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AGENCY FILE NUMBER {IT any)

A. PUBLICATION OF NOTICE (Complete for publication in Notice Register)

1. SUBJECT OF NOTICE TITLE(S) FIRST SECTION AFFECTED

2. REQUESTED PUBLICATION DATE

3. NOTICE TYPE
Notice re Proposed

Regulatory Action

4. AGENCY CONTACT PERSON | TELEPHONE NUMBER

|| other

FAX NUMBER (Optional)

OAL USE | ACTIONON PROPQOSED NOTICE NOTICE REGISTER NUMBER PUBLICATION DATE
Approved as Approved as Disapproved/
ONLY Submitted Madified Withdrawn

B. SUBM!SSION OF REGULATIONS (Complete when submitting regulations)

1a. SUBJECT OF REGULATION(S)

Advance Practice Registered Nurses (APRN) Applications Le+terhead

1b, ALL PREVIOUS RELATED OAL REGULATORY ACTION NUMBER(S)

2. SPECIFY CALIFORNIA CODE OF REGULATIONS TITLE(S) AND SECTION(S) (Including title 26, if toxics related)

SECTION(S) AFFECTED AOOFT
{List all section number(s)
individually. Attach AMEND
additional sheet if needed.) |1483
TITLE(S) REPEAL
16
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D Regular Rulemaking (Gav.
Code §11346)

D Resubmittal of disapproved or
withdrawn nonemergency

ﬁling (Gov. Code §§11349.3,

D Certificate of Compliance: The agency officer named
below certifies that this agency complied with the
provisions of Gov. Code §811346.2-11347 3 either
before the emergency regulation was adopted or
within the time period required by statute.

D Emergency Readapt (Gov.
Code, §11346.1(h))

] File &print

Changes Without Regulatory
Effect (Cal. Code Regs,, title
1,5100)

] printonly

1349.4)
D Emergen(y (Gov. Code, Resubmittal of disapproved or withdrawn EI Other (Specify)
§11346.1(b)} emergency filing (Gov. Code, §11346.1)

4. ALL BEGINNING AND ENDING DATES OF AVAILABILITY OF MODIFIED REGULATIONS AND/OR MATERIAL ADDED TO THE RULEMAKING FILE (Cal. Code Regs. titie 1, §44 and Gov. Code §11347.1)
N/A

5. EFFECTIVE DATE OF CHANGES (Gov. Code, §§ 113434, 11346.1(d); Cal. Code Regs., title 1, 8100}
Effective January 1, April 1, July 1, or

Effective on filing with
October 1 (Gov. Code §11343 4(a))

Secrelary of State

Efteclive
other (Speciiy)

§100 Changes Without
Regulatery Effect

[ |

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

l:l State Fire Marshal

I:I Department of Finance (Form STD, 399) (SAM §6660) Fair Political Practices Commission

D Other (Specify)

7. CONTACT PERSON
Dean Fairbanks
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(916) 574-7684

FAX NUMBER (Oplional)

(916) 574-7700

E-MAIL ADDRESS {(Oplional)
dean.fairbanks@dca.ca.gov

8. | certify that the attached copy of the regulation(s) is a true and correct copy
of the ﬁﬁqlation(s) identified on thi:y‘lorm, that the information specified on this form
is tr? andjcorrect, and that | am the'head of the agency taking this action,

or a designee of the he?d of thffgegr{:y, and am authorized to make this certification.

DATE./-?

SIGNATURE QF AGENEY HEAD OR DﬁEIGNEE i/
) A1 { i
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Joseph‘ Morrls Executive Officer, Board of Registered Nursing
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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 nurse's qualifications to be certified as a nurse
practitioner shall be filed with the board by submitting the Application for Nurse Practitioner (NP)
Certification (Rev. 03/20482019), 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. 03/28482019), 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. 03/20482019), 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 course 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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et i

| APPLICATION FOR NURSE PRACTITIONER (NF') CERTIFICATION

e P O e e e T A S D T AR R O S R I Sl S e s e R

APPLICATION FEE - $500.00

PERSONAL DATA (PRINT OR TYPE)

MILITARY HONORABLE DISCHARGE - Chack here if you served as an active duty
D member of the Armed Forces of the United Siales and were honorably discharged.

LAST NAME: FIRST NAME: MIDDLE NAME:
ADDRESS: Number’ and Street

City State Countr ostal/Zip Code
HOME TELEPHONE NUMBER: ALTERNATE TEL! ADDRES

« ) ()

DATE OF BIRTH: [ U.8, SOCIAL SECURITY NUI

{(Month/Day/Year) OR INDIVIDUAL TAXPAYER

sWhere You Hold/Held a Nyrse Practitioner

ate and Status:

TYPE OF PROGRAN:

[} ASSOCIATE DEGREE
DIPLOMA
BACCALAUREATE DEGREE
MASTERS DEGREE/NURSING

Entrance Date:

Graduation/Completion Date:

NURSE PRACTITIONER EDUCATION

TYPE OF NURSE PRAGTITIONER ACADEMIC PROGRAM:

. - - [] CERTIFICATE
Name of Nurse Practitioner Academic Program ] MASTERS
[[] POST-MASTERS

City State Country

Entrance Date;

Area of Specialization:

Graduation/Completion Date:

{Rev. 0/2018)

(Quastions on both sides of page)


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

. { {
NAME OF APPLICANT:

NURSE PRACTITIONER PROFESSIONAL CERTIFICATION (If Applicable):

METHOD OF CERTIFICATION:
[] EXAMINATION
[T} OTHER {Please Explain):

Name of Organizafion/Association

Avea of Speclalization:

Original Date of Certification;

Certlfication Number:

Current Recertifjgation Cycle Dates:

BACKGROUND INFORMATION

Have you applied for & Nurse Practitioner certificate in Callfornia?
If yag, name on previous application:

Have you ever baen Issued a Nurse Practitioner certlficate i

If yes: STOP! DO NOT CONTINUE. Please contact {
for reinstatement of your California Nurse Praciitioner ¢

n

Have you ever had disciplinary proceedings
cerlificate including ravosation, suspensiop

“or any other pro in any state or

country? If yes, please provide a det he date and state ntry where the YES NO
disclpline oocurred. b 2

Have you ever been conviclgs ain fully as described in O O
the applicant instructions. £ ed, dismissed or expunged YES NO
or if a diversion progra the influence, injury to persons

or providing false Info
contest), ae well as pl&
CONVICTIONS.,

n of conviotlon includes & plea of nolo contenders (no
INGLUDE MISDEMEANOR AS WELL AS FELONY

; : California registered nurse licsnse is Issued. | am also required io report to
the Cal 3 ry aclion andfor voluntary surrender against ANY health-care reiated
i Gio : plication and the date that a California reglsterad nurse license is issued, |
plication or subsequent discipiinary action against my license/certificate.

the laws of the State of California, that all

is application for licensure Is true, correct and

information or omitting required information Is grounds for Attach a recent 27x2"
evocation in California. passport type photograph.

information providedg
complete. Providing a
denial of licensure or licS%

Please tape on all four sides,

Head and shoulders only
SIGNATURE OF APPLICANT : DATE

“ 11,8, SOCIAL SECURITY NUMBER/TIN DISCLOSURE STATEMENT

Pisciosure of your U8, Secia} Secuity Number/TIN |s mandslory. 8aotlon 30 of the Business and Prefessions Code wnd Public Law 94-465 (42 USBC anctlon 405{c)(2}{C)) aulhorlzes collection of
your U.8. Boclal Socwrily NumberITIN. Your U8, Saclel Security Number/TIN will he used axalusively for tax enforcoment purpoaes znd for purposes of compilance with any judgment of order for famlly
support in geeordance wilh sacllon 17620 of the Family Code, or for verlfication of llcensure or examinafion status by & licensing or sxamination enlily which ulilizes o nallonal examinetion and where

ficenawe In raolprocal wilh the requesting state. If you fall lo disclose your 1.8, Soclal Securlty Number/ITIN, your application for Initial or renewal license will not be proaassed antl you will be
reporied to the Franchise Tax Board, which may assess 6 $100 penelty against you,

{Rav. 032018)
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TO BE COMPLETED BY APPLICANT: Please complete Section A and forward to the program director/representative for the nurse practifioner academlc program for
completion, Official transcripts submitted must include all complieted coursework with the certificate/degres status conferred and must be sent directly to the Board of
Registerad Nursing by the Registrar's Office/Transcript Office. A processing fee may be required for the submission of the official transcripts,

IA. TO BE COMPLETED BY APPLICANT
'l'{» Y

(PRINT OR TYPE)
LAST NAME; FIRST NAME: MIDDLE NAME:
ADDRESS: Number & Strest OF BIRTH: (Month/Day/Year)
City BER or
D NUMBER
TELEPHONE NUMBER: {Last Name Oniy}
Home ( )
Alternate ( )
E-MAIL. ADDRESS:
NAME OF ACADEMIC PROGRAM:
i
I_:‘SI GNATURE OF APPLICANT: DATE:

DEMIC PROG

AM: TELEPHONE NUMBER: ( )

ADDRESS: State Postal/Zip Code
Enirance Date:
(Month/Day/Year)
D MASTERS Completion Date:
E| POST-MASTER (Month/Day/Year}
. Date Certificate/Degree Status Conferred:
SPECIALTY: ~ D
OUT OF STATE NP ACADEMIC PROGRAM GRADUATES:
Recognized by Commission on Collegiate Nursing Education: [j [:]

YES NO
Program Approvai Cycle Dates:

If yes, Name:

I certify under panalty of perjury that the documaentation regarding the completion of the nurse practitiuner.-écédemic
program for the above named applicant is true and correct.

SIGNATURE!:

{Rev, 03/2018) 3


www..r.!.!.JIB
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL.

QORGANIZATION/ASSOCIATION

METHOD 2

TO BE COMPLETED BY APPLICANT: Please compleie Section A and submit to the appllcable national organization/assoclallon fo verlly your nursing practitioner
certificaiion stetus. A fee Is required by tha netional organlzation/assoclation for the procsssing of the verlfication form,

[n. TO BE COMPLETED BY APPLICANT]

(PRINT OR TYPE)
LAST NAME: FIRST NAWE: WIDDLE NAWE:
L
ADDRESE: Namber & Street DATE OF BIRTH: (Monih/Day/Year
City State Country I1Zip Gode [U, JAL S8ECURITY NUMBER or
INDI TAXPAYER 19 NUMBER:
TELEPHONE NUMBER: PREVIOUS NAMES: (inciuding Meider) § TRAIDEN BITE: o o)
Home ()
Alternate ( )
E-MAIL ADDRESS: GALIFORNIATERLIC U
g TION DATE!
NAWNE OF ACADEMIC PROGRAM: A W
SIGNATURE OF APPLICANT:

DATE:

(ING NATIONAL ORGANIZATION/ASSOCIATION |
' In Californla. Please prﬁﬁde the following information and mall to the Board of

QCIATION | TELEPHOMNE NUMBER: { )

State Postal/Zip Code

ORIGINAL DATE OF CERTIFICATION:

CURRENT RENEWAL

ATES FOR CERTIFICATION/RECERTYFICATION:
(If not applicabig, please &)

From: To:
(Month/ Yoar) (Month/Yenr)

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

SIGNATURE: TETLE:

(Rev, 03/2018}
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METHOD 3 - EQUIVALENCY

Verification of the applicant's clinical competency in the delivery of primary care Is one of the requiré

which must be met in order to qualify
to use the title *"Nurse Practitioner” in California.

PRIMARY CARE means comprehensive and continuous care provided to palf
preventa’uve care, heallh promotion, disease praveition, health maintenance, pati
ilinesses in a variety of practice settings. {Cahfom;a Cade of Reguiations Section 14

exerclsed by a 3 certified nurse prachtloner providing healthcare in t| 3 ; nic g e such that the
nurse received intensivs expetience in performing the dlagnostic 2 i 5 .
of Regulalions Section 1480(c)).

The verifylng nurse practitioner and physician MUST meet tHg
1. Current, clear and acfive licensure to practice.
2. Clhinlcal competency in the proviston of primary ca
3. Direct ohservations of clinical practice

> EY APPLICAN

{PRINT OR TYPE)
LAST NAME:

MIDDLE NAME:

U.8. 8OCIAL SECURITY

CALIFORNIA RN LICENSE NUMBER:
INDIVIDUAL TAXPAYE

3 In Callférnla‘ Please provide the following information and mall to the Board of
Registered N

{ LAST NAME: FIRST NAME;: MIDDLE NAME;
ADDRESS OF AGENC City State Postal/Zip Code
TELEPHONE NUMBER: 1,5, SOCIAL SECURTITY NUMBER:
DATES EMPLOYED IN SPECIALTY AREA:
RN LICENSE NUMBER:
EXPIRATION DATE: From: To: :

NP CERTIFICATION NUMBER:

PROFESSIONAL SPECIALTY:

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

From: To:

(Month/Year} {Month/Year)

I certify under penalty of perjury that T 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:

SR SRRRIE

22

(Rey, 03/2015) 5
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VERIFICATION OF “CLINICAL COMPETENCY” AS A NURSE PRACTIT!ONER

METHOD 3 - EQUIVALENCY

Verification of the applicant's ¢linical competency in the delivery of primary care is one of the requir
to use the title “Nurse Practitioner” in California. 3

PRIMARY CARE means comprehensive and continuous care provided o pa
preventative care, health promotion, disease pravention, health maintenance, patiohg
ilnesses in a varlety of practice settings. (California Code of Regulations Section 148

GLINICALLY COMPETENT means the individual possesses and e
exarcised by a certified nurse practitioner providing healthcare in
nurse received intensive experience in performing the diagnostig
of Regulations Section 1480(c)).

The verifying nurse practitioner and physician MUST mest th
1, Cutrent, clear and active licensure to practice,
2. Cllnical competency in the provision of primary car
3. Direct observations of clinlcal practk

(PRINT OR TYPE)
LAST NAME:

MIDDLE NAME:

CALIFORNIA RN LICENSE NUMBER:

n In Californla. Please provide the following informatlon and mail to the Board of

LAST NAME: | FERST NAME: ‘ MIDDLE NAME:

ADDRESS OF AGENCY

Number & Streat ‘City State Postal/Zip Code

TELEPHONE NUMBER; U.S, SOCIAL SECURITY NUMBER:

DATES EMPLOYED IN SPECIALTY AREA:
MD LICENSE NUMBER:

EXPIRATION DATE;

From: To:

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

From: Tao:
{Month/Yaar) {Menth/Yeer)

I cartify 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:

{Rev. 0312018} 6
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PRIMARY CARE means comprehensive and continuous care provided to patlents, families, and
preventative care, health promotion, disease prevention, health maintenance, patient education and the™§
linesses in a variety of practice settings. (Caflfornfa Code of Regulations Section

CLINICALLY COMPETENT means the individual possesses and exercises the d
exercised by a certified nurse practitioner providing healthcare In the same nurse §
nurse received intensive experlence in performing the diagnostic and treatment pro
of Regufations Section 1480(c)).

The verifying nurse practitioner and physician MUST meet the follo
1. Gurrent, clear and active licensure to practice.
2. Clinical competency in the provision of primary
3. Direct observations of clinical practice.

(PRINT OR TYPE)
LAST NAME:

MIDDLE NAME:

U.8. SOCIAL SECURITY NUMBER or

ALIFORNIA RN LICENSE NUMBER:
INDIVIDUAL TAXPAYER 1D NUMBE

SIGNATURE OF APPLICANT:

|CLINICAL E){PERIENCEI

ctitloner certlficatign in Callfornla Please provide the following information and mal} to the Board of

ADDRESS OF &AGj State Postal/Zip Code

NAME OF APPLICAN PERVISOR: SUPERVISOR'S TELEPHONE NUMBER:

SUPERVISOR’S TITLE: DATES OF SUPERVISOR'S EMPLOYMENT:
LICENSE NUMBER: Fromi___ . To:
EXPIRATION DATE: SPECIALTY AREA;
DATES OF SUPERVISED CLINICAL EXPERIENCE; NUMBER OF HOURS: CLYNICAL SPECIALITY:
From: To:
From: To:
Fromg , To:

I certify under penalty of perjury that I have verified that the above named applicant received the number of super';:'ised

clinical hours in the appropriate discipline In clinical practice in the performance of diagnostic and trantment procedures 5
aessential to the provision of primary care. 1

STGNATURE OF SUPERVISOR:

{Rav. 03/2018) 7
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INFORMATION COLLECTION AND ACCESS

The Information Practices Act, Section 1798.17 Civil Code, requiresN

llowing information to be
provided when collecting information from individuals.

Agency Name:

Address:
P.0. BOX 944210, SACRANIENTOQ, G4
Authority which authorizes the mainte
SECTION 30, SECTION 2732.1(a), BUSI

POSSIBLE TR ER TO LLAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND
REPORTING 1. CIAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR
FOR CHILD SUPPORT 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
THENM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE,

{Rew, (132201R) 8




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 smployment, and
as a prerequlisite to that employment, all mandated reporters must slgn a statement on a forin
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 will comply with those provisions.

California Penal Code Section 11168 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 or within the scope of his or her
employment, has knowledge of or observes a child whom the man ated reporter knows or
reasonably suspects has been the victim of child abuse or neglect o mandated reporter must
make a report {o the agency immediately or as soon as is practicabl ssible by telephone, and

the mandated reporter must prepare and send a written report thereof 36 hours of receiving
the information concerning the Incident. :

Failure to comply with the requirements of Penal Codé
punishable by up to six months in a county jali, by a firies
both imprisonment and fine,

For further details about these requireme
sectlons.

(Rov 03/2010) 8
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INSTRUCTIONS:

1. The application fee for the Temporary Nurse Practitioner Certificate (TC/NP) is 3

2. The TC/NP will not be issued until the Application for Nurse Practitloner Certific

complete with exception of
criminal record clearance from the Depariment of Justice (DOJ)

vestigation (FBI).

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

4, Possession of a current and active Callfornia Temporary RN Lice:

PLEASE NOTE: IF YOU ALREADY POSSESS A PER ‘ NG GIBLE FOR THE

TEMPORARY NURSE PRACTITIONER CERTIFICA Hin : RIFME TC/NP WILL NOT BE

REFUNDED. g ;

(PRINT OR TYPE)

LAST NAME: IDDLE NAME:

ADDRESS: DATE OF BIRTH: (MonthvDay/Year}

City S Country Postai/Zip Code | U.S. SOCIAL SECURITY NUMBER or
INDIVIDUAL TAXPAYER 1D NUMBER:

S NAMES: ¢ Meiden) MOTHER’S MAIDEN NAME; (Last Name Only)

TEMPORARY RN LICENSE NUMBER:
EXPIRATION DATE:

NAME OF NURSE P

ADDRESS:

Nu City State PostaliZip Code

TYFE OF PROGRA

[J CERTIFIGATE © ENTRANGE DATE:
7] MASTERS . {Monih/Day/Year}
[ POST-MASTERS COMPLETION DATE:

SPECIALTY: (Monih/Day/Vear]

} cortify under penalty of perjury that the above information regarding the Application for the Temporary Nurse Practitioner
Certificate is true and correct.

SIC'NA TURE OF APPLI CAN T: DATE:
S e T e D R T
{ev. 03/2018) 1
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INFORMATION COLLECTION AND ACCESS

The Information Practices Act, Section 1788.17 Civil Code, requires

owing information to be
provided when collecting information from individuals.

Agency Name:
BOARD OF REGISTER
Title of officlal responsible for information maintenance:
EXECUTIVE OFF)
Address:

P.O. BOX 944210, SACRANIENTO, CAS4%
Authority which authorizes the maintenaty
SECTION 30, SECTION 2732,1(a), BUSI '

495(c)(2)(C)) AUTHORIZE COLLECTION OF YOUR U.S.
TIN. IF YOU EAIL TO DISCLOSE YOUR U.8. 8OCIAL SECURITY

5% IAL SECURITY NUMBERII'i'IN TO THE FRANCHISE TAX BOARD OR
FOR CHILD SUPPOURT 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.

{Hev, 1322018) 2
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MANDATORY REPORTER

Under California law sach 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 form
provided fo hitm 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,

Callfornia Penal Code Section 11166 requires that all mandated reporters make a report to an
agency specified in Penal Code Section 11185.9 [generally law enforcement agencies] whenever
the mandated repotter, in his or her professional capacity or within the scope of his or her
employment, has knowledge of or observes a child whom the mandafggl reporter knows or
reasonably suspects has been the victim of child abuse or neglect. emandated reporter must
make a report to the agency immediately or as soon as s practicably pd by telephone, and
the mandated reporter must prepare and send a written report thereof w hours of receiving
the Information concerning the incident. 17

Failure to comply with the requirements of Penal Code Se
punishable by up to six months in a county jall, by a fine o
hoth imprisonment and fine,

For further detalls about these requirements,
sections,

{Rav 0342015) 3
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OEPARTHENT OF CONBIHAEN ARPAING

BOARD OF REGISTERED NURSING
PO Box 944210, Sacramento, CA 942442100
P (918) 322-3360 F (816) 574-8637 | www.rn.ca.gov

APPLICATION FEE - $400.00

D MILITARY HONORABLE DISCHARGE - Check here if yout seivad as an aclive duty
member of the Armed B s or the Unlted States and were honorably discharged.,

PERSONAL DATA (PRINT OR TYPE)
LAST NAME: FIRST NAME:

MIDDLE NAME:

ADDRESS: Number & Street OF BIRTH: (Month/Day/Year)
Gity ‘ State BER or

NUMBER:**
TELEPHONE NUVIBER: PREVIOUS NAM

Home ( )

Alternate ( )

CA RN LICENSE NUMBER: P SPECIALTY:

NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE
NAME OF NURSE PRAGEFIONER PROGRAN { COURSE

MPLETION DATE: | # QTR/SEM UNITS:

NAME OF ACADE SOURSE: o

& Street Ty State Zip Code

| certify, und cier the laws of the State of California, that the foregoing is true and correct.

SIGNATURE OF A DATE:

= 1,8, SOCIAL SECURITY NUMBER/ITIN DISCLOSURE STATEMENT

Disclosure of your U.5, Social Security Number/ITIN 1s mandatory. Sectlon 30 of {he Business and Professlons Code and Public Law 84-455 (42 USC seclion 405 (o)}(2)(C)) authorizes collediion

of your U.8, Sccial Securlly NumbedITIN. Your U.S. Social Secority Number/ITIN will be used exclusively for tax anforcemen! purposes and for purposes of compliance with any judgment or erder for
family suppart 0 accordance with section 17520 of the Family Cods, or for veriiication of ficensurs or examinalion status by 2 licensing or examination entily which utilizes 8 nalional axeminetion and

whare licensure is reciprocal wilh the requesting slate. If you fail 1o disclose youwr U.S. Sccial Security Number/iTIN, your applleation for intlial or renewal licenss will not be processed and you wilt
be raported lo the Franchise Tax Board, which may assess & $100 penalty against you.

(Rov, 03/2018) 1
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NURSE PRACTITIONER
ADVANCED PHARMACOLOGY COURSE VERIFICATION

In order fo furnish drugs and/or devices pursuant to Business and Professlons Code, Section 2838.1, the Nurse Practitioner must
complete a Californla Board of Registered Nursing approved advanced pharmacology course. The criteria for the advanced
harmacology course Is listed on the two (2) page attachment.

(PRINT OR TYPE)
LAST NAME: FIRST NAME:
ADDRESS: Number & Street
City State Country
TELEPHONE NUMBER: PREVIOUS NAMES: {in
Home ( )
Alternate ( )
CALIFORNIA RN LICENSE
NUMBER:

SIGNATURE OF APPLICANT:

“iTO BE COMPLETED BY THE DIRECTOR OF THE NURSE PRACTITIONER [~
' A ACADEMIC PROGRAM |

number in Californids
terla for the advanced

The above applicant hag

# provide the following information. and mall  to the
California Board of

acology course is listed on the two (2) page attachment

TELEPHONE NUMBER:

State Zip Code

Entrance:; Completion:

{Month/Day/Year) (Month/Day/Year)
3, specify the course {itle:
SENO, was integrated in the program curriculum? r o
YES NO

tar units; D 5 quarter units: a o 45 hours: g o
YES NO YES NO YES NO

Equivalent to; 3

The drugs or devices 2 ished or ordered by a Nurse Practitioner in accordance with standardized procedures or
proiocols developed whel i¢ drugs or devices furnished or ordered are consistent with the practitioner’s educational
preparation or for which clinital competency has been established and maintained. 0o o

YES NO

The Advanced Pharmacology course includes the key poinis and course objectives listed on the two (2) page
attachment,

0o
YES NO

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

SIGNATURE:

(Rovy, 03/2015) 2
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i —— ! BOARD OF REGISTERED NURSING
!

) ] PO Box 944210, Sacramento, CA 94244-2100
DEPATIENT OF GNEUIER AFFAIRG P (916) 322-3350 F (916) 574-8637 | www.rn.ce.qov

NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE FOR FURNISHING

These revised puidelines 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 course based on t

pharmacology and pharmacotherapeutics,
o A three (3) semester units or five (5) quarter units

KEY POINTS:
The advanced pharmacology course must i

The mechanism for ongoing commyf
¢ The requirements for approved

L4

Btibstances that are to be furnished
ai"ety Code (HSC) DIVISIOH 10,

»De.ﬁ,mtlons, for
¢ The furnishing
furnished with

nfrelled substances that are to be
P Health and Safety Code (HSC)
¥ for Certified Nurse Midwives.

 the health assessment of the client to identify an appropriate
nd/or devices

dverse reactions.

es pursuant to standardized procedures and in conformance with
and/m' regulations.

8. Uses kndh : %;, ¢ ancl awareness of the role of herbal and natural remedies while treating disease

states.

{Rev. 03/2019)

(V)

{Continued on both sides of page)
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¢ (

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

FACULTY QUALIFICATIONS

All stated qualifications must be met by the faculty, include Directots and instructors.

»  Current, valid and clear license to practice in the appropriate discipline,

Demonstrates expertise in the theoretical and clinical aspects of pharmacology/pharmacotherapeutics,
Possesses at least two years of experience in the teaching of advanced pharmacology.

Includes a faculty member who has completed a doctoral level pharmacology/pharmacotherapeutics degree,

Demonstrates evidence of advanced o]mmal practice within the past five years applying the principles of
advanced phatmacology,

ADVANCED PHARMACOLOGY ENABLING OBJECTIVES
e Defines and verbalizes an understanding of the terminology of advanced ph
to be included)

Identifies sources of drugs and provides examples of dru
Desctibes the “targets” of drugs.

Describes the pharmacokinetic process of absorption, distrib¥
Identifies factors that alter the processes of
Analyzes how the body’s acid base envi
distribution, metabolisin, and excretion,
Degcribes variables that determine
Defines half-life and.explains the impo¥
Describes factors that mt‘luence a drug 8
Analyzes the relationship
Understands the pharm

logy, (Vocabulary list

h drug source,

tic drug regiméen.

e » @ =

iological responses.

ies of drugs, 1.e.,

¢ treatment regimens,

&P) 1o 1dent1fy appropriaic

and contrasts drugs vsed 1o treat specific conditions.

con drugs and herbs, vitamins, minerals, and trace elements,

, and after specific drug regimens,

se and compliance of the client to the drugs/devices and

s1de effects, and maR
w therapeutic range,

requirements, standardized procedures, and ethical standards,
and uses the resources to maintain clinical competency for

t dosage/s to take, how to take the medication/s i.e.,, with or without food,
alion is missed, side effects to expect, and adverse ovent/s to report to the

#hat influence medication compliance,

and involves the client and family in the decision making process re: drug treatments.

s Chooses most appropriate drug for a discase base upon client’s symptomatology, health status and
lifestyle,

{Continyed on both sldes of page)
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DEPARTMENT OF SONHBUMER ARFAIRG

INFORMATION COLLECTION AND ACCESS

The Information Practices Act, Section 1798.17 Civil Code, requires the'ig|

ing information to be
provided when collecting information from individuals,

Agency Name:

Address:
P.Q.BOX 944210, SACRAMENTO,

TIATION STATUS. REBIION 30 OF THE BUSINESS AND PROFESSIONS
4-455 (42 USC SECTIONAS
BER/ITIN. IF YOU FAIL TO DISCLOSE YOUR U.S. SOCIAL SECURITY
FETHE FRANCHISE TAX BOARD, WHICH MAY ASSESS A
ND ADDRESS LISTED ON THIS APPLICATION WILL BE

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,

{Rewv 03/2018)

(92}
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MANDATORY REPORTER

Under Galifornia law each person llcensed by the Board of Registered Nursing [s 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 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 will comply with those provisions,

Caiifornia Penal Code Section 11166 requires that all mandatec)
agency specified in Penal Code Section 11165.9 Jgenerally law €
the mandated reportet, in his or her professional capacity or with i
employment, has knowliedge of or observes a child whom the mancd®
reasonably suspects has been the victim of child abuse or neglect, T
make a report to the agency immediately or as soo
the mandated reporter must prepare and send a wr it th ours of receiying
the information concerning the incident. S

oriers make a report to an

ement agencies] whenever
scope of his or her
porter knows or

Failure to comply with the requirements
punishable by up to six months in a ¢
both imprisonment and fine,

For further details about these req
sections,

(Rav 03/2018) 6
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REPARYMENT OF CONBUMLE AFHAING

i
] BOARD OF REGISTERED NURSING

APPLICATION FOR NURSE PRACTITIONER {NP) CERT]FlCAT]ON

APPLICATION FEE - $a00 00

D MILITARY HONORABLE DISCHARGE - Check here i you served as an active duly
member of the Armed Forces of the Unlted States and were honorably dischargad.

PERSONAL DATA (PRINT OR TYPE)

LAST NAME; FIRST NAME: MIDDLE NAME:
ADDRESS: Number and Street
City ' ’ - | State PostaliZip Code

HOME TELEPHONE NUMBER:

( )

DATE OF BIRTH:
(Month/Day/Year)

NUMBER:

RN LICENSUS

California RN License Number; o

TYPE OF PROGRAN:

L] ASSOCIATE DEGREE
DIPLOMA
BACCALAUREATE DEGREE
MASTERS DEGREE/NURSING

Name of Profes

City Entrance Date;

Graduation/Completion Date:

NURSE PRACTITIONER EDUCATION

TYPE OF NURSE PRACTITIONER ACADEMIC PROGRAM:

7

1Y

Name of Nurse Practitioner Academic Program % ;ig:rr[g;csATE

[[] POST-MASTERS

City State Country

Entrance Date:

Area of Specialization:

Graduation/Completion Date:

L

{Rev, 03/2018)

(Questions on both sides of page)
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. {
NANE OF APPLIGANT:

NURSE PRACTITIONER PROFESSIONAL CERTIFICATION (If Applicabie):

METHOD OF CERTIFICATION:
] EXAMINATION
[T} OTHER {Please Explain):

Name of Organization/Assoclation

Area of Specialization:

Original Date of Certification: !

Cartificatlon Number:

Current Recertif{8R=8N Cysle Dates:

BACKGROUND INFORM

Have you applied for a Nurse Practitioner certificate In Callfornia? 0 0
If yes, name on previous application: YES NO
Heve you ever been issued a Nurse Practitioner certificate [h California O M
If yos: STOPI DO NOT CONTINUE. Please contac sapply or file a petiton G By’ —° NO
for reinstatement of your Callfornia Nurse Practiilo

Have you ever had disclplinary proceedings & any license as%g care related license of O 0
certificats. Including revocation, suspension, probigi@h, voluntary strren eeding in any state or YES NO
country? If yes, please provide a detalled wiiltefizSaplanation, Including country where the

discipline occurred, :

Have you ever heen convi explain fully as described in ] 0
the applicant instructionsg ted, dismissed or expunged YES NO
or if & divarsion program influence, injury to persons h

or providing false Informatid olea of nolo contendere (no

contest), a8 well as pleas OR AS WELL AS FELONY

CONVICTIONS,

| understand
oceurs hetwee
the California
license/cattificate
understand that fafiw

ifornia registered nurse license Is issued. | am also required to report to
action andfor voluntary surrender agsinst ANY health-care related
on and the date that a Californla registered nurse license Is issued. !
ioh or subsequent disciplinary action against my licensefceriificate.

| cerfify, under pena

-Information provided | tion with t iBplication for licensure is true, corract and
complete. Providing fal formation or omliting required Information is grounds for Attach a recent 2"x2"
denial of licensure or ficen§&#evocation in California. : passport type photograph.

Please tape on all four sldes.

Head and shoulders only
SIGNATURE OF APPLICANT DATE

= 1.5, BOGIAL SECURITY NUMBER/ITIN DISCLOSURE STATEMENT

Disclosuro of your 1.8, Boclal Securlly Number/|TIN Is mendntery. Section 30 of lhe Businese and Professions Code and Public Law 94-4565 {42 USC seclicn 405(c}{2)(C)) authorlzes colieation of
your U.8. 8oclal Securlly Number/ATIN, Your U.5. Boclal Securlty NumbasfITIN wil be used exalusively for lax enforcement purpeses and for purposes of compliance wilh any judgment or order for famlly
support In apeordance with section 17620 of the Family Code, or for verification of lcensure or examination stalus by a licensing or examination entity which ulllizes a natlonal examination and where

llcensure I8 reciprocal wilh Lhe requesting siate. Il you fait o disolose your LLS. Saclel Securily Number/[TiN, your appiicaiion for Initial or ranewal llicense will nol bo processed and you wil be
raported to the Frenchise Tax Board, which may nssess a $100 penalty against you.

{Rev. 03/2016)
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55
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VERIFICATION OF NURSE PRACTITIONER ACADEMIC PROGRAM

I {5

TO BE COMPLETED BY APPLICANT: Please complete Section A and forward lo the program director/reprasentative for the nurse practitioner academic program for
completion, Officlal transcripts submitied must include all completed coursswork with the certificate/degree status conferred and must be sent directly to the Board of
Reglstered Nursing by the Registrar's Office/Transcript Office. A processing fae may be required for the submlssioj he official transcripts.

(PRINT OR TYPE)

LAST NAME: FIRST NAME: MIDDLE NAME:

ADDRESS: Number & Street ATE OF BIRTH: (Month/Day/Year)

City State C ' 2 ®OBIAL SECURITY NUMBER or
AXPAYER ID NUMBER

TELEPHONE NUNBER: PREVIOUS NAMES: (ncluding Mag {Last Name Only)

Home ( )

Alternate ( )
E-MAIL ADDRESS:

IFORN LICENSE NUMBER:
PIRATION DATE:

NAVE OF ACADEMIC FROGRAM:

SIGNATURE OF APPLICANT:

TELEPHONE NUMBER: (

ADDRESS: State Postal /Zip Cade

Entrance Date:

[[] CERTIFICAT
[} MASTERS
[[] pPOST-MASTERS

{Month/Day/Year}
Completion Date:

{Month/iDay/Year)

SPECIALTY: e Date Certificate/Degree Status Conferred:
! {Monfh/DayrYear) |
OUT OF STATE NP ACADEMIC PROGRAM GRADUATES:
Recognized by Commission on Collagiate Nursing Education: O O
YES NO

If yes, Name: Program Approval Cycle Dates:

1 certify under penalty of perjury that the documentation regarding the completion of the nurse practitioner academic
program for the above named applicant is true and correct,

SIGNATURE: TITLE:

(Rev. 032019) 3
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL
ORGANIZATION/ASSOCIATIO

METHOD 2

TO BE COMPLETED BY APPLIGANT: Piease complete Section A and aubmlt o the applicable natlonal organization/assoclation to verlfy your nursing practitioner
certiication status, A fee Is required by the national organization/fassociation for the prosessing of the vertfication form,

{A._TO BE COMPLETED BY APPLICANT|

(PRINT OR TYPE)

LAST NAME; FIRST NAME: MIDDLE NAWE:; T
ADDRESS: Number & 8{reet DATE OF BIRTH: (Month/Day/Year)
City State | Country PostaliZip Cod SOCIAL SECURITY NUMBER or

IDUAL TAXPAYER ID NUNBER:
TELEPHONE NUMBER: PREVIOUS NAMES: (inclu OTHER’S NAWE: {Last Name Oniy)
Home { )
Alternate ()

PIRATION DATE:

NAME OF ACADEMIC PROGRAM: PECIALTY:
SIGNATURE OF APPLICANT: DATE:

IB.. TO BE COMPLETED BY THE CERTIFYING NATIONAL ORGANIZATION/ASSOCIATION i
The above applicant has ap nurse practitionel ‘ :
Registered Nursing at the abo eS8,

he followlng Informatien and mall to the Board of

HONE NUMBER: ( )

State Postal/Zlp Code

QRIGINAL DATE OF CERTIFICATION:

NURSE PRACTITIO

CURRENT RENEWAL CY ATES FOR CERTIFICATION/RECERTIFICATION:

(T not applicable, please exp

From: To:
{Month/Year) {Month/Year)

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

SIGNATURE:

TITLE:

(Rov. 03/2019)
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Verlfication of the applicant's clinical competency in the defivery of primary care is {
to use the title "Nurse Practitioner” in Callfornia.

PRIMARY CARE means comprehensive and continuous care provided to
preventatlve care, heaith promotion, disease pravention, health maintenan
ilinesses in a variety of practice settings. (Cafifornia Code of Regulations

CLINICALLY COMPETENT means the Individual possesses and exert] : . ience ordinarlly possessed and
exerclsed by a certified nurse practitioner providing healthcare in the sam : i nce must be such that the
nurse received intensive experience.ln performing the diagnostic and treab £ ¢ 3 isi

of Regulations Sectlon 1480(c}).

The verifying nurse practitioner and physician MUST mig
1, Gurrent, clear and active licensure to pr:
2. Clinical competency in the provision of§
3. Direct observations of clinical practic

(PRINT OR TYPE)
LAST NAME:

The above applican

allfomla Please provide the following Information and mall to the Beard of
Registered Nursing at

LAST NAME: NAME; MIDDLE NAME;
ADDRESS OF AGENCY: State Pastal/Zip Code
TELEPHONE NUMBER: U.5. SOCIAL SECURITY NUMBER:
DATES EMPLOYED IN SPECIALTY AREA:

RN LICENSE NUMBER:
EXPIRATION DATE: From: To:
MNP CERTIFICATION NUMBER: PROFESSIONAL SPECIALTY:
METHOD(S) UTILIZED TO EVALUATE APPLICANT’S CLINICAL COMPETENCY: PERIOD OF CLINICAL EVALUATION:

From: To:

(Month/Year) {Month/Yaar)

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:

PR BTG ER TR iz SR 5
{Ruv, 02/2019) ' 5
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Verificatlon of the applicant's ciinical competency in the delivery of primary care is ¢
to use the title “Nurse Practitioner” in California.

PRIMARY GARE means comprehensive and continuous care provided t
prevantative care, heailth promotion, dissase prevention, health maintena
linesses in a variety of practice settings. (Callfornia Code of Reguiation

CLINIGALLY COMPETENT means the individual possesses and sxer
exercised by a cerified nurse practitioner providing healthcare In the sa
nurse received intensive experience in performing the diagnostic and treatm
of Regulations Section 1480(c)).

The verifying nurse practitionsr and physiclan MUST
1. Current, clear and active licensure to p
2. Clinical competency In the provision o
3. Direct chservations of clinlcal practice

nity. Primary care focuses on basic
and (reatment of acute and chronic

(PRINT OR TYPE)

LAST NAME:

MIDDLE NAME:

UU.5. SOCIAL SECURITY !

CALIFORNIA RN LICENSE NUMBER:
INDIVIDUAL TAXPAYER |

The above applicant

: Ilfc;rnla, Please provide the following information and mail to the Board of
Regigterad Nursing al

LAST NAME: FRST NAME: MIDDLE NAME:

ADDRESS OF AGENCY:

State Postal/Zip Code

TELEPHONE NUMBER: U.5, SOCIAL SECURITY NUMBER:

DATES EMPLOYED IN SPECIALTY AREA;
MD LICENSE NUMBER:

EXPIRATION DATE:

From: To:

PROFESSIONAL SPECIALTY:

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

From: To:

{Month/Yoar) {Month/Year)

I certify under penaity 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:

(Rerv. 03/2019) 6
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PO Box 944210, Sacramento, CA 94244-2100
P (918) 322-3350 F (916) 574-8637 | www.rn.ca.gov

er to use the title "Nurse Practitioner” in California.
4 he community, Primary care focuses on basic

praventative care, health promotlon, disease prevention, health maintenance, patient§

Inesses in a varlety of practice settings. (California Code of Regulations Seclion 1480{5

CLINICALLY COMPETENT means the individual possesses and exercises
exercised by a certified nurse practitioner providing healthcare in the sam
nurse received intenslve experiance in performing the diagnostic and tregf
of Reguiations Seclion 1480(c})).

ssential to the prog By, of primary care. (California Code

The verifying nurse practitioner and physician MUST meet the following r
1, Current, clear and active licensure to practice,
2, Glinical competency in the provision of primary
3. Direct observations of clinical practice.

(PRINT OR TYPE)
LAST NAME:

MIDDLE NAME:

U.5. SOCIAL BECURITY NUMBER of _

EORNIA RN LICENSE NUMBER:
INDIVIDUAL TAXPAYER ID NUM

SIGNATURE OF APPLICANT:

The above appl
Registered Nursl

ADDRESS OF AGENG State Pastal/Zip Code

NAME OF APPLICANT'S SUPERVISOR'S TELEPHONE NUMBER!:
SUPERVISOR'S TITLE: DATES OF SUPERVISOR'S EMPLOYMENT:
LICENSE NUMBER; From: To:
EXPIRATION DATE: SPECIALTY AREA:
DATES OF SUPERVISED CLINICAL EXPERIENCE: NUMBER OF HOURS: CLINICAL SPECIALITY:
From: » To:
From: To:
From: To:

I certify under panalty of perjury that I have verified that the above named applicant raceived 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;

(Rav. 0312016} 7
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UEPARTHENT OF CONUUMER AFEAIRG

INFORMATION COLLECTION AND ACCESS

The Information Practices Act, Section 1798.17 Civil Code, re

following information to be
provided when collecting information from individuals.

Agency Name:

BOARD OF REG D NURSING

Address:;
P.0.BOX 944210, SACRAMENTOQ

Authority which authorizes the
SECTION 30, SECTION 2732.

The conseque Formation:
FAILURE BON WILL RESULT IN THE
APPLICAT

The principal ) :
TQ DETE}RNIINE > BTAL SECURITY NUMBER/TIN WILL BE

POSSIBLE TRANSEER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND
REPORTING U. BCIAL SECURITY NUMBER/ITIN TO THE FRANCHISE TAX BOARD OR
FOR CHILD SUPPQRE 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.

{Rev. 43:2019) 8
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MANDATORY REPORTER

Under California faw 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 form
provided to him or her by his or her smployer to the effect that he or she has knowledgs of the
provisions of Penal Code Section 11166 and will comply with those provislons.

California Penal Code Section 111886 requires that all mandated reporters make a report to an
agency specified in Penal Code Section 11165.9 [generally ilaw enforcement agencies] whenever
the mandated reporter, in his or her professlonal capacity or within tife scope of his or her
employment, has knowledge of or observes a child whom the m reporter knows or
reasonably suspects has been the victim of child abuse or neg te mandated reporter must
make a report to the agency immsadiately or as soon as is pr possible by telephone, and
-the mandated reporter must prepare and send a written re Ithin 36 hours of receiving
the information concerning the incident. ‘

Failure to comply with the requirements of Penal

punishable by up to six months in a county jaﬂ ($1,000), or by
both imprisonment and fine, ,

For further details about these requirements, con
sections,

(v 0X/018) *]
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o BOARD OF REGISTERED NURSING
R ! PO Box 944210, Sacramento, CA 94244-2400
P (916) 322-3350 F (916) 574-8637 | www.In.Ca.qov

APPLICATION FOR TEMPORARY NURSE PRACTIT!ONER (NP) CERTIFICATE

L P R R R TR

INSTRUCTIONS:

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

2. The TCINP will not be issued until the Application for Nurse Prac{
criminal record clearance from the Department of Justice (DOJ) and t

3, The TC/NP will not be mailed to an In-care-of address or

4. Possession of a current and active California Tempo

PLEASE NOTE: IF YOU ALREADY POSSESS A PERMANENT E FOR THE

TEMPORARY NURSE PRACTITIONER CERTIFICATE {TC/NP) AN P WILL NOT BE

REFUNDED.

(PRINT OR TYPE)

LAST NAME: MIDDLE NAME:

ADDRESS: Numb DATE OF BIRTH: (Montt/Day/Year)

City fip Code | U.S.S0CIAL SECURITY NUMBER or
INDIVIDUAL TAXPAYER ID NUMBER:

TELEPHO! UMBER; VIOUS NAMES ¥ibiuding Maiden) MOTHER'S MAIDEN NAME: (Last Name Only)

Home
Alternate

TEMPORARY RN LICENSE NUMBER:
EXPIRATION DATE:

I"NAWME OF NURSE.

[ ADDRESS: Numbe¥ City State Postal/Zip Code

TYPE OF PROGRA!
[] CERTIFICATE ENTRANGE DATE:
[:] MASTERS {Month/Day/Year}
[ POST-MASTERS COMPLETION DATE:
SPECIALTY; (MontivDay/Yean

| certify under penalty of perjury that the ahove information regarding the Application for the Tempaorary Nurse Practitioner
Certificate is true and correct.

SIGNATURE OF APPLICANT: DATE:
R R R S T ST GE:

(Rev. 03/2010) _ 1
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INFORMATION COLLECTION AND ACCESS

The information Practices Act.' Section 1798.17 Civil Code, requjzg

ollowing information to be
provided when collecting information from individuals.

Agency Name;
BOARD OF REGISTERED NURSING
Title of official responsible for information maintenafit
EXECH
Address:

The principal
TO DE

W 405(c)(2)(C)) AUTHORIZE COLLECTION OF YOUR U.S.
DISCLOSE YOUR U.S. SOCIAL SECURITY
RANCHISE TAX BOARD, WHICH MAY ASSESS A $100

Any known
information:

POSSIBLE TRAN RTO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND
3CIAL SECURITY NUMBER/TIN TO THE FRANCHISE TAX BOARD OR
NFORCEMENT PURPOSES PURSUANT TO SECTION 30 OF THE

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

(Rev.030019) 2
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MANDATORY REPORTER

Under Callfornia 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 form
provided to him or her by his or her empioyer to the effect that he or she has knowledge of the
provislons 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 or within thegkope of his or her
employment, has knowledge of or abserves a child whom the mand orter knows or
reasonably suspects has been the victim of child abuse or neglects andated reporter must
make a report to the agency immediately or as soon as is pract] sible by telephone, and
the mandated reporter must prepare and send a written repoy n 36 hours of receiving
the information concerning the incident.

Falfure to comply with the requirements of Penal Cod =
punishable by up to six months in a county jail, b ,000), or by
both imprisonment and fine.

For further details about these requirements, consul

11164, and s% ent
sections,

{Roy 03/2018) 3
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NLJRSE PRACTITIONER FURNISHING NUMBER APPLICATION

MILITARY HONORABLE

QHARGE - Cheok here If you served as an aciive duty
member of the Arm

the United Stlates and were honosably discharged,

PERSONAL DATA (PRINT OR TYPE)
LAST NAME: FIRST NAME;

MIDDLE NAME:

ADDRESS: Number & Street DATE OF BIRTH: (Month/Day/Yaar)

o : State OCIAL SECURITY NUMEER or
AL TAXPAYER ID NUMBER:*
TELEPHONE NUMBER: PREVIOUS NAMES: (includiFg ; ‘ ‘ E: (Last Name Only)

Home { }

Alternate { }

CA RN LICENSE NUMBER: NP SPECIALTY:

NAME OF NURSE PRAS COMP E ETION DATE: | # QTR/SEM UNITS:

NAME OF ACADEMIC

State Zip Code

I certify, under pé ¢ laws of the Siate of California, that the foregoing is frue and correct.

: - DATE:

SIGNATURE OF AP

*1).5, SOCIAL SECURITY NUMBEEITIN DISCLOSURE STATEMENT

Disclosure of your U.S. Social Security NumBer/ITIN Is mandatory. Seclicn 30 of the Business and Professions Code and Public Law 94-455 (42 USC seclion 40 5{c){2KC)) authorizes collaclion

of your U.5. Soclal Securlty Numbar/ITIN, Your U.8. Bodial Securily Number/ITIN will ba used exclusively for lex enforcement purpuses and for purpesas of compliance wilh any judgment or order for
family supporl in accordance with section 17520 of lhe Famlly Code, or for verification of licensure or examination status by a licensing or examination entily which utifizes a nationel examination and

where licansure 16 raciprocal with the requesting slate. If you fall 1o discliose your U.S. Soclal Securily Number/iTIN, your application for inltial or renewal license will nol be procassad and you will
ha raporied o the Franchise Tax Board, which may assess a $100 penalty against you

{Ray. 672010} 1
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NURSE PRACTITIONER
ADVANCED PHARMACOLOGY COURSE VERIFICATION

VES

pharmacology course is listed on the two (2) page attachment,

[TO BE COMPLETED BY AP

(PRINT ORTYPE)
LAST NAME: FIRST NAME:
ADDRESS: Number & Strest RTH: (Month/Day/Year)
City v State | County, Zip Codé 8. NUMBER or INDIVIDUAL
TELEPHONE NUMBER: PREVIOUS NAMES: (including ame Only)
Home ( )
Alternate ( )
CALIFORNIA RN LICENSE CANE : : COURSE WAS TAKEN:
NUMBER:

SIGNATURE OF APPLICANT; DATE:

provlde the followlng information and mail  to the
i 2) page:attachment,

TELEPHONE NUMBER:

State Zip Code

Entrance: Completion:
(Month/Day/Year) (Month/Day/Yesr)
ecify the course title:

iFWas integrated in the program curriculum? 0 g
YES NO

5 quarter units: O O 45 hours: o O

YES NO YES NO YES NO

ished or ordered by a Nurse Practitioner in accordance with standardized proceduras or
drugs or devices furnished or ordered are consistent with the practltuoners educational
wcompetency has been establishad and maintained,

o YES NO

The Advanced Pharmacology course includes the key points and course objectives listed on the two (2) page
attachment.

The drugs or devices ar
protocols developed when
preparation or for which clif

0O o
YES NO

I certify under penaity of perjury under the iaws of the State of California that the foregoing is true and Correct,

SIGNATURE:

{Rov. 03/2019) 2
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NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE FOR FURNISHING

These revised guidelines ate established for Nurse Practitioner p
pharmacology courses in order to meet Furnishing requirements

s who offer advanced

MINIMUM COURSE OFFERINGS
¢ A post-RN licensure advanced pharmacology cou
pharmacology and pharmacotherapeutics.

s A three (3) semester units or five (5) quarter

e RN’s previous knowledge of

KEY POINTS:
The advanced pharmacology course must inci
e The mechanism for ongoing communicatic
¢ The requirements for approved
s The requirement to furnishgdi ) |
¢ The furnishing responsi i N ed substances that are to be furnished
with a patient-specific p ol i i j 5 and Safety Code (HSC) Division 10,
Uniform Controlled Su! i 11 pter 1. General Provisions and
Definitions, for Nurse Praguisi
s The farnishing responsib ' ' 1% ' olled substances that are to be
furnished

f the client to identify an appropriate

a therapeutic regimen that maximizes the
ng adverse reactions.

observe the effects of drugs 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

states.

(Rey. D3/2019) 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 request.

FACULTY QUALIFICATIONS
All stated qualifications must be met by the faculty, include Directors and instructors.

¢ @ 4 ¢

ADVANCED PHARMACOLOGY ENABLING OBJECTIVES

s & & = »

{Rav. 03/2019)

Current, valid and clear license to practice in the appropriate discipline.
Demonstrates expertise in the theoretica! and clinical aspects of pharmacology/pharmacotherapeutics.

‘Possesses at least two years of experlence in the teaching of advanced pharmacology.

Includes a faculty member who has completed a doctoral level pharmacolggy/pharmacotherapeutics degree,

Demonstrates evidence of advanced clinical practice within the past £ s applying the principles of
advanced pharmacology.

Defines and verbalizes an understanding of the terminology
1o be included)

Identifies sources of drmgs and provides examples of
Describes the “targets” of drugs,

Describes the pharmacokinetic process of abs
Identifies factors that alter the processes of absows
Analyzes how the body’s acid base envirenment a
distribution, metabolisin, and excretion of drugs
Describes variables that determing
Defines half-life and explains tl
Describes factots that influenc
Analyzes the relationship be

macology. (Vocabulary list

tapeutic drug regimen.

ophysiclogical responses.

Understands the pharmacokin : : ategories of drugs, i.e.,
antibiotics, antiai:hythmics, aiti g riens trace c, used sific treatment regimens.
‘ ) to ideniify appropriate
' and recognizes the role of
herbal an
Based

: cs, ideniifies the indications,
ratiopale I i ; ¢ to freat specific conditions.
Undetstan ‘ g #hins, minerals, and trace elements,

onse and compliance of the client fo the drugs/devices and
dapes adverse events that may oceur,

it prescriptions.
irements, standardized procedures, and sthical standards.
{ uses the resources to mainfain clinical competency for

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

is missed, side effects 1o expect, and adverse event/s to report {o the
prescriber,
Identifies facto t influence medication compliance.

Provides compr ive and appropriate client and family education re: drugs of choice and alternatives
and involves the ¢ and family in the decision making process re: drug freatments.

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

4 {Continued on both skdes of page)
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INFORMATION COLLECTION ANREACCESS

The Information Practices Act, Section 1788.17 Civil Code, re

llowing information to be
provided when collecting information from individuals,

Agency Name:

Address:
P.O. BOX 944210, SACRAMENTO,,

Telephone Nul
(916) 322-3350

Authority which authorizes the
SECTION 30, SECTION 2732.

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

{Rev 03f2018}
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MANDATORY REPORTER

Under California law each person licenset by the Board of Registered Nursing is a “Mandated
Reporter” for chlld abuse or heglect purposes. Prior o commencing his or her employment, and
as a prerequislte 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 Cocde Section 11166 and will comply with those, provisions.

California Penal Code Section 11166 requires that all mandatg
agency specified in Penal Code Section 11165.9 [generally
the mandated reporter, In his or her professional capac
employment, has knowledge of or observes a child why
reasonably suspects has heen the victim of child abus neglec
make a report to the agency immediately or as soon as Is practicab
the mandated reporier must prepare and send :

the information concerning the incident,

ers make a repoit to an
rcement agencies] whenever
in the scope of his or her

tated reporter knows or

e mandated reporter must
ble by telephone, and

Fallure to comply with the requirements of
punishable by up to six months in a county A : 000), or by
both imprisonment and fine, ) .

For further details about the

ection 11164, and sulSequent
sections.,

(Rov 03/2019) 6
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