal wi(h the requesting alalo. II you fail lo disclose your U.S. Social Sscur1ty Numl:>er/lTIN, your appllealion for inlllal or renewal license will not be processed ond you will 
be reported lo t11e Franchise Tax Board, which may assssa a$100 penally agalna\ you. 

{RDV, OJJ.20lll.) 
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NURSE PRACTITIONER 
ADVANCED PHARMACOLOGY COURSE VERIFICATION 

In order to Furnish drugs and/or devices pursuant to Business and Professions Code, Section 2836,1, the Nurse Practitioner must 
complete a California Board of Registered Nursing approved advanced pharmacology course. The criteria for the .advanced 
pharmacology course Is listed DI] the two (2) page attachment. 

PRINT DR TYPE 
LAST NAME: 

ADDRESS: Number & Street 

City 

TELEPHONE NUMBER: 
Home ( ) 
Alternat8 ( } 

CALIFORNIA RN LICENSE 
NUMBER: 

SIGNATURE OF APPLICANT:__________________ DATE: _____ 

TO BE COMPLETED BY THE DIRECTOR OF THE NURSE PRACTITIONER. 

FIRST NAME: 

State 

PREVIOUS NAMES: (In 

CADE MIC PROGRAM 
provide the following information and mall to the 

colo coui·s ls listed on the two 2 a e att chment 

TELEPHONE NUMBER: 

State Zip Code 

Completion: 
(Month/Day/Year) ( Montlt/Da y/Yoor) 

S, specify the coursetitle:___________,,=--=---
NO, was integrated in the program curriculum? D 0 

YES NO 

5 quarter units: D D 45 hours: D D 
YES NO YES NO YES NO 

The drugs or devices ished or ordered by a Nurse Practitioner In accordance with standardized procedures or 
protocols developed whe drugs or devices furnished or ordered are consistent with the practitioner's educational 
preparation or for which cli al competency has been established and maintained, D 0 

YES NO 
The Advanced Pharmacology course includes the key points and course objectives listed on the two (2) page 
attachment. D O 

YES NO 

I certify under penalty of perjury under the laws of the State of California that the foregoing is true and Correct. 

SIGNATURE:________________ TJ.TL.E:_____ 
(DATE) 

(RM, oa120; ~l 2 
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BOARD OF REGISTERED NURSING 
PO Box 9442'10, Sacramento, CA 94244-2100 
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NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE FOR FURNISHING 

These revised guidelines are established for Nurse Practitioner programs who offer advanced 
pharmacology courses in order to meet Furnishing requirements. 

MINIMUM COURSE OFFERINGS 
• A post-RN licensure advanced pharmacology 's previous knowledge of 

pharmacology and pharmacotherapeutics. 
• A three (3) semester units or five (5) quarter unit 

KEY POINTS: 
The advanced pharmacology course must· 
• The mechanism for ongoing com 
• The requirements for approved 
e Therequirementto furnish dn 
• The furnishing responsibility for stances that are to be furnished 

with a patient-specific protocol in c. ·ety Code (HSC) Division I0, 
Unifonn Controlled Act, . General Provisions and 
Definitions, for 

~ The furnishing n led substances that are to be 
furnished with I:lealth and Safety Code (HSC) 

for Certified Nurse Midwives. 

e health assessment of the client to identify an appropriate 
1d/or devices 

hen developing a therapeutic regimen that maximizes the 
dverse reactions. 

harmacodynamics serve the effects of drugs and/or devices on a client; to 
understand the effects of the drugs and/or devices. 

· ce of the client to the drugs and/or devices and implement 

1011 regarding the furnished drugs and/or devices. 
es pursuant to standardized procedures and in conformance with 

and/or regulations. 
1es appro DideHnes for the pharmacological management of selected health care 

s/diseases commonly encountered with awareness of client's nutrition, culture, ethnicity and 
ic status. 

8, e and awareness of the role of herbal and natural remedies while treating disease 
states. 

<R•v. ou20rn1 3 {Continued on both sides of page) 
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Advanced Pharmacology Enabling Objectives have been developed through public input and are available 
upon rnq uest. 

FACULTY QUALIFICATIONS 
All stated qualifications must be met by the faculty, lnclude Directors and instructors. 
• Current, valid and cleat' license to practice in the appropriate discipline. 
• Demonstmtes expertise in the theoretical and olinlcal aspects of pharmacology/pharmacotherapeutics, 
• Possesses at least two yeal's of expet•ience in the teaching of advanced pharmacology. 
• Includes a faculty member who has completed a doctoral level phannacology/pharmacotherapeutics degree, 
• Demonstrates evidence of advanced clinical practice within the past five years applying the principles of 

advanced phammcology. 

ADVANCED PHARMACOLOGY ENABLING OBJECTIVES 
• Defines and verbalizes an understanding of the terminology of advanced p 

to be included) 
• Identifies sources of drugs and provides examples of dru 

• Describes the "targets)' of drugs, 
.. Describes the pharmacokinetic pl'ocess of absorption, distri 

"' Identifies factors that alte1· the processes of 

• Analyzes how the body's ac\d base envir 
distribution; metabolism> and excretio 

• Descl'lbes variables that determine · 

• Defines half-life and.explains the im 

• Describes fact01·s that influence a drug's 
• Analyzes the relationship 

• Understands the pharm 
antibiotics, antiarrh 

• Uses data obtained 
drug choice/s he 
herbal and 

• Based u 

• 
• 

·· on, distrib 
affects the ph 

iological responses . 
ies of drugs, i.e., 
c treatment regimens. 

&P) to identify appropl'iate 
en/s, and recognizes the role of 

and pharma ·cs) identifies the indications, 
d contrasts dl'ugs used to treat specific conditions. 
d!'ugs and herbs, vitamins, minerals, and trace elements, 
, and after specific dmg regimens, 

e and compliance of the client to the dmgs/devices and 
adverse events that may occur. 

• mpone of client education re: medications including: name of medication/s 
't dosage/s to take, how to take the medication/s i.e., with or without food; 

icaHon is missed, side effects to expect, and adverse cvent/s to report to the 

• 
• 

• 

t influence medicotion compliance . 
Provides comp slve and appropriate client and family education re: drugs of choice and alternatives 
and involves the client and family in the decision making process re: drug treatments. 
Chooses most appropriate drug for a disease bBSe upon client's symptomatology, health status and 
lifestyle. 

(A••· 0~/~010) 4 (Contiriuad on both sides of page) 
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INFORMATION COLLECTION AND ACCESS 

The Information Practices Act, Section 1798.17 Civil Code, requires the 
provided when collecting information from individuals. 

Agency Name: 
BOARD OF REGISTE 

Title of official responsible for information malntenance: 

Address; 

P.O. BOX 944210, SACRAMENTO, 

gency or intergovernmental transfer which may be made of the 

POSSIBL SFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING OCIAL SECURITY NUMBERJ!TIN TO THE FRANCHISE TAX BOARD OR 
FOR CHILD SU T ENFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
BUSINESS ANO P OFESSIONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE FILES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

5 
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MANDATORY REPORTER 

Unde1' California law each person licensed by the Board of Registered Nursing Is a "Mandated 
Reporter11 for child abuse or neglect purposes, Prior to commencing his or· her employment, and 
as a prerequisite to that employment, all mandated reporters must sign a statement on a form 
provided to him or her by his or har employer to the effect that he or she has knowledge of the 
provisions of Penal Code Section 11166 and will comply with those provisions. 

California Penal Code Section 11166 requires that all mandate 
agency specified in Penal Code Section 11165.9 [generally law 
the mandated reporter, in his or her professional capacity or with 
employment, has knowledge of or observes a child whom the mand 
reasonably suspects has been the victim of child ab 
make a report to the agency immediately or as soo 
the mandated reporter must prepare and send a wr 
the information concerning the incident. 

or neglect. Th 
racticably pos 

hereofwithi 

Failure to comply with the requirements 
punishable by up to six months in a 
both lmp1•isonment and fine. 

For further detalls about these req 
sections. 

(Rev Oar.!018) 6 
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BOARD OF REGISTERED NURSING 
PO Box 944210, Sacramento, CA 94244"2100 
P (916) 322-3350 F (916) 574-8637 I www.m.ca.gov 

APPLICATION FOR NURSE PRACTITIONER (NP) CERTIFICATION 

APPLICATION FEE - $500.00 

□ MILITARY HONORABLE DISCHARGE • Check here II you served a~ an active duly 
member of lhe Armed Forces of the United States and were honorably discharged.,._________ ... _______________. 

PERSONAL DATA (PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS: Number and Street 

State Postal/Zip Code 

HOMe TELEPHONE NUMBER: 

City 

( ) 
DATE OF BIRTH: U,S, SOCIAL SECURITY N IDEN NAME: 
(Month/Day/Year) OR INDIVIDUAL T AXPA ly) 

NUMBER: 

LI Hold/Meld an RN License. and 

Where You Hold/Held a ,l;ilurse Prsir;;titloner 
and Status; 

TYPE OF PROGRAM: 

0 ASSOCIATE DEGREE 
0 .DIPLOMA 
0 BACCALAUREATE DEGREE 
0 MASTERS DEGREE/NURSING 

Entrance Date; ________City 

Graduation/Completion Date: ________ 

NURSE PRACTITIONER EDUCATION 

Name of Nurse Practifloner Academic Program 

City State Country 

Area of Specialization: 

TYPE OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

0 CERTIFICATE 
0 MASTERS 
0 POST-MASTERS 

Entrance Date: ________ 

Graduation/Completion Date: ________ 

{RBV, 0J/20HI) 

{Questions on both sic/es of page) 
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NAME OF APPLICANT: 

NURSE PRACTITIONER PROFESSIONAL CERTIFICATION IfA plicable 

METHOD OF CERTIFICATION: 
Name of Organization/Association 

□ EXAMINATION 

0 OTHER {Please Explain):
Area of Speclallzatlon: ______________ 

Original Date of Certification: ________ 

Certification Number: Cycle Dates: ________ 

Have you applied for a Nurse Practitioner certificate In California? 
If yes, name on previous application: 

Have you ever been issued a Nurse Practitioner certificate ln Californ 

If yes: STOP! DO NOT CONTINUE. Please contao 
for reinstatement of your California Nurse Practltlo 

Have you ever had dlsclplinary proceedings 
certificate Including revocation, suspension, pro 
country? If yes, please provide a detailed wri\t 
discipline occurred. 

□ □YES NO 

□
NO 

-care related license or 
1ng in any state or □ □YES NOcountry where the 

explain fully as described in Ded, dismissed or expunged □YES NOinfluence, injury to parsons 
lea of nolo contendere (no 
OR AS WELL AS FELONY 

I underst 
occurs betwee 
the California 
license/certificate 
understand that fallu 

rnla Board of Registered Nursing if I am convicted of ANY offense that 
ifornia registered nurse license Is 1ssued. I am also required to report to 
ction ancl/or voluntary surrender against ANY health-care related 

n and the d1:1te that a California registered nurse license Is Issued. I 
ion or subsequent disciplinary action against my llcense/certlticate. 

I certify, under pen laws of the State or California, that all 
. Information provided plication for licansure is true, correct and 
complete. Providing fa mation or omitting required information is grounds for 
danlal of llcensure or Ileen ocation In Callfornla. 

SIGNATURE. OFAPPLICANT DATE 

Attach a recent 2"x2" 
passport type photograph. 

Please tape on all four s"ldes. 

Head and shoulders only 

•• U.S. SOCIAL SECURITY NUMBER/ITIN DISCLOSURE STATEMENT 
Olsclosuro ot your U.S. Social $0011rl1y Numberl)TIN I• mandntory, Section 30 of Ille Buslnese •nd P~>1esslona Code and PLI\Jllc L~w 94·465 (42 USC aeclion 406(o)(2)(C)) aulhorlwa oolloo\lon of 
your U.S. Social Security liumber/lTIN. Your U.S. social Security Numher/JTIN will be U80(l axoltmlvely for lax entorcernenl purposoa encl for p11rpo00e of compliance Wl!h any )ullgmanl or urci11rfor family 
support In aooordanoe wllh aecllon 17620 or tho FM1lly Coda, or for verlflcalion ol lloon•ure or examination a\n\,1s by a llr.unolng or examlnallon entity wl1lch ullUmB u nallon111 examlnallon and where 
Jlceneuro l• re~lproM! wllh lh• requ•sllng elal8. If you fail \o dlaoloea your lLS. SaGJal Stiourlly Number/lTIN, your l?f>pliC!lllon for lnlllal or r<inawal license will nol bo processed and you will ~e 
reported lo lhe l'ram:hlae Tax Board, which rnay u•saan a $100 panal!y aoaln•I you, 

<flov. 03.:20111) 
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BOARD OF REGISTERED NURSING 
PO Box 944210, Sacramento, CA 94244-2100
P (916) 322-3350 F (916) 574-8637 I www.rn.ca.gov 

VERIFICATION OF NURSE PRACTITIONER ACADEMIC PROGRAM 

TO BE COMPLETED BY APPLICANT: Please complete Section A and forward lo the program director/representative for the nurse practitioner academic program for 
completion, Olnclal transcripts submitted must ioclude all completed coursaworl( with the certlfioataldegree status conferred and must be sent directly to the Board of 
Registered Nursing by the Registrar's Officarrranscript Oflice. A processing fee may be required for Iha submlssl e official transcripts. 

PRINT OR TYPE 
LAST NAME; 

ADDRESS: 

City 

Number & Street 

TELEPHONE NUMBER: 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: 

NAME OF ACADEMIC PROGRAM: 

FIRST NAME: 

State 

TE OF BIRTH: (Month/Day/Year) 

DATE: 

B. TO BE COMPLETED BY THE PROGRAMDIRECTOR REPRESENTATIVE FOR THE NURSE 
PRACTITIONER ACADEMIC PROGRAM 

ADDRESS: 

D CERTIFICA 
0 MASTERS 
0 POST·MASTE 

SPECIALTY: 

OUT OF STATE NP ACADEMIC PROGRAM GRADUATES: 
Recognized by Commission on Collegiate Nursing Education: 

Please provide the following information and mall to the Board of 

TELEPHONE NUMBER: ( ) 

State Postal/Zip Code 

Entrance Date: 
(Month/Day/Year) 

Completion Date: 
(Mon//l/0,Jy!Yeor) 

Date Certificate/Deg tee Status Conferred: 

□
YES □NO 

Mon/1>/Do VYsat 

If yes, Name:___________________ Program Approval Cycle Dates: 

I certify undel' penalty of perju1·y that the documentation regarding the completion of the nurse practitioner academic 
program for the above named applicant is true and correct. 

______TITLE: _________SIGNATURE:_________________ 
(DATE) 

(Ro,. 05120191 3 
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL 
ORGANIZATION/ASSOCIATION 

METHOD2 
ro BE COMPLETED BY APPLICANT: Please oomplete Section A and a1,1bmlt to Ille applicable nallonal orpanlzatlon/aseoclallon to verify your nursing practitioner 
certlncatlon slatus. A fee Is required by Iha na1lonal organlz11llon/assoclatlon tor Ille prooesslno of the verification form. 

~- TO BE COMPLETED BY APPLICANT! 
PR1:NT OR TYPE 

LAST NAME.: 

ADDRESS: 

City 

FIRST NAME: 

Num bar & Street 

St.ate 

TELEPHONE NUMBER: PREVIOUS NAMES: (Inell 
Home ( } 
Alternate ( ) 

E-MAIL. ADDRESS: 

NAME OF ACADEMIC PROGRAM: 

DATE OF BIRTH: (Month/Day/Year) 

. SOCIAL SECURITY NUMBER or 
DUAL TAXPAYER ID NUMBER: 

The abov.e applicant has ap the following Information and mall to the Board of 
Registered Nurslng at the abo 
NAME OF CERTIFYING NA 

ADDRESS: 

HONE NUMBE!R: ( ) 

State PostaI/Zip Code 

ORIGINAL DATE OF CERTJ:FICATIOf'~: 

From:_-=--:r-;:;--.--To:
{Month Yonr ---,,(M,c-o-,.n\1:-:,/,e,Ye-ar~ 

I ce1tify under penalty of perjury that the documentation regarding the nurse practitioner certification status for the 
above named applicant is true and correct. 

SIGNATURE:_________________ ______TITLE: _________ 
(VAT/!) 

(OFFICIAL SEAL) 

IRov, -0$!20lll) 
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VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

Verification of the applicant's clinical competency in the del'lvery of primary care Is ents, wh·Ich must be met in order to qualify 
to use the title "Nurse Practitioner" In California. 

PRIMARY CARE means comprehensive and continuous care prov'ided lo uni1y. Primary care focuses on basic 
preventative care, health promotion, disease prevention, health malntenan and trea1ment of acL1te and chronic 
illnesses in a variety of practice settings. (California Code of Regu/atior1 

CLINICALLY COMPETENT means the Individual possesse.s and axer ce ordinarily possessed and 
exercised by a certified nurse practitioner providing healthcare in the s · nee must be such that the 
nurse received intensive exp.erience. In performing the diagnostic and treat care. (California Code 
of Regulations Section 1480(0)). 

The verifying nurse practitioner and physician MUST nT 
1, Current, clear and active licensure to pr 
2, Clinical competency In the provision of 
3. Direct observations of clinical practice 

PRINT OR TYPf: 

LAST NAME: 

U.S. SOCIAL SECURITY 
INDIVIDUAL TAXPAYER 

SIGNATURE OF APPLXCANT:_____________________DATE: _____ 

The above appllca n Please provide the following Information and mall to the Board of 
Reg lstered Nurslng a 

City 

MIDDLE NAME: 

State Postal/Zip Code 

U.S. SOCIAL SECURITY NUMBER: 

OATES.EMPLOYED IN SPECIALTY AREA: 

From:______ To: ______ 

PROFESSIONAL SPECIALTY: _________ 

Ml':THOD(S) UTILIZED TO EVALUATE APPLICANT'S CLINICAL COMPETENCY: PERIOD OF CLINICAL EVALUATION: 

From:______To: 
Month Yaar -~M,-on"""th,..,.,,.V•-•r-,--

LAST NAME: 

ADDRESS OF AGENCY: 

TELEPHONE NUMBER: 

RN LICENSE NUMBER: _____ 

EXPIRATION DATE: __________ 

NP CERTIFICATION NUMBER: ______ 

I certify under penalty of perjury that I have evaluated the above named applicant and verify that he/she is clinically 
competent lr1 the appropriate discipline ln clinical practice In the provision of primary care, 

SIGNATURE OF EVALUATOR:______________________DATE: ______ 

(R,w. 03/W\91 5 
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VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

METHOD 3 - EQUIVALE . 

Verification of the applicant's clink:al competency in the delivery of primary care is ents, which must be met in order to quallfy 
to use the title "Nurse Practitioner" In California. 

PRIMARY CARE means comprehensive and continuous care provided t unity. Primary care focuses on basic 
preventative care, health promotion, disease prevention, health maintena and treatment of acute and chronic 
Illnesses in a variety of practice settings. (Cal/torn/a Coda of Regu/atto 

CLINICALLY COMPETENT means the individual possesses and axer ordinarily possessed and 
exercised by a certified nurse practitioner providing healthcare In the sa ce must be such that the 
nurse received intensive experience In performing the diagnostic and treat care. (California Code 
of Regulations Seel/on 14B0(c)). 

The verifytng nurse practitioner and physician MUST 
1. Current, clear and active licensure to pt 
2. Cllnical competency In the provision o 
3. Direct observations of cllnlcal practice 

PRINT OR TYPE 
LAST NAME: IDDLE NAME: 

U.S. .SOCIAL SECURITY 
INDIVIDUAL TAXPAYER I 

SIGNATURE OF APPLICANT:_____________________DATE: _____ 

llfomla, Please provide the following Information and mall to the Board of 

MIDDLE NAME: 

ADDRESS OF AGENCY: City State Postal/Zip Code 

TELEPHONE NUMBER: U.S. SOCIAL SECURITY NUMBER: 

DATES EMPLOYED IN SPECIALTY AREA: 

MD LICENSE NUMBER: _________ 
From:______ To: ______ 

EXPIRATION DATE: __________ 
PROFESSIONAL SPECIALTY: _________ 

METHOD{S) UTILIZED TO EVALUATE APPLICANT'S CLINICAL COMPETENCY: PERIOD OF CLINICAL EVALUATION: 

From =-...,.,.,.-=.,,,-..,_,-To: --.,,.,--~--
Month/Yaar Monlh· YeQir 

I certify under penalty of perjury that I have evaluated the above named applicant and verify that he/she is clinically 
competent in the appropriate discipline In clinical practice In the provision of primary care. 

SIGNATURE OF EVALUATOR:_____________________DATE: ______ 

(Rev. 0!120191 6 
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VERIFICATION OF "CLINICAL EXPERIENCE" AS A NURSE PRACTITIONER 

Verification of the nurse's cltnlcal experience ln the delivery of primary care Is required In or o use the title "Nurse Practltloner" in California. 

PRllVlARY CARE means comprehensive and continuous care provided to patients 
preventative care, health promotion, disease preventlon, health maintenance, patient 
Illnesses in a variety of practice settings. (Cal/torn/a Code of Regulations Section 148 

community. Primary care focuses on basic 
oses and treatment of acute and chronic 

CLINICALLY COMPETENT means the Individual possesses and axer 
exercised by a certified nurse practitioner providing healthcare In the 
nurse received Intensive experience in performing the diagnostic and t 
of Regulations Sec/ion 1480(c)). 

experience ordinarily possessed and 
I experience must be such that the 

of primary care. (California Code 

The verifying nurse practitioner and physician MUST meet the foll owing r 
1. current, clear and active llcensure to practice. 
2, Clinical competency In the provision of primary care. 
3. Direct observations of clinical practice. 

PRINT OR TYPE 

LAST NAME: MIDDLE NAME: 

U.S. SOCIAL St:CURl1Y NUMBER or ORNlA RN LICENSE NUMBER: 
INDIVIDUAL TAXPAYER ID NU 

SIGNATURE OF APPLICANT:_____________________DATE: ______ 

SUPERVISOR'S TITLE: ___ 

LICENSE NUMBER: _____________ 

State Postal/Zip Code 

SUPERVISOR'S TELEPHONE NUMBER: 

DATES OF SUPERVISOR'S EMPLOYMENT: 

From:______ To: ______ 

SPECIALTY AREA: _________
EXPIRATION DATE: 

CLINICAL SPECIALITY: OATES OF SUPERVISED CLINICAL EXPERIENCE: NUMBER OF HOURS: 
From:________To; _________ 
From: To: _________ 
From: To: _________ 

B. TO BE COMPLETED BY THE PHYSICIAN NURSE PRACTITIONER VERIFYING THE APPLICANT'S 
LINICAL EXPERIENCE 

llfornla. Please provide the following Information and mall to the Board of 

I certlfy under penalty of perjury that I have verified that the above named applicant received the number of supervised 
clinical hours in the appropriate discipline in clinical practice in the performance of diagnostic and treatment procedures 
essential to the provision of primary care. 
SIGNATURE OF SUPERVISOR: ________________________ DATE: ________ 
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INFORMATION COLLECTION AND ACCESS 

The Information Practices Act, Section 1798.17 Clvil Code, re 
provided when collecting information from individuals. 

Agency Name: 

Title of official responsible for information maint 

Address: 

Authority which authorizes the 

SECTION 30, SECTION 2732. 

POSSIBLE TR 
REPORTING U. 
FOR CHILD SUPP 
BUSINESS AND PR 

. YOU L SECURITY NUMBER/ITIN WILL BE 
, CHILD SUPPORT ENFORCEMENT AND VERIFICATION 
ECTION 30 OF THE BUSINESS AND PROFESSIONS 
N 405(c)(2){C)) AUTHORIZE COLLECTION OF YOUR U.S. 
0 DISCLOSE YOUR U.S. SOCIAL SECURITY 
FRANCHISE TAX BOARD1 WHICH MAY ASSESS A $100 

DRESS LISTED ON THIS APPLICATION WILL BE 
F AND WHEN YOU BECOME LICENSED. 

y or intergovernmental transfer which may be made of the 

ER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
CIAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR 

ENFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
ESSlONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE Fl LES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

(Ek\•.~1312(1191 8 
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MANDATORY REPORTER 

Under California law each person licensed by the Board of Registered Nursing Is a "Mandated 
Reporter" for child abuse 01' neglect purposes. Pl'ior to commencing his or her employment, and 
as a prerequisite to that employment, all mandated 1·eporters must sign a statement on a form 
provided to him 01· her by his or her employer to the effect that he or she has lcnowledge of the 
provisions of Penal Code Section 11166 and wlll comply with those provisions. 

California Penal Code Section 11166 requires that all mandated reporters make a report to an 
agency specified in Penal Code Section 11166.9 [gemerally law enforcement agencies] whenever 
the mandated reporter, in his 01· he1· professional capacity or within 
employment, has knowledge of or observes a child whom the ma 
reasonably suspects has been the victim of child abuse or neg 
make a report to the agency immediately or as soon as Is pr 

· the mandated reporter must preparn and send a written re 
the Information concerning the Incident. 

scope of his or her 
reporter knows or 
mandated reporter must 
sslble by telephone, and 
lthln 36 hours of receiving 

Failure to comply with the requirements of Penal C 
punishable by up to six months In a county jall 
both imprisonment and fine. 

For further details about these requirements, con 
sections. 

(Rov OMl010) 9 
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APPLICATION FOR TEMPORARY NURSE PRACTITIONER (NP) CERTIFICATE 
. . 

INSTRUCTIONS: 

1. The application fee for the Temporary Nurse Practitioner Certificate (T 

2. The TC/NP will not be issued until the Appllcatlon for Nurse Pra ion is complete with exception of 
criminal record clearance from the Department of Justice (DOJ} an of Investigation (FBI). 

3. The TC/NP wlll not be mailed to an ln-care,of address or 

4. Possession of a current and active California Temp 

PRINT OR TYPE 
LAST NAME: 

ADDRESS: 

City 

ADDRESS: 

0 CERTIFICATE 
0 MASTERS 
0 POST-MASTERS 

SPECIALTY: ____________ 

City 

DATE OF BIRTH: (Month/Day/Year) 

U.S. SOCIAL SECURI.TY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER: 

MOTHER'S MAIDEN NAME: (Last Nama only) 

TEMPORARY RN LICENSE NUMBER: _______ 

EXPIRATION DATE: 

State Postal!Zip Code 

ENTRANCE DATE: _____________ 
(ManthlOay!Yealj 

COMPLETION DATE: -----,,-:---c--=-=--
/Man1111DaylY••r! 

I certify under penalty of perjury that the above information regardlng the Application for the Temporary Nurse Practitioner 
Certificate is true and correct. 

SIGNATURE OF APPLICANT: DATE: 

(RoV, 0a/201 iJ 
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INFORMATION COLLECTION AND ACCESS 

The Information Practices Act, Section 1798.17 Civil Code, requ 
provided when collecting information from individuals. 

Agency Name: 

Title of official responsible for \nformation mainte. 

EXEC 

Address: 

Authority which authorizes them 

SECTION 30, SECTION 2732.1 

POSSIBLE TRA 
REPORTING U.S. 
FOR CHILD SUPP 
BUSINESS AND PR 

SECURITY NUMBERIITIN WILL BE 
CHILD SU RT ENFORCEMENT AND VERIFICATION 
-CTION 30 OF THE BUSINESS AND PROFESSIONS 

405(c){2}(C)) AUTHORIZE COLLECTION OF YOUR U.S. 
DISCLOSE YOUR U.S. SOCIAL SECURITY 

RANCHISE TAX BOARD, WHICH MAY ASSESS A $100 
ESS LISTED ON THIS APPUCATlON WILL BE 

AND WHEN YOU BECOME LICENSED. 

or intergovernmental transfer which may be made of the 

R TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
IAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR 

NFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
SSIONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE FILES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

IJlt'r.UJJlUJ'JJ 2 
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MANDATORY REPORTER 

Under Callfornla law each person licensed by the Board of Registered Nursing Is a "Mandated 
Reporter" for chlld abuse or neglect purposes. Prior to commencing his or her employment, and 
as a prerequisite to that employment, all mandated reporters must sign a statement on a form 
prnvided to him or her by his or her employer to the effect that he or she has knowledge of the 
provisions of Penal Code Section 11166 and will comply with those provisions. 

California Penal Code Section 11166 requires that all mandated reporters make a report to an 
agency specified in Penal Code Section 11165.9 [generally law enforcement agencies] whenever 
the mandated reporter, In his 01• her professional capacity or within th 
employment, has knowledge of or obseives a child whom the mand 
reasonably suspects has been the victim of child abuse or negle 
make a report to the agency immediately or as soon as is prac · 
the mandated reporter must prepare and send a written repo 
the information concerning the incident. 

pe of his or her 
orter knows or 

andated reporter must 
ible by telephone, and 
n 36 hours of receiving 

Failure to comply with the requirements of Penal Co 
punishable by up to six months In a county jail, b 
both imprisonment and fine. 

For further details about these requlrnments, consul 
sections. 

(Rov 031201 D) 3 
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NURSE PRACTITIONER FURNISHING NUMBER APPLICATION 

APPLICATION FEE .. $400.00 

ARGE - Cheok heni II you sel'/ed as an active duty 
the United stales and were honorably discharged. 

PERSONAL DATA (PRlNTOR TYPE) 

FIRST NAME:LAST NAME: 

ADDRESS: Number & Street 

City State 

TELEPHONE NUMBER: 
Horne ( } 

Alternate 

CA RN LICENSE NUMBER: 

MIDDLE NAME: 

DATE OF BIRTH: (Month/Day/Year) 

NP SPECIALTY: 

NURSE.PRActI:T'.<IONISR ADVAN.CED·PHARMP.COLOG'( COURSE 

State Zip Code 

e laws of the State of California, that the foregoing is true and c.orrect. 

_______________________DATE:______ 

# QTR/SEM UNITS: 

"U.S. SOCIAL SECURITY NU IT!N DISCLOSURE STATEMENT 
Disclosure of your U.S. Social Securl(y N ITIN Is rnanda\ory, Section 3D of lhe Business and Profeseions Code and Public Law 94-455 (42 USC section 4 0 5jc){2HC)) aulhorl,es collaclion 
of your U.S. Social S6curlly flumllar/lTIN. Yuur US. SorJal Securlly Nu~1bsr/lTIN will bo uea~ exclusively for lex anforoonmnl purposes and for purpusos of compliance wilh any 1udgmonl or order for 
femlly •upporl in accoroanco with eacUon 17520 of lhe Family Coda, or for ~arificallon of llcen•urn or examlnallon atnlus by a licensing or exarninallnn •nlily which u!lliaes a nallonal examlnslion and 
wher• licenswe Is rsciproc,il with the raquesUng ololo. If you fall to dlscl □oe your U.S. Social Securily Number/lTIN, your appllr.a\ion for inl!l~I or ronewal license will nol be processed and you will 
be ropor1od lo lhe Franchise Tax Board, whlcll may •••a•• a $100 penally against you 

(f1ov. 0312010) 
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NURSE PRACTITIONER 
ADVANCED PHARMACOLOGY COURSE VERIFICATION 

ln order to furnish drugs and/or devices pursuant to Business and Professions Code, Section 2836.1, the Nurse Practitioner must 
complete a Cal1fomla Board of Registered Nursing approved advanced pharmaco urse. The criteria for the advanced 

PRINT OR TYPE 

LAST NAME: 

ADDRESS: Number & Street 

City 

TELEPHONE NUMBER: 
Home ( ) 
Alternate ( ) 

CALIFORNIA RN LICENSE 
NUMBER: 

State 

pharmacology course Is llsted on the two (2) page attachment. 

FIRST NA\VlE: 

SIGNATURE OF APPLICANT:________________ ______ 

TO BE COMPLETED BY THE DIRECTOR OF THE NURSE PRACTITIONER 
CADEMIC PROGRAM 

The above .ipplf cant provide the following Information and mall to the 
Callforrila Board of R · olo course ls liste on the two 2 page}attachment, 

~-- DATE: 

TELEPHONE NUMBER: 

State Zip Code 

Completion: 
(Month/Day/Year) (Month/Day/Year) 

ecify the course title:_________--==-----
as integrated in the program curriculum? 0 0 

YES NO 

5 quarter units: D D 45 ho.urs: D D 
YES NO YES NO 

The dr1.1gs or devices ar ished or ordered by a Nurse Practitioner in accordance with standardized procedures or 
protocols developed whe ru.gs or devices furnished or ordered are consistent with the practitioner's educational 
preparation or for which cli ompetency has been established and maintained, D · D 

YES NO 
The Advanced Pharmacology course includes the key points and course objectives listed on the two (2) page 
attachment. D D 

YES NO 

I certify under penalty of perjury under the laws of the State of California that the foregoing Is true and Correct. 

SIGNATURE:_______________ TITLE:_____ 
(DATE) 

(Ro,. ~3120\~i 2 
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NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE FOR FURNISHING 

These revised guidelines are established for Nurse Practitioner pr s who offer advanced 
pharmacology courses in order to meet Furnishing requirements. 

MINIMUM COURSE OFFERINGS 
• A post-RN Ii censure advanced pharmacology cou previous knowledge of 

pharmacology and pharmacotherapeutics. 
• A three (3) semester units or five (5) quarter 

KEY POINTS: 
The advanced phar111acology course must in 
• The mechanism for ongoing communicati and course ins 
• The requirements for approved 1dardized p, ace prior to begin 
• The requirement to furnisl d procedure. 
• The furnishing responsi . d substances that are to be furnished 

with a patienHpecific p 1d Safety Code (HSC) Division 10, 
Uniform·Controlled Su ter 1. General Provisions and 
Definitions, for Nurse P 

• The furnishing responsib lled substances that are to be 
furnislwd atient Ith and Safety Code (HSC) 
Divisi · ertified Nurse Midwives. 

f the client to identify an appropriate 

a therapeutic regimen that maximizes the 
·11.g adverse reactions. 

observe the effects of dmgs and/or devices on a client; to 
tand the effects of the drugs and/or devices, 
of the client to the drugs and/or devices and implement 

garding the furnished drugs and/or devices. 
rsuant to standardized procedures and in conformance with 

regulations. 
7. ropriat(;l ines for the pharmacological management of selected l1ealth care 

iseases commonly encountered with awareness of client's nutrition, culture, ethnicity and 
ic status. 

8. "e and awareness of the role of herbal and natural remedies whi1e treating disease 
states. 

!Rev. oa1201 IJ 3 (Continued on bot11 sides of page) 

www.rn.ca.qov


• 

• nts o 

• t influence medication compliance. 

Advanced Pharmacology Enabling Objectives have been developed through public input and are available 
upon request. 

FACULTY QUALIFICATIONS 
Al1 stated qualifications must be met by the fa01.1lty, include Directors and instructors. 
• Current} valid and clear license to practice ln the appropriate discipline. 
• DemonstTates expeitise in the theoretical and clinical aspects of pharmacology/pharmacotherapeutics, 
• Possesses at least two yearn of experience in the teaching of advanced pharmacology. 
• Includes a faculty member who has completed a doctoral level pharmaco /pharmacotherapeutics degree. 
• Demonstrates evidence of advanced clinical practice within the past ·s applying the principles of 

advanced pharmacology. 

ADVANCED PHARMACOLOGY ENABLING OBJECTIVES 
• Defmes and verbalizes an understanding of the tennino1o 

to be included) 
• Identifies sources of drugs and provides examples of 
e Describes the "targets,> of drugs, 
• Describes the pfou·macoldnetic process of abso 
• Identifies factors that alter the processes of abs 
• Analyzes how the body's acid base environment a 

distribution, metabolism, and excretion of drugs. 
• Describes variables that determi 
• Defines half~Hfe and explains 
• Desol'ibes factot·s that influenc 
• Analyzes the relationship he ophysiological responses, 
• Understands the pharmaookin egories of drugs, i.e., 

antibiotics, antiaJ'i;hytnmics, a11tl ific treatmeni regimens. 
• Uses data obtained during a ) to identify appropriate 

drug choice/ nd recognizes the role of 
herbal an 

• 'cs, Identifies the indications; 
to treat specific conditions. 

• ins, minerals, and trace elements. 
g, an mg regimens. 

nse and compliance of the cllent to the drugs/devices and 
es adverse events that may occur, 

it prescriptions. 
• irement~, standardized procedul'es, and ethical standards. 

uses the resources to maintain clinical competency for 

ient education re: medications including: name of medication/s 
gels to take, how to take the medication/s i.e.> with or without food, 

n is missed, side effects to expect, and adverse event/s to report to the 

• ive and appropriate client and family education re: drugs of choice and alternatives 
and involves the c and family in the decision making process re: drug treatments. 

• Chooses most appropriate drug for a disease base upon client's symptomatology, health status and 
lifestyle. 

(Roe, 0~/2010) 4 (Continued on both sides of page) 
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INFORMATION COLLECTION AN 

The Information Practices Act, Sect'lon 1798.17 Civil Code, re 
provided when collecting information from individuals. 

Agency Name: 

Title of official responsible for information maint 

Address: 

POSSIBLET 
REPORTING 
FOR CHILD SU -
BUSINESS AND 

EXEC 

ECURITY NUMB.ER/ITIN WILL BE 
, CHILDS ENFORCEMENT AND VERIFICATION 

CTION 30 OF THE BUSINESS AND PROFESSIONS 
405(c)(2)(C)) AUTHORIZE COLLECTION OF YOUR 
IL TO DISCLOSE YOUR U.S. SOCIAL SECURITY 
RANCHISE TAX BOARD, WHICH MAY ASSESS A 
ADDRESS LISTED ON THIS APPLICATION WILL BE 
ND WHEN YOU BECOME LICENSED. 

cy or intergovernmental transfer which may be made of the 

ER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
OCIAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR 

T ENFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE 
ESSIONS CODE. 

EACH INDIVIDUAL HAS THE RIGHT TO REVIEW THE FILES ON RECORDS MAINTAINED ON 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 
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MANDATORY REPORTER 

Under California law each person licensed by the Board of Registered Nursing is a "Mandated 
Reporter11 for chlld abuse or neglect purposes. Prior to commencing his or her employment, and 
as a prerequisite to that employment, all mandated reporters must sign a statement on a form 
provided to him or her by his or her employer to the effect that he or she has knowledge of the 
provisions of Penal Code Section 11166 and wlll comply with thos rovlsions. 

California Penal Code Section 11166 requires that all mandat ers make a report to an 
agency specified in Penal Code Section 11165.9 [generallY. rcement agencies) whenever 
the mandated repol'ter, In his or her professional capa the scope of his or her 
employment, has knowledge of or observes a child w ted reporter knows or 
reasonably suspects has been the victim of child abu eg e mandated reporter must 
make a report to the agency immediately or as soo s Is practica Ible by telephone, and 
the mandated reporter must prepare and sen ort thereof 36 hours of receiving 
the information concerning the incident. 

Fallure to comply with the requirements of 
punishable by up to six months In a county j 
both imprisonment and fine. 

For further details about the 
sections. 
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