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GENERAL INSTRUCTIONS AND APPLICATION REQUIREMENTS FOR 
NURSE PRACTITIONER (NP) CERTIFICATION 

GENERAL INSTRUCTIONS 

Nurse Practitioner certification eligibility requires the possession of an active California registered nurse (RN) license 
(California Code of Regulations, Section 1482). 

If you ?O ~~J)1.R~~.~-ss an acti,K~.ij~l._iJw.ma RN.JJ2~H?2~nd have.,Q.~Y~!:JWP!ied for a C~Ff.9rnia RN lic~:~fe, ~n App!ication 
for Cal1for~f~:llf:l!:~l~M~psure qJjf:~;9r:*.~we~t 1i1mI~!~o}:>(;l sub~,~7-~~:\If:yo9: have hadi~::e~rmanent q~ptorn1a RN license, 
you must @\Wier ren;iw::or rea¢.flyate the Cahfor;l:1'.t~ RN licen~e. ;:::;:;: " e ·,'./'.. t<:::: 

ift/ .·-?:?.\ ;if\ ~f~)i '\:}_:\ ·tt)} __--Lt< --::/l\-. ~it{~~ 
Nurse Pra;;Woner a~;plic~tio~w~.e is an -~arn~dJ1~; theref~t~, whf:~i:_an applicant is fo~hd h\~~j~rble the ~iplication fee is n?t 
refunded. r::J:>rocesi;w:ig t1mef:::for cert1t1cat1on;::n:iay vaf$:i{:depef;l~hng on the rec~lpt of :~qs:i.cument<ttwi from academic 
programs/ei~sociat)~fis/natid#al . .qt.ggni,zationt.or evalci~tors. f/:rct¢~sslrig a Nurie/ Practiff~ner cejJ!J~ation application 
indicating il~ci'~R~-:i.~f(on(s) an~! pr:disdfplinary l@siQ(~}\il;iJfuy tak{J(j,'ng~f:<i>A pendJij~ appli(~fion file@~\not a disclosable 
public r~c~f~; t~e:r~:f;2re,_ an !:e'plicant. mu_st s;~;Q>ifirele~s~ of Wfprmation befor~{tbJi;;;ij;Qf~a/?f R~~~fore_d Nursing will 
release _1~f[r:mation::t~!_at1ng tf~P appl1cat1on t!Jhe public, inclu~~g employers, ~e_!~tlV~:§{qrqt9-er th1rf-;part1es. Once you 
are cert1f1e~yyour ad,:,ss of ;,s:ord must be d\~Jlosed to the pu~!! upon request(/ \:> f? 

"· }N~Mi:;.:~N6tt>~:a111i•CH;;~lij ttrtJJii!'.! iit c,; : if'gi;;:w,;1 
California Code of Regulations, Section 1409.1 requires that you notify the Board of Registered Nursing of all name and 
address changes within thirty (30) days of any change. You may call the Board of Registered Nursing regarding the 
change of address of record. If you have changed your name, please submit a letter of explanation along with legal 
documentation of the name change to the Board. Examples of acceptable forms of legal documentation are birth 
certificate, marriage certificate, divorce decree and/or court documents, social security card or passport. A copy of a 
driver's license is not acceptable. 

Disclosure of your social security number/lTIN is mandatory. Section 30 of the Business and Professions Code 
and Public Law 94-455 (42 USCA 405 (c)(2}(C)) authorize collectlon of your social security number/lTIN, Your social 
security number/lTIN w'ill be used exclusively for tax enforcement purposes, for purposes of compliance with any judgment 
or order for family support in accordance with Section 11350.6 of the Welfare and Institutions Code, or for verification of 
licensure, certification or examination status by a licensing or examination entity which utilizes a national examination 
where licensure is reciprocal with the requesting state. If you fail to list your social security number/lTIN. your 
application for initial or renewal license/certification will not be processed. You will also be reported to the 
Franchise Tax Board, which may assess a $100 penalty against you. Questions regarding the Franchise Tax Board 
should be directed to (800) 852w5711. 

ALERT: Effective July 1, 2012, the Board of Registered Nursing is required to deny an application for licensure and to 
suspend the license/certificate/registration of any applicant or licensee who has outstanding tax obligations due to the 
Franchise Tax Board (FTB) or the State Board of Equalization (BOE) and appears on either the FTB or BOE's certified 
lists of top 500 tax delinquencies over $100,000. (AB 1424, Perea, Chapter 455, Statutes of 2011). 
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GENERAL INSTRUCTIONS - (continued) 

Applicants are required under law to report all misdemeanor and felony convictions. "Driving under the influence" 
convictions must be reported. Convictions must be reported even if they have been adjudicated, dismissed or expunged 
or even if a court ordered diversion program has been completed under the Penal Code or under Article 5 of the Vehicle 
Code. Also, all disciplinary action against an applicant's nurse practitioner, registered nurse, practical nurse, vocational 
nurse or other health care related license or certificate must be reported. Also any fine, infraction, or traffic violation over 
$1,000.00 must be reported. 

Failure to report prior convictions or disciplinary action is considered falsification of application and is grounds 
for denial of licensure/certification or revocation of license/certificate. 

When reporting prior convictions or disciplinary action, applicants are required to provide a full written explanation of: 
circumstances surrounding the arrest(s), conviction(s), and/or disciplinary action(s); the date of incident(s), conviction(s) 
or disciplinary action(s); specific violation(s) (cite section of law if convicted), court location or jurisdiction, sanctions or 
penalties imposed and completion dates. Provide certified copies of arrest and court documents and for disciplinary 
proceedings against any license as a RN or any health~care related license; include copies of state board 
determinations/decisions, citations and letters of reprimand. 

NOTE: F'jJg~~;lcohof~~($1f~i~ inc1fltJ\~~:• tllfJiffJf/ood alcoit~,tent (BACllhd sobriety date. 
To make~.:a: deterrnii:i~tion tg}these cases, lilie Boarcf/¢onsi~~s the nature ang/~e~~r.ity of th~ri;qffense, additional 
subseque~facts, re,~~ncy of j;~Js or crimes, cijpliance SM.th cod:f:Vsanctions, and e~]qenc~;9f rehabili\~t)on. 

--~fi_.)1,., ,-.·,',''.'•.";•:~)}f{ ~;t\;,,:_::;::;:•:;;•~.-:~'.;c: I-:~ti} :)~~:~ti; t1t?.~;>.:•.'•,-~_-:_,'.•,'•c;~:.: ,t(}' :{}l, j)) 
The bur~~~~g~!~?:f "lies ~it~:~lb'~/abplicant td~~~~~~,~~tr~fe acc~p~~ble doeument~~\evideffii~., of reh~$i.!itation. Examples 
of rehab1IQJ1on evI~~nce inctt;i,de, but are not ~~::!1m.1t~tHo: · ?/\ ·::,:::}: [;<:.

ft T{h trt kt···· - r &:i:::<:•·'.::,/i:tt \:)l
• ~ij~ent, dat¢q letter\from applicant (;j:¢~cribing the eve:ht and rehabilitEIJ~e ·efforts :qf:chan~'e~ in life to prevent 

fi:~;e probl~wt. or oiitr.re~:~~: tl):;; :~:;~\..:>;:i;': .:;:,::-;:: Jll '.:l~\)( t(:i,;:;-:C ::•:-::::/::,:, 
• Ricient and ::~ignedfffiHers?of. refet$:~ce on official :1ij}te{~'e)fii'.t)'.j;froij{ employers, ';b~rsing}lih:$W~!i;irs, health 

professionals, professional counselors, parole or probation officers, Support Group Facilitators or sponsors, or 
other individuals in positions of authority who are knowledgeable about your rehabilitation efforts. 

• Letters from recognized recovery programs and/or counselors attesting to current sobriety and length of time of 
sobriety, if there is a history of alcohol or drug abuse. 

• Submit copies of recent work evaluations. 

• Proof of community work, schooling, self-improvement efforts. 

• Court-issued certificate of rehabilitation or evidence of expungement, proof of compliance with criminal probation 
or parole, and orders of the court. 

All of the above items should be mailed directly to the Board by the individual(s) or agency who is providing information 
about the applicant. Have these items sent to the Board of Registered Nursing, Licensing Unit - Advanced Practice 
Certification (NP), P.O. Box 944210, Sacramento, CA 94244-2100. 

It is the responsibility of the applicant to provide sufficient rehabilitation evidence on a timely basis so that a 
certification determination can be made. 

An applicant is also required to immediately report, in writing, to the Board any conviction(s) or disciplinary 
action(s) which occur between the date the application was filed and the date that a California Nurse Practitioner 
certificate is issued. Failure to report this information is grounds for denial of licensure or revocation of 
license/certificate. 

NOTE: The application must be completed and signed by the applicant under the penalty of perjury. 
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GENERAL INSTRUCTIONS - (continued) 

The Nurse Practitioner certification applicant may apply for the Temporary Nurse Practitioner Certificate (TC/NP) only if 
the applicant does not possess a permanent California RN license at the time of application. 

Eligibility for the TC/NP is based on: 

• Possession of a temporary California RN license (TL). 

• A completed Application for Licensure by Endorsement which includes written verification from a state where you 
hold an active and permanent RN license and results from the background check received from the California 
Department of Justice (DOJ) and the Federal Bureau of Investigation (FBI). You also must request an official 
transcript be sent directly from your nursing program. 

• A completed Application for Nurse Practitioner Certification which includes verification of completion of a Nurse 
Pr~Q:@!;?.tl.~~jlCademic ~,<?9f!?}lik·;~fficial Jf.~.P~WIPt. and if 8,PJ?!.iQ:'m!.~,ryerification EIF[l8Il(m certjJi_9,ation as a Nurse 

Pr~!:tltioher:?ft,. ;'.;:;\·'';··.:-:::/:>• :tft::::"/:'t:;r:: i\rfi\?::;:i/•'.::<: ~.I.:ijll_l 

.:;_:_~:_-:'._~~ -.~>-<~ "" .. 
" .,, '.~.:•:: ~ __:_: ' ,·. '-. ..:.,:.:- .. ,...::_-_;_:_::·: .... -~ . 
~ ~? w -

Mailing Ad~/!~s W. ~'. 
{\Board of Regia~j(ed Nursing './/i \t;:
::fP. 0. Box 9442;:i?~ ::,::: · .:,_;t, 

:::;, :f\$:acr~:Me.bto, q~:94244-2100 }!!\Ji:/; ·ca:<?}ij}/ 

Street Address for overnight or in~person delivery: 

Advanced Practice Unit- NP Certification 
Board of Registered Nursing 
1747 N. Market Blvd., Suite 150 
Sacramento, CA 95834-1924 

Web Site: www.rn.ca.gov 

VI. 
~:t: 
~~!:.!::_;~ 

California statutes and regulations pertaining to Registered Nurses/Nurse Practitioners may be obtained by accessing the 
Board of Registered Nursing web site at www.rn.ca.gov 
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APPLICATION REQUIREMENTS FOR 
NURSE PRACTITIONER (NP) CERTIFICATION 

M1::moata e.Ne 
(California Graduates Only) 

Successful completion of a nurse practitioner program of study which conforms with the Board's educational standards set 
forth in the California Code of Regulations Section 1484. 

Documentation submitted directly to the Board of Registered Nursing: 

1. Completed Application for Nurse Practitioner (NP) Certification and applicable fee. 

2. Completed Verification of Nurse Practitioner Academic Program form submitted by the nurse 
practitioner academic program. (Page 8) 

3. Official transcripts for the completed nurse practitioner academic program submitted by the nurse 
practitioner academic program. 

Certificati9t'.I?\?¥:: f::Q~tion~I QE~,,n:l~:at\?ntassoq~nR:~\Jt1?se sta~;9::~f.~~j~{r.+~quivalen\1lP:Jhose set f~nr in the California
Code of ,~·uJat1~!~!tect1on:;~~:t34i: ·,·.· ,·.•:.. :)tt•'.i'.•'.;;\()( trr'.·'.•'.-'.C;o;,:.;:-::, ::Jt{;;]t !i!~I 
Docume~~f!tion su·~:ijlitted ~{rectly to the Bl~'.rd of R~glstere~fNursing: ie:: ::::!t ~~$:[: 

1. coMpleted 41):plication for ~}fse Pragtitioner:j~P) Certification :~Kd a:~:~0cable fe;:f 

2 i
f} 

~~~&:~~edr l!!~~g~~1~1e~~i~"tilotifBmic rfram 't;:i sub~~d by· the nurse 

3. ~d~pleted i~}ification of N~'.t;~·p~~ctitioner fijrtification hY:l~:~\i~h~(qf~~nizatii§~/Association 
forigfsubmitt~~: by the respect!~·~ organization. ~GE'.?ge 9) JF:· · · ··· ·. f<, _:;::: 
(Se@::page S;[()r a list of Natfotj•ij1 Organizationsl$_S,sociations) .fI 'ft /{ 

4. orn611( traniBrl~ti(@f)Jhe Jij~pleted nurse :ir:~~tt~IJ{~f: ac~kmic progr;ij?\subijiPt~fW{{the nurse 
practitfoner academic program. · · · · · 

A registered nurse who has not completed a nurse practitioner program of study which meets the Board of Registered 
Nursing's educational standards as specified in the California Code of Regulations Section 1484. 

Documentation submitted directly to the Board of Registered Nursing: 

1. Completed Application for Nurse Practitioner (NP) Certification and applicable fee. 

2. Completed Verification of Nurse Practitioner Academic Program form submitted by the nurse 
practitioner academic program. (Page 8) 

3, Completed Verification of "Clinical Competency" as a Nurse Practitioner form submitted by a nurse 
practitioner. (Page 10) 

4, Completed Verification of "Clinical Competency" as a Nurse Practitioner form submitted by a 
physician. (Page 11) 

5. Completed Verification of uclinical Experience" as a Nurse Practitioner form submitted by the 
physician and/or nurse practitioner. (Page 12) 

6. Official transcripts for the completed nurse practitioner academic program and/or academic program 
submitted by the applicable program. 

7. Curriculum and course descriptions for the completed academic program for the period of time attended. 
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APPLICATION REQUIREMENTS FOR 
NURSE PRACTITIONER (NP) CERTIFICATION - (continued) 

The national organizations/associations listed below have met the certification requirements that are equivalent to the 
Board's standards for nurse practitioner certification: 

• American Academy of Nurse Practitioners (AANP) 
P. 0. Box 12846, Austin, TX 78711 
(512) 442-4262 
www.aang.org 

• American Nurses Association -American Nurses Credentialing Center (ANCC) 
8515 Georgia Ave., Suite 400, Silver Spring, MD 20910-3402 
(800) 284-2378 
www.nursecredentialing.o..r.g 

PLEASE REFER QUESTIONS REGARDING THE NURSE PRACTITIONER APPLICATION PROCESS 
TO THE ADVANCED PRACTICE UNIT IN SACRAMENTO AT (916) 322-3350. 

(Ros 06114) 
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VIII. HONORABLY DISCHARGED MEMBERS OF THE U.S. ARMED FORCES RECEIVE EXPEDITED REVIEW 

Notwithstanding any other law, on and after July 1, 2016, a board withln the department shall expedlte, and 
may assist, the initlal licensure process for an applicant who supplies satisfactory evidence to the board 
that the applicant has served as an active duty member of the Armed Forces of the United States and was 
honorably discharged (Business and Professions Code section 115.4.}. 

If you would like to be considered for this expedited review and process, please provide the following 
documentation with your applicatlon: 

1. Report of Separation form. 

The report of separation form issued in most recent years is the DD Form 214, Certificate of Release or 
Discharge from Active Duty. Before January 1, 1950, several similar forms were used by the military 
services, including the WD AGO 53, WD AGO 55, WD AGO 53-55, NAVPERS 553, NAVMC 78PD and the 
NAVCG 553. 

Information shown on the Report of Separation may include the service member's date and place of entry 
into active duty, date and place of release from active duty, last duty assignment and rank, military job 
specialty, military education, total creditable service, separation information, etc. 

(Rev. 07/16) 6 
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BOARD OF REGISTERED NURSING oca 
PO Box 94421 o, Sacramento, CA 94244-2100 
P (916) 322-3350 F (916) 574-8637 I www.rn.ca.gov 

APPLICATION FOR NURSE PRACTITIONER (NP) CERTIFICATION I 
APPLICATION FEE - $150.00 

- MILITARY HONORABLE DISCHARGE· Check here If you served as an active duty 
_ member of the Armed Forces of the United States and were honorably discharged. 

PERSONAL DATA (PRINT OR TYP£) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS: Number and Street 

City State Country Postal/Zip Code 

HOMETELEPHONENUMBE~ ALTERNATE TELEPHONE NUMBER: E-MAIL ADDRESS: 

RN EDUCATION 

Name of Professional Registered Nursing Program 

City State Country 

TYPE OF PROGRAM: 

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

Entrance Date: _______ 

Graduation/Completion Date: ________ 

Name of Nurse Practitioner Academic Program 

City State Country 

Area of Specialization: _____________ 

TYPE OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

0 CERTIFICATE 
□ MASTERS 
0 POST-MASTERS 

Entrance Date: _______ 

Graduation/Completion Date: ________ 

(Rev 07/18) 
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NAME OF APPLICANT: 

Name of Organization/Association 

Area of Specialization: 

Certification Number: 

METHOD OF CERTIFICATION: 

0 EXAMINATION 

0 OTHER (Please Explain): 

Original Date of Certification: 

Current Recertification Cycle Dates: _________ 

Have you applied for a Nurse Practitioner certificate in California? 
If yes, name on previous application: □ □YES NO

Date Submitted:-----

Have you ever been issued a Nurse Practitioner certificate in California? □
NO 

If yes: STOP,.1\09-~dtcoNTIN4l}~i~;iJ:J~:ntact t~i:~:6$r;~)~~~.rding ~ji~i{Q;J::;H'ould reappl0;ci{tjie a petition 
for reinstate111~nt of yo't:1t,:Galifornia<r,J~rse Practitioner cijf;Uficatiot\:?}: r:?t ;:;:$/:\<L-<: <~t; •', •~~~•> :)~.i,: <-:•;:•:~~;, :;:~::_'.,'; i:-~:t:? \:/(:~ 

□
NO 

?t,:;-: ·: __ :--; )?:,~ ~~~t\ i~~~~ ..~%~~_:r~(~~/-_:.-·:~<:.--:'.:- >/.:, t.-.:.· 
Have you el/l;'l(been con"'.lcted of {i:f:1¥ offense other tl'@:f:minor traffic violatl~~s? lf yes, expla@!i:iliy as desci~-~d In ;:'-:) D 
the applican\or,nstruction$,:::convictf~'.tts must be report~/i(even if they have ~~~n adjudicated, ~l~f:nissed or exp\{!:)ged :flvEs □

NO 
or if a diversL¢)): program has been '.qiif:nplet~q under theA~~nal Code or ArticJ!lf$ of the_\ft:?hicle::®:de. Traffic viciJ~\lons .;, :- . 
involving drlvl,f\9 under th'~iDfluenc:~r:tilj'.µfift'9:~~}rsons ·$(providing false inf~m;i~tio~ ni4# b ""'orted. The deltiJ[\ion :rf/1:\i'.lt:?F:
of convictiorf'tncludes a pft;a of n◊ftfciihtert"i'.lelte (no··fontest), as well as{pleas'oHierdic guilty. YOU roilfST ,_, 
INCLUDE MISDEMEANOR AS WELL AS FELONY CONVICTIONS. 

I understand that I am required to report immediately to the California Board of Registered Nursing if I am convicted of ANY offense that 
occurs between the date of this application and the date that a California registered nurse license is issued. I am also required to report to 
the California Board of Registered Nursing any disciplinary action and/or voluntary surrender against ANY health-care related 
license/certificate that occurs between the date of this application and the date that a California registered nurse license is issued. I 
understand that failure to do so may result In denial of this application or subsequent disciplinary action against my license/certificate. 

I certify, under penalty of perjury under the laws of the State of California, that all 
information provided in connection with this application for licensure is true, correct and 
complete. Providing false information or omitting required information is grounds for Attach a recent 2"x2" 

passport type photograph. denial of licensure or license revocation In California. 

Please tape on all four sides. 

Head and shoulders only 

SJGNA TURE OF APPLICANT DATE 

•• SOCIAL SECURITY NUMBER DISCLOSURE STATEMENT 
Disclosure of your social security number is mandatory. Section 30 of the Business and Professions Code and Public Law 94.455 (42 USCA (c)(2)(C) authorizes collaction of your social security 
number, Your social security number will be used exclusively for tax enforcement purposes and for purposes of compliance wilh any Judgment or order for family supporl In accordance with section 
17520 of the Family Code, or for verifioa1Ion of licensure or examination status by a licensing or examination entl1y which utilizes a na11onal examination and where licensure is reciprocal with the 
requesting state. If you fall to disclose your social security number, your application for Initial or renewal license will not be processed and you will be reported to the Franchise Tax Board, which may 
assess a $100 penalty against you. 

(Rev 01/IS) 
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VERIFICATION OF NURSE PRACTITIONER ACADEMIC PROGRAM 

TO BE COMPLETED BY APPLICANT: Plea$e complete Section A and forward to the program director/representative for the nurse practitioner academic program for 
completion. Official transcripts submitted must Include all completed coursework with !he certificate/degree status conferred and must be sent directly to the Board of 
Registered Nursing by the Registrar's Olfice/Transcri pt Office. A processing fee may be required for the submission of the official transcripts. 

PRINT OR TYPE 
LAST NAME: 

ADDRESS: Number & Street 

City State 

FIRST NAME: 

Country 

MIDDLE NAME: 

DATE OF BIRTH: (Month/Day/Year) 

Postal/Zip Code SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER: 

c#~FORNIA RN ucet;J,$°E N\iMBER: ___.,·;.,,;::2:+-::____ 

:/\ EXP1i~T10JiKr\TE: 
·,··,•,• ,,,,.·..-,', 

a;-.ftl:lf BE COMPL'E'l'e:o BY:.tHlJ;!/~R.OGRAM'.DIRECtOR/REPRESENTATIVE· FOR Tl:IE NU.RS]: 
PR:AGTlTIONER. A.CAOEMIC PROGRAM 

The above applicant has applied for a nurse practitioner certification In California. Please provide the following Information and mall to the Board of 
Registered Nursing at the above address. 

NAME OF NURSE PRACTITIONER ACADEMIC PROGRAM: TELEPHONE NUMBER: ( ) 

ADDRESS: Number & Street City State Postal/Zip Code 

TYPE OF PROGRAM: 
Entrance Date: 

(Mon/h!Oay/Yea,)0 CERTIFICATE 
0 MASTERS Completion Date: 

(Month!Oay!Year)0 POST-MASTERS 

Date Certificate/Degree Status Conferred:SPECIALTY: 
rMonlh/OavlYearl 

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

YES NO 
If yes, Name: Program Approval Cycle Dates: 

I 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: _________ 
(DATE) 
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL 
ORGANIZATION/ASSOCIATION 

METHOD2 
TO BE COMPLETED BY APPLICANT: Please complete Section A and submit to the applicable national organization/association lo verify your nursing practitioner 
certification status. A fee is required by !he national organization/association for the processing of the verification form. 

PRINT OR TYPE 
LAST NAME; FIRST NAME: MIDDLE NAME: 

ADDRESS: Number & Street 

City 

TELEPHON"Jz NUMBER:: 
Home }( ) 
Alternate :X: ) .i;:/ 
E-MAIL AQ: 1~Efi'$f:>· 

NAME OF\~CADE .;./PROGR,;~~: 
..~;--·· :':,'.~:;'.; 

-:~}}:.::~; :~-;::i~-~ 

DATE OF BIRTH: (Month/Day/Year) 

c/4(1'.Fb:~iiGfRN LICli~~E Nut{aER: _.,,.;::_:::{_::----

)~}} EX~t:~f',JIQ~ .~fffE: 

1s.·· ·To s,e:¢t>MPLETEQ· $"'¥ tHe·<:fls''iiti\Fl·t.f1[Qi:lfil~A1t:•0;ri1~~4 'Oi~8ANJ;ZATtQN/AssocMt'iDNI 
The above applicant has applied for a nurse practitioner certification In California. Please provide the following Information and mall to the Board of 
Registered Nursing at the above address. 

NAME OF CERTIFYING NATIONAL ORGANIZATION/ASSOCIATION TELEPHONE NUMBER: ( ) 

ADDRESS: Number 8t Street City State Postal/Zip Code 

METHOD OF CERTIFICATION: CERTIFICATE NUMBER: ORIGINAL DATE OF CERTIFICATION: 

NURSE PRACTITIONER SPECIAL TY AREA: 

CURRENT RENEWAL CYCLE DATES FOR CERTIFICATION/RECERTIFICATION: 
(If not applicable, please explain) 

From: To: 
iMontll/Yoan /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: 
(DATE) 

(OFFICIAL SEAL) 

10 



VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

Verification of the applicant's clinical competency in the delivery of primary health care is one of the requirements, which must be met in order to 
qualify to use the title "Nurse Practitioner" in Californla, 

PRIMARY HEAL TH CARE is that care which occurs when a consumer makes contact with a health care provider who assumes responsibility and 
accountability for the continuity of health care regardless of the presence or absence of disease. (California Code of Regulations Section 1480(b)), 

CLINICALLY COMPETENT means that one possesses and exercises that degree of learning, skill, care and experience ordinarily possessed and 
exercised by a member of the appropriate discipline in clinical practice. (California Code of Regulations Section 1480(c)). The clinical experience 
must be such that the nurse received intensive experience in performing the diagnostic and treatment procedures essential to the provision of primary 
heaIth care. 

The verifying nurse practitioner and physician MUST meet the following requirements: 
1. Current, clear and active licensure to practice. 
2. C~!,qJ~t~~~l\!!i;tency In t · ·~ f prim~@::~,~){~::f~re.
3. D1(ll:!l;ift{ijijtlfj;itlons of c :-.~{:'.:'-;~:"":;:;:,,~::: .t :;::.i?:T .·.::;~f::. ,..,..,.,~,.,,,.,... ~t~~~i.,.,_,__,.··,_;:.:·;.:;:;tif)8";:,-........Ji~-,------~-, 

-:-. ==c....z =-0=-·~M=,pc:a:ij""l;t:r;LC:,E=D::..·'·4,:i)~===:.:..:...c.i 
PRINT OR TYPI; ?•a:;:. 

LAST NAMl:lf: · · · ::·r:,: :::::~ IRST NMliE: .o: ':MID"OliE NAME·}\::
;\{ ·<: ";,;,;<: 

~ .. , ,·' '• . . _·_::·,;i.·.:.:_:.,:,:_,:_.. _:.·}:it> >:,: ·ic: {}:';:. ::::\}/ l)l~l:'.};:ttI}ir::Y ){} .' }··.· :.:-

le~ ·1fo BE coMPLe-r:rJ.1-ev THE EVALu~.t1.ISl:t~~-~:o:a$.ia 1>RAcT1110NER'1 
The above applicant has applied for a nurse practitioner certification In California, Please provide the foll owing Information and mail to the Board of 
Registered Nursing at the above address, 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS OF AGENCY: Number & Street City State Postal/Zip Code 

TELEPHONE NUMBER: SOCIAL SECURITY NUMBER: 

DATES EMPLOYED IN SPECIALTY AREA: 
RN LICENSE NUMBER: 

EXPIRATION DATE: From: To: 

NP CERTIFICATION NUMBER: PROFESSIONAL SPECIAL TY: 

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

From: To: 
1 Montl>1Year> (Month /Year) 

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 health care, 

SIGNATURE OF EVALUATOR; _____________________ DATE: _____ 

11 
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VERIFICATION OF 1'CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

Verification of the applicant's clinical competency in the delivery of primary health care is one of the requirements, which must be met in order to 
qualify to use the title "Nurse Practitioner" In California. 

PRIMARY HEALTH CARE is that care which occurs when a consumer makes contact with a health care provider who assumes responsibility and 
accountability for the continuity of health care regardless of the presence or absence of disease. (California Code of Regulations Section 1480(b)). 

CLINICALLY COMPETENT means that one possesses and exercises that degree of learning, skill, care and experience ordinarily possessed and 
exercised by a member of the appropriate discipline In clinical practice. (California Code of Regulations Section 1480(c)). The clinical experience 
must be such that the nurse received intensive experience in performlng the diagnostic and treatment procedures essential to the provision of primary 
health care. 

The verifying nurse practitioner and physician MUST meet the following requirements: 
1. Current, clear and active llcensure to practice. 

~- g:,~~,~atb1i&:;1~~;1~~JJW::t,tf&ill~1 prit,tf~~11:}.?Jare. i!f{:tltllf\\ f;i:j:!:: 
.. •.· .. ·• . ''f f,~ . ~- ~oi :::~~l\.Y»PltiGJIN,! &Jin:!li:; 

SOCIAL Sl;~l;JRITY NJH!IIBER or:•: :: 
INDIVIDUAt:/1'~XPAYE:F{ID NUMS!¼~: 

".&'" - •. - ' - . 

I•~· :1'1'JJf'.IE QOM!PLETEO BY TH~· EVALUATING "PHYStCEA1N',1 
The above appllcoint has applied for a nurse practitioner certification In California. Please provide the following Information and mall to the Board of 
Registered Nursing at the above address. 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS OF AGENCY: Number & Street City State Postal/Zip Code 

TELEPHONE NUMBER: SOCIAL SECURITY NUMBER: 

MD LICENSE NUMBER: 

EXPIRATION DATE: 

DATES EMPLOYED IN SPECIALTY AREA: 

From: To: 

PROFESSIONAL SPECIALTY: 

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

From: To: 
/Month /Year\ /Month/Yoar\ 

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 health care. 

SIGNATURE OF EVALUATOR: _____________________ DATE: _____ 

12 
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VERIFICATION OF "CLINICAL EXPERIENCE" AS A NURSE PRACTITIONER 

Me"fHOtf:•~.+J:Qi.JiVALeNCY 
Verification of the nurse's clinical experience in the delivery of primary health care is required in order for him/her to use the title "Nurse Practitioner" in 
California. 

PRIMARY HEALTH CARE Is that care which occurs when a consumer makes contact with a health care provider who assumes responsibility and 
accountability for the continuity of health care regardless of the presence or absence of disease. (California Code of Regulations Section 1480(b)). 

CLINICALLY COMPETENT means that one possesses and exercises that degree of learning, skill, care and experience ordinarily possessed and 
exercised by a member of the appropriate discipline In clinical practice. (California Code of Regulations Section 1480(c)). The clinical experience 
must be such that the nurse received intensive experience in performing the diagnostic and treatment procedures essential to the provision of primary 
health care. 

The verifying nurse practitioner and physician MUST meet the following requirements: 
1. Current, clear and active licensure to practice. 
2. Cllnlcal competency In the provision of primary health care. 
3. OJrect obs!Jrvations otPJihical.pracflce. ::;~}::.::: :.:,:,':·· f -.-

// •.•. -.·. ' •·_ ... .,;::::: ;\__ '._\,:,:: ': ~- ;to ~iJ~~~w~~:re:otbY 'iPPLl:CA~i1 
PRINT OR -,(~~ ;:;:}:: -· · - ,;\:;:;. ,;-;,.:_,. :,::: :::: 

SOCIAL SEQURITYNlJMBER or .,.. _ 
INDIVIDUALT~XPAYE~ID NUMB~f:t': 

1SIGNAT~ OF A~ticANc~---,:---------i_=,<:'-'-,,,-----;--"\i_=l_1_i_--:__ ,·_.--_._---~'------·.••·_\~!leATEf-',':-:-,-...,--,;;;,-;,;-:,:-:--·.--
·-., ------ ·-- -- ~: .. <-·· ·.;Ji -..:·.:::::::u;,:).: I 

8,--- Tb BE COMPLETE'D. BY THE ttH'Rtl i' \l'l'N.ORSF$/BJU\CTrt10N·e1tYl:ftlf'IIN:fS;THE.APPL.:iCJ¥NJ~S
tt't~ AL.i;XPERI&NtE 

The above applicant has applied for a nurse practitioner certification In California, Please provide the followlng Information and mall to the Board of 
Registered Nursing at the above address. 

NAME OF AGENCY: 

ADDRESS OF AGENCY: Number & Street City State Postal/Zip Code 

NAME OF APPLICANT'S SUPERVISOR: 

. 

SUPERVISOR'S TELEPHONE NUMBER: 

SUPERVISOR'S TITLE: 

LICENSE NUMBER: 

EXPIRATION DATE: 

DATES OF SUPERVISOR'S EMPLOYMENT: 

From: To: 

SPECIALTY AREA: 

DATES OF SUPERVISED CLINICAL EXPERIENCE: 

From: To: 
From: To: 
From: To: 

NUMBER OF HOURS: CLICICAL SPECIALITY: 

I certify 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 health care. 

SIGNATURE OF SUPERVISOR: DATE: 
13 



APPLICATION FOR TEMPORARY NURSE PRACTITIONER (NP) CERTIFICATE 

INSTRUCTIONS: 

1. The application fee for the Temporary Nurse Practitioner Certificate (TC/NP) is $30.00. 

2. The TC/NP will not be issued until the California RN Endorsement Application and the Application for Nurse 
Practitioner Certification are complete with exception of criminal record clearance from the Department of Justice (DOJ) 
and the Federal Bureau of Investigation (FBI). 

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

4. Possession of a current and active California Temporary RN License (TL) is required. 

City 

.· FIRSvNAME: 
\(/,--··. 

Country 

-r: MIDb:I,;;_~, NAME:;:\ 

lxi ;:=i:\:rttl{(\ :·:~ . 

SOCIAL 5'~'.QUR1TY,;N'l:IJ\tiJ3,~$j,~r 
INDIVIDUAL TAXPAYER ID .NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: 

NAME OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

ADDRESS: Number & Street City 

TEMPORARY RN LICENSE NUMBER: _______ 

EXPIRATION DATE: 

State Postal/Zip Code 

TYPE OF PROGRAM: 

0 CERTIFICATE ENTRANCE DATE: _________ 
(Month/Dey!Year)0 MASTERS 

0 POST-MASTERS COMPLETION DATE: ________ 
(Month/Day/Year)SPECIAL TY: ____________ 

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

SIGNATURE OF APPLICANT: DATE: 

14 
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BOARD OF REGISTERED NURSINGoca 
PO Box 944210, Sacramento, CA 94244-2100

D&l'Al!lMENY OF CONBUMl1A AffAlllll 
P (916) 322-3350 F (916) 574-8637 I www.rn.ca.gov 

INFORMATION COLLECTION AND ACCESS 

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

Agency Name: 
BOARD OF REGISTERED NURSING 

Title of official responsible for information maintenance: 

EXECUTIVE OFFICER 

Address: Telephone Number: 

P.,O:!.:l~·P>t,94421 o, S:f-\:O:~AMl;;'NTO, Q. ":94244:-2100 ::><':,,::;(;::-:ti:1 (s1 s}:a;22R33so 
A¢~8~}it'y:W:rjj~h authij¥&§'lh~'ffiainte:~($df6¥:th~, inforn1,tio~f;;::.~:,:,,;:,, {'.:::::c:: 

sl,gTION 3~~$ECT~PiN 2732.1(a), aµi1NEssI:~~D P~J?FESSIONS COD.tft:\· 
,~ ·-,•...· 

T~:E:f COnSEt~t~:ences, r(~ny of not provij}M'g.~I(or any parFW the requested:if~tqr.rp~t}.9rj{i: >; 
F~f~URE tp'.PRov{~'E ANY OF TH~IiEQUESTED IN'.ijORMATION "Ylte~t§u'tff}t:J THt}: 
A~'.~LICATl@f:J. BEl~;~REJECTED ~~:;~NCOMPLETE.{f;: /{: t::::,, ::): 
T~,:principa1:,p:9rpos~t~f~P.~:~w~h th~ti.~formation is to ·iit 
TO DETERMINE ELIGIBILITY FOR LICENSURE. YOUR SOCIAL SECURITY NUMBER WILL BE 
USED FOR PURPOSES OF TAX ENFORCEMENT, CHILD SUPPORT ENFORCEMENT AND 
VERIFICATION OF LICENSURE AND EXAMINATION STATUS. SECTION 30 OF THE BUSINESS 
AND PROFESSIONS CODE AND PUBLIC LAW 94R455 (42 USCA 405(c)(2)(C)) AUTHORIZE 
COLLECTION OF YOUR SOCIAL SECURITY NUMBER. IF YOU FAIL TO DISCLOSE YOUR 
SOCIAL SECURITY NUMBER, YOU WILL BE REPORTED TO THE FRANCHISE TAX BOARD, 
WHICH MAY ASSESS A $100 PENAL TY AGAINST YOU. YOUR NAME AND ADDRESS LISTED 
ON THIS APPLICATION WILL BE DISCLOSED TO THE PUBLIC UPON REQUEST IF AND WHEN 
YOU BECOME LICENSED. 

Any known or foreseeable interagency or intergovernmental transfer which may be made of the 
information: 

POSSIBLE TRANSFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING SOCIAL SECURITY NUMBER 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 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

(Rev 03/IJJ 
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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 form 
provided to him or her by his or her employer to the effect that he or she has knowledge of the 
provisions of 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 the scope of his or her 
employment, has knowledge of or observes a child whom the mandated reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. The mandated reporter must 
make a report to the agency immediately or as soon as is practicably possible by telephone, and 
the mandated reporter must prepare and send a written report thereof within 36 hours of receiving 
the Information concerning the incident. 

Failure to comply with the requirements of Section 11166 is a misdemeanor, punishable by up to 
six months in a county jail, by a fine of one thousand dollars ($1,000), or by both imprisonment 

an~ilflt;t::.. @}::;rr.::r;i/: :r:•:r:i:);t::itt::'... ttmt:t::/::?fo: .frt it~ 
Fqf.::1lfrtf'i'ef:j)iJails a~guf these' requ(t;Eitnen~~\:c'.~nsult~ijcriafCo·de Sectio~:Jf\364, and suijjequent 
se,J}pns. {X' ::t it}; ·rmt '~:}Ii[ :\} \?. }d 

(Rev llJ/1.1) 2 



BllSINEm;( CONSUMER Sf:RV'iCES, AND HOLJ$1N\3 AGt=NCY • C..OVERNOR EDMUND G. 8Rf>WN JR 

BOARD OF REGISTERED NURSINGc:ica 
PO Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350 F (916) 574-8637 Iwww.rn.ca.gov 

INSTRUCTIONS FOR APPLYING FOR A NURSE PRACTITIONER FURNISHING NUMBER 

Section 2836.3 of the Business and Professions Code requires that the Nurse Practitioner who wishes to furnish 
drugs and/or devices pursuant to Section 2836.1 have a California Board of Registered Nursing issued furnishing 
number. The number is renewable at the time of the applicant's Registered Nursing (RN) license renewal. To be 
eligible for the furnishing number, the California Board of Registered Nursing certified Nurse Practitioner must have 
completed a California Board of Registered Nursing approved advanced pharmacology course. The advanced 
pharmacology course must be completed at any nationally accredited master's or post-master's level academic 
Nurse Practitioner program. Continuing Education course(s) are not acceptable to meet the Nurse Practitioner 
Furnishing Number advanced pharmacology course requirement. 

• A verification(s) of employment history which contains a minimum of five (5) years experience working as a 
Nurse Practitioner and prescribing/furnishing medication. 

• A copy of your state license/certificate that allows you to prescribe/furnish medication as a Nurse 
Practitioner. 

• A copy of your Drug Enforcement Agency (DEA) pocket identification card. 

• A copy of that State's rules/regulations regarding prescriptive/furnishing authority for Nurse Practitioners. 

• If applicable, a copy of the procedures/protocols/collaborative/practice agreement set in place by the 
supervising physician that allowed the Nurse Practitioner to use their prescriptive/furnishing authority in the 
state where they are licensed/certified. 

Falsification of information on the application is a violation of the Nursing Practice Act and may result in 
not only denial of the issuance of the furnishing number, but also in Board disclplinary action against the 
applicant's registered nursing license. 

Rev (10/2012) 

www.rn.ca.gov


HONORABLY DISCHARGED MEMBERS OF THE U.S. ARMED FORCES RECEIVE EXPEDITED REVIEW 

Notwithstanding any other law, on and after July 1, 2016, a board within the department shall expedite, and 
may assist, the initial licensure process for an applicant who supplies satisfactory evidence to the board that 
the applicant has served as an active duty member of the Armed Forces of the United States and was 
honorably discharged (Business and Professions Code section 115.4.). 

If you would like to be considered for this expedited review and process, please provide the following 
documentation with your application: 

1. Report of Separation form. 

The report of separation form issued in most recent years is the DD Form 214, Certificate of Release or 
Discharge from Active Duty. Before January 1, 1950, several similar forms were used by the military 
services, including the WO AGO 53, WO AGO 55, WD AGO 53-55, NAVPERS 553, NAVMC 78PD and the 
NAVCG 553, 

Information shown on the Report of Separation may include the service member's date and place of entry 
into active duty, date and place of release from active duty, last duty assignment and rank, military job 
specialty, military education, total creditable service, separation information, etc. 

(Rev 07/2016) 
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PO Box 944210, Sacramento, CA 94244-2100
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P (916) 322-3350 F (916) 574-8637 Iwww.rn.ca.gov 

NURSE PRACTITIONER FURNISHING NUMBER APPLICATION 

FEE- $50.00 

- MILITARY HONORABLE DISCHARGE. Check here If you served as an active duty 
- memtler of the Armed Forces of the United States and were honorably discharged. 

PERSONAL DATA PRINT OR TYPE 

LAST NAME: 

ADDRESS: Number & Street 

City State 

FIRST NAME: 

Country Zip Code 

MIDDLE NAME: 

DATE OF BIRTH: (Month/Day/Year) 

SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER:•* 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 

Alternate 

'.,~}, ~ -,_;/~_:._._ :~t··• 
0 ~ C ~ :~;.;-.:,:,

::~;:'::,'~ '.~/-:--.·. r><:: 

NAME OFllbADEMl~<couRS~?<:0:/{::):t( 

SCHOOL ADDRESS: Number & Street 

~:1\lf':'.:::-,,: '--COURSE 

f[) 

~!i~) 
City State Zip Code 

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

SIGNATURE OF APPLICANT: ____________________ DATE: _____ 

•• SOCIAL SECURITY NUMBER/ITlN DISCLOSURE STATEMENT 
Disclosure of your social security number/lTIN is mandatory. Section 30 of the Business and Professions Code and Public Law 94-455 (42 USCA (c)(2)(C) authorizes collection of your social 
security number/lTIN. Your social security numberl!TIN will be used exclusively for tax enforcement purposes and for purposes of compliance with any judgment or order for family support In 
accordance with section 17520 of the Family Code, or for verification of licensure or examination status by a licensing or examination entity which ullllzes a national examination and where 
licensure is reciprocal wllh the requesting state. If you fall to disclose your social security number/lTIN, your application far Initial or renewal license will nol be processed and you WIii be reported 
to lhe Franchise Tax Board, which may assess a $100 penalty against you . 

.ev 07/2016) 

https://FEE-$50.00
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BOARD OF REGISTERED NURSING oc:a 
PO Box 944210, Sacramento, CA 94244-2100

llSPAlftMIIIIT 0~ CQt¥1lUM~ll llFFlll!lil 
P (916) 322-3350 F (916) 574-8637 Iwww.rn.ca.gov 

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 on the two (2) page attachment. 

PRINT OR TYPE 
LAST NAME: FIRST NAME: 

ADDRESS: Number & Street 

City State Country Zip Code 

MIDDLE NAME: 

DATE OF BIRTH: (Month/Day/Year) 

SOCIAL SECURITY NUMBER or INDIVIDUAL 
TAXPAYER ID NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 

1~:r~~-~t_.. _,:·.~_:_'.,·__•..:_:_)~\f.::.:._1:··'!;_·:.1._,_:._..'.·.·, \ ___ i.:_.'_:, :){Ji:( / •: ': ,::·t}h.-~ . - ;~~{>_>-;•:- ·.-,-:_ :::~~~t~it~:•~ 

NAME OF NURSE PRACTITIONER PROGRAM: TELEPHONE NUMBER: 

ADDRESS: Number & Street City State Zip Code 

ADVANCED PHARMACOLOGY COURSE/CONTENT: 

Entrance and completion dates for course: Entrance: Completion: 
(Month/Day/Year) (Month/Day/Year) 

Was a separate course? □ If YES, specify the course title:□ 
YES NO If NO, was integrated in the program curriculum? □ □ 

YES NO 

· Equivalent to: 3 semester units: 5 quarter units: 45 hours:□ □ □ □ □ □
YES NO YES NO YES NO 

The drugs or devices are furnished or ordered by a Nurse Practitioner in accordance with standardized procedures or 
protocols developed when the drugs or devices furnished or ordered are consistent with the practitioner's educational 
preparation or for which clinical competency has been established and maintained. D □

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

YES NO 

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

_____ TITLE:______SIGNATURE:---------------~ 
(DATE) 

www.rn.ca.gov
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NURSE PRACTITIONER ADVANCED PHARMACOLOGY COURSE FOR FURNISHING 

_ _ _ . ·-····..:.n.m ..... . ........ .... t . n 

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 course based on the RN's previous knowledge of 

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

KEY POINTS: 
The advanced pharmacology course must include: 
• The mechanism for ongoing communication between the student and course instructor. 

_.,.,~.,-....Jhe requiregum!~J9Ul:l?Prove9,.1>J<1&9.1;l_rdized pr9f".9Hrn~JQ.. be in placetprjor to beginl}iqg practice. 
;>~;,;.;~, •'.•:.~+I-(: • ;,;.;.;,•~-:,:-:•·•:❖;:if:<•:•: • -',::;st, ;:?,;i:,;,:is•:. ¾:,:,<'.;,:,.,,:,:-:-:,:,:-:,;.;,;.; • ,,:,,-c.-:,: ,,.· :: 
':~'.i,t0{1:i.!::~·~~::reqmre~~)ll:f;ff~:Jt,1rtJ1sh dt,: • ~,~t';~~.~ purs4.W:tJ~?.::~:;.~t@dard1zed ~ttr>.~~dure. ::\\ 
f~:: • fiii]'.urnishiii responsibili ;~:J)r sd1~gpl~ II, tlt{IV, V controlled ~ti,~~t~bces that ai'~i:~o be furnished 
it wit,W~ pa~iet}~fspecific p~·o~~4!1Jn com#}}i:nce ttih Health and Saf~f:(ci(it, section l~ljpoo for NPs. 
;:::/ • Thtrformsh1!1$ respons161hijffor Schi:qµle n:~JU, IV and V cqµtfoll~:W:substanc!.~:;:that are to be 
........· . fo:rriished 'Y'1tli,;il:p~µynt sp¢~ific prot:Qjfpl in /~omp_U~n('.e with W:~iilth ~ii# SafetyfO:ode 11056 for 
{t}\\@§~Ms. f{f\}:::;r::{; iIIl:>:rrfrn:).' :[::\.•:·•<:''·• ..,::::::•:::: i\W ti i;f)
ff• T:JtPharm~fi Rules and R~~fati&ii'iffor NPs(@d CNMs, Hea:lJK&-:, ~,c1:fe~y-.:Codes~J:d OBRA 1990 

~~f0;;t;:1;i;:::1:om ilie h~ltw,lliiI~~ J~'.e cH~n~'lL,ii;Wd~~iare 
. therapeutic regimen, including drugs and/or device's'., ... , .. ·.· . . .•.. . . . . . 

2. Uses knowledge of pharmacokinetics when developing a therapeutic regimen that maximizes the 
therapeutic effectiveness while minimizing adverse reactions. 

3. Uses knowledge of pharmacodynamics to observe the effects of drugs and/or devices on a client; to 
predict the client's response; and to understand the effects of the drugs and/or devices. 

4. Evaluates the response and compliance of the client to the drugs and/or devices and implement 
appropriate action. 

5. Provides appropriate client education regarding the furnished drugs and/or devices. 
6. Furnishes drugs and/or devices pursuant to standardized procedures and in conformance with 

applicable laws, codes and/or regulations. Includes knowledge of Pharmacy rules and regulations, 
Health & Safety Code and Federal Register. 

7. Examines appropriate guidelines for the pharmacological management of selected health care 
syndromes/diseases commonly encountered with awareness of client's nutrition, culture, ethnicity and 
socioeconomic status. 

8. Uses knowledge and awareness of the role of herbal and natural remedies while treating disease 
states. 

mailto:purs4.W:tJ~?.::~:;.~t@dard1zed
www.rn.ca.gov


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

FACULTY QUALIFICATIONS 
AIi stated qualifications must be met by the faculty, include Directors 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 clinical practice within the past five years applying the principles of 

advanced pharmacology. 

ADV AN CED PHARMACOLOGY ENABLING OBJECTIVES 
• Defines and verbalizes an understanding of the terminology of advanced pharmacology. (Vocabulary list 

to be included) 
• Identifies sources of drugs and provides examples of drugs from each drug source. 
• Describes the "targets" of drugs. 
• Describes the pharmacokinetic process of absorption, distribution, metabolism, and excretion. 
• Identifies factors that alter the processes of absorption, distribution, metabolism, and excretion, 
• Analyzes how the body's acid base environment affects the pharmacoldnetic process of absorption, 

i:t!i~::1::/::i:tJ:~~;'~ai:.ti:Jtlfi:~e~l~;rfkl?~ij~t:.~~~~stl~i::tl1~tL{~s. jt(:1\r}:,. ~~~!\ 
.J) De~ij~s half-[;f~ and explains tij~:}mport~ij8~ of a ~i:µg's half-life in a tq~f~~t~~ic drug rejJjen.
l)f:• Des:SiJµes fa~~9:fs that influenc~::~\]drug's n~!t:•life. f{ :if/ W:\. ;J{
{>• At~~+fies the;wt,ationship betw~~~ drugs #\if:'thefr:Mysiological and P~!~oph~~f9logical r~fponses . 
. . > .•:: ,Vb:dirstands :}~:jtl'$twacokiifi#c arnl:i~himnac:@yiJ~WJ~(:effects ff broat::~ategori~~:}of drugs, i.e., 
: , :antibiotics, a~t~~rffi§fffmics, anH~:r;l?ett~n;fves conf.q1ceptiv~s, etc, us~Ain specific treatmi~tregimens, 
·•• Uses. data o~{ained during a ;§I}~rif'f'H&P to iij~ptify appropriaj{dr1,1g .sh9t¢:~/s an~~h¢rbs, vitamins, 

miherals, arnf trace elements 1'.~imen/s, and rec~tiizes the role ,gfnt:i:WtiMWf:naturat;.'remedies in the 
treat1Tient of health and disease::st~tes, ::::::: <t·: ·[t;: ·· 
Bast5f.:.upon ..Jh~ .. P1}11f~J?les d.~{pharmacokineti'\~P:t,PWJXma~#ffiynamics, i4~~tifies;}tht)n.4t~Jltions, 
ration~~. and::1nech~Jtl'sitr of actii:m for drugs and ~@,~t~fijt~gs ~i~~d to treat specitfj~ co11G;{lf_iph~:;\)< 

• Under~tands the potenti'ai inter~2tions between dr~gs"i~d herbs, vitamins, minerals;··~nd tr~~e"eieme~ts. 
• Performs appropriate monitoring before, during, and after specific drug regimens. 
• Monitors efficacy of drug/s evaluates the response and compliance of the client to the drugs/devices and 

provides interventions for side effects, and manages adverse events that may occur. 
• Identifies drugs with narrow therapeutic range. 
• Identifies appropriate methods to write and transmit prescriptions. 
• Furnishes drugs pursuant to legal requirements, standardized procedures, ethical standards, and in 

compliance with health and safety codes. 
• Identifies resources for drug information and uses the resources to maintain clinical competency for 

furnishing. 
• Describes the essential components of client education re: medications including: name of medication/s 

frequency/time of doses, correct dosage/s to take, how to take the medication/s i.e., with or without food, 
what to do if a dose of a medication is missed, side effects to expect, and adverse event/s to repott to the 
prescriber. 

• Identifies factors that influence medication compliance. 
• Provides comprehensive 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 base upon client's symptomatology, health status, and 

lifestyle. 
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BOARD OF REGISTERED NURSINGoca 
PO Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350 F (916) 574-8637 Iwww.rn.ca.gov 

INFORMATION COLLECTION AND ACCESS 

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

Agency Name: 
BOARD OF REGISTERED NURSING 

Title of official responsible for information maintenance: 

EXECUTIVE OFFICER 

Address: Telephone Number: 

P.Q:,-::~-9:i-;~44210, S!,\J;~:8:J\/littTO, Clt~.4it1:4.:2100 (916 ~l2:2-3350 

Ap~'~6t1t{i~t,~ auth~~#'@·ln~lffiaintemi~ie~ ,..,i:-)nforlti8W::;::;'.::c:::: .l!}:f:(l\ 
Sf;QTION ip{:$ECT[~J\J 2732.1(a), B!J$INESS\j[~D P __FESSIONS COD§/ \\ 

I•-• ' • ••• '••' - " • •," Y, •.•.~....• <l;S. 1 ~, c . 0 ', J,"' .'' • , 

A~L::l~F:-,~~:TION~!it:r,nANDATORK/ ,i ;.()l
,, ~-·-:: ·.· ... ,~. ·., ·. . . ; "~~ ... :•. ,.~):~~r:·· 

Tn~::principakpplpos~{~l/¢)t::w~is:h the}~mJormation is to ~:f' ,c~ }}?
·:".·_ -~~--· ..·.•.· .. ,,:_.~·-.,.:-.<•,::~,~.+ :,>:,~• "l-."'.•:-' ·-·- "·.'?-~~• 

TO DETERMINE ELIGIBILITY FOR LICENSURE. YOUR SOCIAL SECURITY NUMBER/ITIN WILL 
BE USED FOR PURPOSES OF TAX ENFORCEMENT, CHILD SUPPORT ENFORCEMENT AND 
VERIFICATION OF LICENSURE AND EXAMINATION STATUS. SECTION 30 OF THE BUSINESS 
AND PROFESSIONS CODE AND PUBLIC LAW 94-455 (42 USCA 405(c)(2)(C)) AUTHORIZE 
COLLECTION OF YOUR SOCIAL SECURITY NUMBER/ITIN. IF YOU FAIL TO DISCLOSE YOUR 
SOCIAL SECURITY NUMBER/ITIN, YOU WILL BE REPORTED TO THE FRANCHISE TAX 
BOARD, WHICH MAY ASSESS A $100 PENALTY AGAINST YOU. YOUR NAME AND 
ADDRESS LISTED ON THIS APPLICATION WILL BE DISCLOSED TO THE PUBLIC UPON 
REQUEST IF AND WHEN YOU BECOME LICENSED. 

Any known or foreseeable lnteragency or intergovernmental transfer which may be made of the 
information: 

POSSIBLE TRANSFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING SOCIAL 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 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

(Rovll!/ll) 

www.rn.ca.gov


MANDATORY REPORTER 

Under California law each person licensed by the Board of Registered Nursing is a uMandated 
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 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 the scope of his or her 
employment, has knowledge of or observes a child whom the mandated reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. The mandated reporter must 
make a report to the agency immediately or as soon as is practicably possible by telephone, and 
the mandated reporter must prepare and send a written report thereof within 36 hours of receiving 
the information concerning the incident. 

Failure to comply with the requirements of Section 11166 is a misdemeanor, punishable by up to 
six months in a county jail, by a fine of one thousand dollars ($1,000), or by both imprisonment 
an~Ui.n~•... ·.-., -:-:•:•:::•.;_.·.,·.. ·.. ,<~:~:>?~.~<~=>~)>;, .~::;~?f~~§:·:·_'.,)~;?.;::>·----- -~;.:/_>::,.: ~;:::~~;

;;:f;..·~:'..~;-,:.;\-:_'.::;,:,-;./:, :..:·.:>::.--·. --'.-~ :_ <:~-> . :::,:~~~-:~>::;,;i:~~-->:~}.{\,, f:(::;~~::¾}~:/f:.:.:<\:<-> ::_·,_;::;;'.:-:-~:'.:. ~<<·i~ 
Ftj~j:fi.lrther::~-~tails a~'.9i.lt these requ!J~Jnents:;:;~~nsul{:,~nal Code Sectio~fMJ~4, and su~iequent 

se,;\Fns. ?l: :ii!ii l(I:! \:1): f\ .Jf \/( ff 
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APPLICATION FOR NURSE PRACTITIONER (NP) CERTIFICATION 

APPLICATION FEE - $500.00 

□ MILITARY HONORABLE DISCHARGE - Check here if you served as an active duty 
member of the Armed Forces of lhe United States and were honorably discharged. 

PERSONAL DATA (PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS: Number and Street 

City State Country Postal/Zip Code 

HOME TELEPHONE NUMBER: 

( ) 

ALTERNATE TELEPHONE NUMBER: 

( ) 

E-MAIL ADDRESS: 

DATE OF BIRTH: 
(Month/Day/Year) 

U.S. SOCIAL SECURITY NUMBER 
OR INDIVIDUAL TAXPAYER ID 
NUMBER: 

PREVIOUS NAMES: (Including Ma iden) MOTHER'S MAIDEN NAME: 
(Last Name Only) 

RN 1.::l~ENSURE/NURSE PRACTITIONER CERTJFICATION 

California RN License Number: _ ,:',: 

Date Issued: /- .-. -------

Expiration Date: _________ 

List Ab.b,_States Where You Hold/Held an RN License and 
Status: 

List ALL States Where You Hold/Held a Nurse practitioner 
License/Certificate ·and status: 

.-

RN EDUCATION 

TYPE OF PROGRAM: 

□ ASSOCIATE DEGREE 

Name of Professional Registered Nursing Program □ DIPLOMA 
□ BACCALAUREATE DEGREE 
□ MASTERS DEGREE/NURSING 

Entrance Date: ________City State Country 

Graduation/Completion Date: _________ 

NURSE PRACTITIONER EDUCATION 

Name of Nurse Practitioner Academic Program 

City State Country 

TYPE OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

0 CERTIFICATE 
0 MASTERS 
0 POST-MASTERS 

Area of Specialization: 
Entrance Date: 

Graduation/Completion Date: _________ 

(Rev. 03120 18) 

(Questions on both sides of page) 
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NAME OF APPLICANT: 

NURSE PRACTITIONER PROFESSIONAL CERTIFICATION (IfAnolicable): 

BACKGROUND INFORMATION 

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

YES NODate Submitted: ______ 

□
NO 

□
NO 

Have yo.u e1~!;ift.i~;~.hi~·90\ii9W;J ~f ~n~W!fense other \~[tr. mino%:!Wlic violations? t.!li~~• expJ*1.g fu!IY as described in '.{i-~D □the appl1caot,1nstruct1ons. Qq!'Jviction~-must be repqM:cr even 1t;lh~Y have been .i,igJ~d1catec1;;:::91sm1ssed or expunged :;;,::::':-.Y::·:·:•:E:8 NO 
or if a divet:&lPh program ha~'.q~en cor:mi(eted. Traffi1;;\~[91ations if;i\iql~ing drlvingA'.iHt'J~r the infiW~hce, injury to persons 
or providinifijlse informatio~~tii~st bei~i,!?.t;!~,~:,:::{M::~~finition ot{9i~V!8l!P,n,),9:~:i,@es a pie._...., nolo contendere (no 0::- : 

~~~~~~-r!i~~~II as pleas ~r:;:rrdi~t~~~~:1/:~M:::::¥0U MUST INC~~~~fo~:l:~pEMEANO •;,,,.:o WELL AS FELONY :~~Ji:, 

I understand that I am required to report immediately to the California Board of Registered Nursing if I am convicted of ANY offense that 
occurs between the date of this application and the date that a California registered nurse license is issued. I am also required to report to 
the California Board of Registered Nursing any disciplinary action and/or voluntary surrender against ANY health-care related 
license/certificate that occurs between the date of this application and the date that a California registered nurse license is issued. I 
understand that failure to do so may result in denial of this application or subsequent disciplinary action against my license/certificate. 

Name of Organization/Association 

Area of Specialization: ______________ 

Certification Number: 

METHOD OF CERTIFICATION: 

0 EXAMINATION 

0 OTHER (Please Explain): 

Original Date of Certification: ________ 

Current Recertification Cycle Dates: _________ 

I certify, under penalty of perjury under the laws of the State of California, that all 
information provided in connection with this application for licensure is true, correct and 
complete. Providing false information or omitting required information is grounds for 
denial of licensure or license revocation in California. 

SIGNATURE OF APPLICANT DATE 

Attach a recent 2"x2" 
passport type photograph. 

Please tape on all four sides. 

Head and shoulders only 

•• U.S. SOCIAL SECURITY NUMBER/ITIN DISCLOSURE STATEMENT 
Disclosure ol your U.S. Social Security Number/lTIN Is mandatory. Section 30 al the Business and Pmfessions Code and Public Law 94-455 (42 USC section 405(c)(2)(C)) authoJlzes collection ol 
your U.S. Social Security Number/lTIN. Your U.S. Social Securlly Number/Ill N wi II be used exclusively for tax en1orooment purposes and tor purposes of compliance with any judgment or order for family 
support In accordance with section 17520 al lhe Family Code, or lor verification ol II censure or examination status by a licensing or examination entity which utilizes a national examination and where 
licensure is reciprocal with the requesting state, If you lail lo disclose your U.S. Social Securlly Number/lTIN, your applicalion for lnilial or renewal license will 1101 be processed and you will be 
reported to the Franchise Tax Board, which may assess a $1 ao penally against you. 

(Ro,. 00/2019) 
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VERIFICATION OF NURSE PRACTITIONER ACADEMIC PROGRAM 

TO BE COMPLETED BY APPLICANT: Please complete Section A and forward to the program director/representative for the nurse practitioner academic program for 
completion. 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 OfficefTranscript Office. A processing lee may be required for the submission of the official transcripts . 

\A. TO BE COMPLETED BY APPLICANT I 
(PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

City State Country Postal/Zip Code U.S. SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: CALIFORNIA RN LICENSE NUMBER: :::.,. 
·;: 

·=<:=:: EXPIRATION DATE: 
NAME OF ACADEMIC PROGRAM: •. 

}? SPECIALTY: 

-:. ·= .; 

SIGNATURE OF APPLICANT: DATE: I 
B:· TO BE COMPLETED BY THE PROGRAM DIRECTOR/REPRESENTATIVE FOR THE':NURSE 

PRACTITIONER ACADEMIC PROGRAM 
The above applicant has applied for a nurse practitioner certification in California. Please provide the follow ing information and mail to the Board of 
Registered Nursing at the above address. 

NAME OF NURSE PRACTITIONER ACADEMIC PROGRAM: TELEPHONE NUMBER: { ) 

ADDRESS: Number & Street City State Postal/Zip Code 

TYPE OF PROGRAM: 

CERTIFICATE□ 
MASTERS□ 
POST-MASTERS□ 

SPECIALTY: 

Entrance Date: 
/Month/Day/Year) 

Completion Date: 
(Month/Day/Year) 

Date Certificate/Degree Status Conferred: 
(Month/Day/Year} 

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

If yes, Name: 

□ □YES NO 
Program Approval Cycle Dates: 

I 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: _________ 
(DATE) 

(Rev. 03/20 18) 3 
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PO Box 944210, Sacramento, CA 94244-2100 
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VERIFICATION OF NURSE PRACTITIONER CERTIFICATION BY NATIONAL 
ORGANIZATION/ASSOCIATION 

METHOD2 
TO BE COMPLETED BY APPLICANT: Please complete Section A and submit to the applicable national organization/association to verify your nursing practitioner 
certification status. A fee is required by the national organization/association for the processing of the verification form. 

IA, TO BE COMPLETED BY APPLICANT ! 
(PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

City State Country Postal/Zip Code U.S. SOCIAL SECURITY NUMBER or 
INDIVIDUALTAXPAVER ID NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Ma iden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 
Alternate ( ) ;;: 

;; ' -;E-MAIL ADDRESS: CALIFORNIA RN LICENSE NUMBER: 

EXPIRATION DATE: 

NAME OF ACADEMIC PROGRAM: •. 

SPECIALTY: 

·: ... 

SIGNATURE OF APPLICANT: DATE: l 
!B. TO BE COMPLETED BY THE CERTIFYING ~ATIONAL ORGANIZATION/ASSOCIATION I 

The above appl icant has applied for a nurse practitioner certification in Cal ifornia . Please prov ide the fol lowing information and mail to the Board of 
Reg istered Nursing at the above address. 

NAME OF CERTIFYING NATIONAL ORGANIZATION/ASSOCIATION TELEPHONE NUMBER: ( ) 

ADDRESS: Number & Street City State Postal/Zip Code 

METHOD OF CERTIFICATION: CERTIFICATE NUMBER: ORIGINAL DATE OF CERTIFICATION: 

NURSE PRACTITIONER SPECIALTY AREA: 

CURRENT RENEWAL CYCLE DATES FOR CERTIFICATION/RECERTIFICATION: 
(If not applicable, please explain) 

From: To: 
(Month/Year) (Month/Ye ar ) 

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: __________ 
(DATE) 

(OFFICIAL SEAL) 

(Rev. 03/2018) 
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NT OR TYPE) '· ·:,
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BOARD OF REGISTERED NURSINGo c a 
PO Box 944210, Sacramento, CA 94244-2100

DEPAR TMENT Of CONSUMER AFFAIRS 
P (9 16) 322-3350 F (916) 574-8637 I www.rn.ca.gov 

VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

METHOD 3 - EQUIVALENCY 

Verification of the applicant's cl inical competency in the delivery of primary care is one of the requirements, which must be met in order to qualify 
to use the ti tle "Nurse Practitioner" in Californ ia. 

PRIMARY CARE means comprehensive and continuous care provided to patients, families, and the community. Primary care focuses on basic 
preventative care , health promotion, disease prevention, health maintenance, patient education and the diagnoses and trei:ltment of acute and chronic 
illnesses in a variety of practice settings. (California Code of Regulations Section 14B0(b)). 

CLINICALLY COMPETENT means the individual possesses and exercises the degree of learning, skill, care and experience ordinarily possessed and 
exercised by a certified nurse practitioner providing healthcare in the same nurse practitioner category. The clinical experience must be such that the 
nurse received intensive experience in perform ing the diagnostic and treatment procedures essentia l to the provision of primary care. (California Code 
of Regulations Section 1480(c)). 

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

(PRI

LAST NAME: ..FIRST NAME: MIDDLE NAME: 

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

DATE OF Bll;lTH: (Month/Day/Year) CALIFORNIA RN LICENSE NUMBER: 

ISIGNATURE OF APPLICANT:______________________DATE: 

\B. TO BE COMPLETED BY THE EVALUATING "NURSE PRACTITIONER" j 
The above applicant has applied for a nurse practitioner certification in California. Please provide the fo llowing information and mail to the Board of 
Registered Nursing at the above address . 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS OF AGENCY: Number & Street City State Postal/Zip Code 

TELEPHONE NUMBER: U.S. SOCIAL SECURITY NUMBER: 

DATES EMPLOYED IN SPECIALTY AREA: 
RN LICENSE NUMBER: 

EXPIRATION DATE: From: To: 

NP CERTIFICATION NUMBER: PROFESSIONAL SPECIALTY: 

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

From: To: 
( Month/Year) (Month/Year) 

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 . 0312018) 5 
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BOARD OF REGISTERED NURSINGc:1c a 
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VERIFICATION OF "CLINICAL COMPETENCY" AS A NURSE PRACTITIONER 

METHOD 3 - EQUIVALENCY 

Verification of the applicant's clinical competency in the delivery of primary care is one of the requirements, 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 patients, families, and the community. Primary care focuses on basic 
preventative care , health promotion, disease prevention, health maintenance, patient education and the diagnoses and treatment of acute and chronic 
illnesses in a variety of practice settings. (California Code of Regulations Section 1480{b)). 

CLINICALLY COMPETENT means the individual possesses and exercises the degree of learning, skill , care and experience ordinarily possessed and 
exercised by a certified nurse practitioner providing healthcare in the same nurse practitioner category. The clinical experience must be such that the 
nurse received intensive experience in performing the diagnostic and treatment procedures essential to the provision of primary care. (California Code 
of Regulations Section 1480(c)). 

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

IA, TO B.~ coMeLETED BY APPLICAJiT I 
(PRINT OR TYPE) •.• 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

DATE OF BIRTH: (Month/Day/Year) CALIFORNIA RN LICENSE NUMBER: 

ISIGNATURE OF APPLICANT:______________________DATE: ------

IB. TO BE COMPLETED BY THE EVALUATING "PHYSICIAN" I 
The above applicant has applied for a nurse practitioner certification in California . Please provide the following information and mai l to the Board of 
Registered Nursing at the above address. 

LAST NAME: FIRST NAME: MIDDLE NAME: 

ADDRESS OF AGENCY: Number & Street 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/Year) (Month/Year) 

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 . 03/201 B) 6 
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VERIFICATION OF "CLINICAL EXPERIENCE" AS A NURSE PRACTITIONER 

METHOD 3- EQUIVALENCY 
Veri fication of the nurse's clinical experience in the delivery of primary care is requi red in order for him/her to use the title "Nurse Practitioner" in California. 

PRIMARY CARE means comprehensive and continuous care provided to patients, families , and the community. Primary care focuses on basic 
preventative care, health promotion , disease prevention , health maintenance, patient education and the diagnoses and treatment of acute and chronic 
illnesses in a variety of practice settings. (California Code of Regulations Section 14B0(b)). 

CLINICALLY COMPETENT means the individual possesses and exercises the degree of learning , ski ll , care and experience ordinarily possessed and 
exercised by a certified nurse practitioner providing healthcare in the same nurse practitioner category. The clinical experience must be such that the 
nurse received intensive experience in performing the diagnostic and treatment procedures essential to the provision of primary care. (California Code 
of Regulations Section 14B0(c)). 

The verifying nurse practitioner and physician MUST meet the following requi rements: 
1. Current, clear and active licensure to practice. 
2. Clinical competency in the provision c:>f primary care. 
3. Direct observations of clinical practice. 

IA- TO BE COM~:LETED BY APPLICANT ! 
(PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

DATE OF Bl'RTH : (Month/Day/Year) 

' 

CALIFORNIA RN LICENSE NUMBER: 

SIGNATURE OF APPLICANT:_______________________DATE: ______ 

B. TO l3E COMPLETED BY THE PHYSICIAN/NURSE PRACTITION ER VERIFYING THE APP.LICANT'S 
LINICAL EXPERIENCE 

The above applicant has applied for a nurse practitioner certification in California. Please provide the following information and mail to the Boa rd of 
Registered Nursing at the above address. 

NAME OF AGENCY: 

ADDRESS OF AGENCY: Number & Street City 

NAME OF APPLICANT'S SUPERVISOR: 

SUPERVISOR'S TITLE: 

LICENSE NUMBER: 

EXPIRATION DATE: 

DATES OF SUPERVISED CLINICAL EXPERIENCE: 

From: To: 
From: To: 
From: To: 

Postal/Zip CodeState 

SUPERVISOR'S TELEPHONE NUMBER: 

DATES OF SUPERVISOR'S EMPLOYMENT: 

From: To: 

SPECIAL TY AREA: 

NUMBER OF HOURS: CLINICAL SPECIALITY: 

certify 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: ________ 

(Rev . 03/2018) 7 
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BUSINESS. CONSUMER SERVICES, ANO HOUSlf -G AGENCY ~ GOVERNOR EDMUND 0 . BAOl'JM JR
•TAT ■ 0 .. CALll'ORNIA 

~ BOARD OF REGISTERED NURSING c::1c a Wf6JPO Box 94421 0, Sacramento, CA 94244-2100 
OEPAIITMENT OF CONSUMER AFFA IRS 

P (916) 322-3350 F (916) 574-8637 I www.rn .ca.gov 

INFORMATION COLLECTION AND ACCESS 

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

Agency Name: 
BOARD OF REGISTERED NURSING 

Title of official responsible for information maintenance: 

EXECUTIVE OFFICER 

Address: Telephone Number: 

P.O. BOX 944210, SAC~AMENTO, CA 94244-2100 (916) 322-3350 

Authority which authorizes the maintenance of the information: 

SECTION 30, SECTION 2732.1 {a), BUSINESS -AND PROFESSIONS CODE 

ALL INFORMATION IS MANDATORY ... 

·•: •
The consequences, if any of not providing all or any part of the requested information: 

FAILURE TO PROVIDE ANY OF THE REQUESTED INFORMATION WILL RESULT IN THE 
APPLICATION BEING REJECTED AS INCOMPLETE. 

The principal purpose(s) for which the. information is to be used: 

TO DETERMINE ELIGIBILITY FOR LICENSURE. 'YOUR U.S. SOCIAL SECURITY NUMBER/ITIN 
WILL BE USED FOR PURPOSES OF TAX ENFORCEMENT, CHILD SUPPORT ENFORCEMENT 
AND VERIFICATION OF LICENSURE AND EXAMINATION STATUS. SECTION 30 OF THE 
BUSINESS AND PROFESSIONS CODE AND PUBLIC LAW 94-455 {42 USC section 405{c)(2)(C)) 
AUTHORIZE COLLECTION OF YOUR U.S. SOCIAL SECURITY NUMBER/ITIN. IF YOU FAIL TO 
DISCLOSE YOUR U.S. SOCIAL SECURITY NUMBER/ITIN, YOU WILL BE REPORTED TO THE 
FRANCHISE TAX BOARD, WHICH MAY ASSESS A $100 PENAL TY AGAINST YOU. YOUR 
NAME AND ADDRESS LISTED ON THIS APPLICATION WILL BE DISCLOSED TO THE PUBLIC 
UPON REQUEST IF AND WHEN YOU BECOME LICENSED. 

Any known or foreseeable interagency or intergovernmental transfe r which may be made of the 
information: 

POSSIBLE TRANSFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING U.S. SOCIAL 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 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

(Rev. 03nO J8) 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 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. 

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 the scope of his or her 
employment, has knowledge of or observes a child whom the mandated reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. The mandated reporter must 
make a report to the agency immediately or as soon as is practicably possible by telephone, and 
the mandated reporter must prepare and send a written report thereof within 36 hours of receiving 
the information concerning the incident. 

Failure to comply with the requirements of Penal Code Section 11166 is a misdemeanor, 
punishabl«:!~by up to si~':fflafflhs~in a county jail, ..bf:;ii:tlne of one thoOs.aiittdollars Ullt'nOOOJioril>Y,:::::f:: 
bolh 17~f~:1\cnment an~[~m~:\*];:';fi])\::. .~t@\f·'··· ••·•·•····,\[t?b. fff '··'',..\:/h ~~..:,.,.•.•.·t:?{:.:......i:... · 

For futij·e~~itails aboyUhese requif~~entsJij9'nsult Penaf~gde s~j~!on 111 ~4ffl.nd sub~~quent 
secti~rj,~- • :E: :-:::,:. ~1iiifo :1~~}' ·:;:::;::;, 1t(t! : :::;::: ,:•:->: 
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BUSINESS, CONSUMER SERVICES. ANO HOUSING AGENCY • GOVERNOR EDMUND G BROWN JR.■ TAT ■ 0 ~ CALI .. ORNIA 

BOARD OF REGISTERED NURSINGc::IC a 
PO Box 944210, Sacramento, CA 94244-2100DEPARTMENT DF CONSUMER AFFAIRS 
P {916) 322-3350 F (916) 574-8637 I www.rn .ca.gov 

APPLICATION FOR TEMPORARY NURSE PRACTITIONER (NP) CERTIFICATE 

INSTRUCTIONS: 

1. The application fee for the Temporary Nurse Practitioner Certificate (TC/NP) is $150.00. 

2. The TC/NP will not be issued until the Application for Nurse Practitioner Certification is complete with exception of 
criminal record clearance from the Department of Justice (OOJ) and the Federal Bureau of Investigation (FBI). 

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

4. Possession of a current and active California Temporary RN License (TL) is required. 

PLEASE NOTE: IF YOU ALREADY POSSESS A PERMANENT CALIFORNIA RN LICENSE, YOU ARE NOT ELIGIBLE FOR THE 
TEMPORARY NURSE PRACTITIONER CERTIFICATE (TC/NP) AND YOUR APPLICATION FEE FOR THE TC/NP WILL NOT BE 
REFUNDED. . 

[O BE COMPLETED BY APPLICANT ! 

(PRINT OR TYPE} 

LAST NAME: FIRST NAME: MIDDLE NAME: 

,', 

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

.. 
_:: 

City " State Country Postal/Zip Code U.S. SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 
Alternate ( ) 

E-MAIL ADDRESS: 
TEMPORARY RN LICENSE NUMBER: 

EXPIRATION DATE: 

NAME OF NURSE PRACTITIONER ACADEMIC PROGRAM: 

ADDRESS: Number & Street City State Postal/Zip Code 

TYPE OF PROGRAM: 

0 CERTIFICATE ENTRANCE DATE: 
0 MASTERS (Month/Day/Year) 

0 POST-MASTERS COMPLETION DATE: 

SPECIALTY: 
(Month/Day/Year) 

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

SIGNATURE OF APPLICANT: DATE: ______ 

(Rev. 0312018) 
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c::1 C i3 BOARD OF REGISTERED NURSING 

DEPARTMENT OF CONSUMER AFFAIRS 
PO Box 944210 , Sacramento, CA 94244-2100 
P (916) 322-3350 F (916) 574-8637 Iwww.rn .ca.gov 

INFORMATION COLLECTION AND ACCESS 

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

Agency Name: 
BOARD OF REGISTERED NURSING 

Title of official responsible for information maintenance: 

EXECUTIVE OFFICER 

ddress: Telephone Nurnber: 

.O. BOX 944210, SACRAMENTO, CA 94244-2100 (916) 322-3350 

uthority which authorizes the maintenance of the information: 

A

P

A

SECTION 30, SECTION 2732.1(a), BUSINESS AND PROFESSI_ONS CODE 
•·.· 

ALL INFORMATION IS MANDATORY. 

The consequences, if any-of not providing all or. any part of the requested information: 

FAILURE TO PROVIDE ANY OF THE REQUESTED INFORMATION Wl~L RESULT IN THE 
APPLICATION BEING REJECTED AS INCOM~~_ETE. 

The principal purpose(s).for which.the information is to be used: 

TO DETERMINE ELIGIBILITY FOR LICENSURE. YOUR U.S. SOCIAL SECURITY NUMBER/ITIN 
WILL BE USED FOR PURPOSES OF TAX ENFORCEMENT, CHILD SUPPORT ENFORCEMENT 
AND VERIFICATION OF LICENSURE AND EXAMINATION STATUS. SECTION 30 OF THE 
BUSINESS AND PROFESSIONS CODE AND PUBLIC LAW 94-455 (42 USC 405(c)(2)(C)) 
AUTHORIZE COLLECTION OF YOUR U.S. SOCIAL SECURITY NUMBER/ITIN. IF YOU FAIL TO 
DISCLOSE YOUR U.S. SOCIAL SECURITY NUMBER/ITIN, YOU WILL BE REPORTED TO THE 
FRANCHISE TAX BOARD, WHICH MAY ASSESS A $100 PENAL TY AGAINST YOU. YOUR 
NAME AND ADDRESS LISTED ON THIS APPLICATION WILL BE DISCLOSED TO THE PUBLIC 
UPON REQUEST IF AND WHEN YOU BECOME LICENSED. 

Any known or foreseeable interagency or intergovernmental transfer which may be made of the 
information: 

POSSIBLE TRANSFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING U.S. SOCIAL 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 
THEM BY THE AGENCY, UNLESS THE RECORDS ARE EXEMPT FROM DISCLOSURE. 

(Rev 03/2018) 2 



MANDATORY REPORTER 

Under California law each person licensed by the Board of Registered Nursing is a uMandated 
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. 

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 the scope of his or her 
employment, has knowledge of or observes a child whom the mandated reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. The mandated reporter must 
make a report to the agency immediately or as soon as is practicably possible by telephone, and 
the mandated reporter must prepare and send a written report thereof within 36 hours of receiving 
the information concerning the incident. 

Failure to comply with the requirements of Penal C:9,~-~,Section 11166 is amisdemeanor ., ... ,.,..... 
punisha(Ue by up to slli:'ll'.lO:iit;llSJn a county jail;:b:f:~J;fi_e ..of one th~ijlijit})::.tjµUars . ' ·~:q,::]jyf:'.: 
both itJ~l~tnment an:1:/iril:li\ii1)1}}:i:::. ..t::}/1;:::::'.;'.:;:;::::::l!()l\:1~. ~ilt::}::{:(~!!!li~}. ::::::·'.:';;,;,.,....l;t::;;:'.·::::::::::i•i•.•··: 
For fU:~he'.tdetails abo:µt:these req't;(if,menf!t:#onsult Pen;ij:~ode S:J~tion 111~4} and sub~:~guent 

sect:~~~s. :~~i;~L ~~~fa! :;~1:;:i1;~'. ;'.~~i;\r ;t~;;~. t~l~l1l! ~:(;\;~ ~~i:~\1\j 
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CIC::a BOARD OF REGISTERED NURSING 

DEPARTMEN T OF CONS UM ER AFFAIRS PO Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350 F (916) 574-8637 Iwww.rn .ca.gov 

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 Forces of the United States and were honorably discharged . 

PERSONAL DATA (PRINTORTYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

City State Country Zip Code U.S. SOCIAL SECURITY NUMBER or 
INDIVIDUAL TAXPAYER ID NUMBER:•• 

TELEPHONE NUMBER: 
Home ( ) 

Alternate ( ) 

PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 

CA RN LICENSE NUMBER: CA NP NUMB.ER: . NP SPECIAL TY: ' 

,: 

NAME OF NURSE PRACTITIONER PROGRAM 

NAME OF ACADEMIC COURSE: 

COURSE TITLE: COMPLETION DATE: # QTR/SEM UNITS: 

SCHOOL ADDRESS: Number & Street City State Zip Code 

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

SIGNATURE OF APPLICANT:______________________DATE:_ ____ _ 

•• U.S. SOCIAL SECURITY NUMBER/ITIN DISCLOSURE STATEMENT 
Disclosure of your U.S. Social Security Number/lTIN is mandatory. Section 30 of the Business and Professions Code and Public Law 94-455 (42 USC section405(c)(2)(C)) authorizes collection 
of your U.S. Social Security Number/lTIN. Your U.S. Social Security Number/lTIN will be used exclusively for tax enforcement purposes and for purposes of compliance with any judgment or order for 
family support in accordance with section 17520 of the Family Code, or for verification of licensure or examination status by a licensing or examination entity which utilizes a national examination and 
where licensure is reciprocal with the requesting state. If you fail to disclose your U.S. Social Security Number/lTIN. your application for initial or renewal license will not be processed and you will 
be reported to the Franchise Tax Board, which may assess a $100 penalty against you. 

(Rev. 0312018) 
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BOARD OF REGISTERED NURSINGc:1c:a 
PO Box 944210, Sacramento, CA 94244-2100 

DEPARTMENT OF CONSUMER AFFAIRS 

P (916) 322-3350 F (91 6) 574-8637 Iwww.rn .ca.gov 

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 on the two (2) page attachment. 

tfo BE COMPLETED BY APPLICANT I 
(PRINT OR TYPE) 

LAST NAME: FIRST NAME: MIDDLE NAME: 

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

City I State ICountry IZip Code U.S. SOCIAL SECURITY NUMBER or INDIVIDUAL 
TAXPAYER ID NUMBER: 

TELEPHONE NUMBER: PREVIOUS NAMES: (Including Maiden) MOTHER'S MAIDEN NAME: (Last Name Only) 
Home ( ) 
Alternate ( ) 

CALIFORNIA RN LICENSE I CA NP NUMBER: I DATES COURSE WAS TAKE~.: 
NUMBER: .. 

·. 

SIGNATURE OF APPLICANT:________., ____________ DATE: ______ 

··, , 0 BE COMPLETE[)' ~y THE DIRECTOR o ·F THE fi URSE PRACTITIONJ:R 1 

!ACADEMIC PROGRAM I 
The above applicant has applied for a Nurse Practitioner furnishing number in California. Please provide the following informatii)n and mail to the 
California Board of Registered Nursing at the above address. The criteria for the advanced pharmacology course is listed on the two (2) page attachment. 

NAME OF NURSE PRACTITIONER PROGRAM: TELEPHONE NUMBER: 

ADDRESS: Number & Street City State Zip Code 

ADVANCED PHARMACOLOGY COURSE/CONTENT: 

Entrance and completion dates for course: Entrance: Completion: 
( Month/Day/Year) (Month/Day/Year) 

Was a separate course? D □ If YES, specify the course t itle: 
YES NO If NO, was integrated in the program curriculum? □ □ 

YES NO 

Equivalent to: 3 semester units: □ □ 5 quarter units: □ □ 45 hours: □ □ 
YES NO YES NO YES NO 

The drugs or devices are furnished or ordered by a Nurse Practitioner in accordance with standardized procedures or 
protocols developed when the drugs or devices furnished or ordered are consistent with the practitioner's educational 
preparation or for which clinical competency 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. □ □

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) 

(Rev. 03/2018) 2 
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BOARD OF REGISTERED NURSING c c a 
PO Box 944210, Sacramento , CA 94244-2100 

DEPARTMENT OF CONSUMER AFFAIRS 
P (916) 322-3350 F (916) 574-8637 Iwww.rn .ca.qov 

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 course based on the RN 's previous knowledge of 

pharmacology and pharmacotherapeutics. 
• A three (3) semester units or five (5) quatter units academic course. 

KEY POINTS: 
The advanced pharmacology course must include: 
• The mechanism for ongoing communication between the student and course in~tructor. 
• The requirements for approved standardized procedures to be in place prior to beginning practice. 
• The requirement to furnish drugs/devices pursuant to a standardized procedure. 
• The furnishing responsibility for Schedule II, ID, IV, V controlled substances that are to be furnished 

with a patient-specific protocol in compliance with the Health and Safety Code (HSC):Division 10, 
Uniform Controlled Substances Act, Sections 11000-11651 , Chapter 1. General Provisions and 
Definitions, for Nurse Practitioners . 

• The furnishing responsibility for s :chedule Il, III, IV and V contro1led substance~ that are to be 
furnished with a patient specific protocol in compliance with Health and Safe:cy Code (RSC) 
Division 10, Uniform Controlled Substances Act, Section 11056, for Ce1tified Nurse Midwives. 

COURSE OBJECTIVES: 
1. Uses the data base obtained from the health assessment of the client to identify an appropriate 

therapeutic regimen, including drugs and/or devices 
2. Uses knowledge of pharmacokinetics when developing a therapeutic regimen that maximizes the 

therapeutic effectiveness while minimizing adverse reactions . 
3. Uses knowledge of pharmacodynamics to observe the effects of drugs and/or devices on a client; to 

predict the client ' s response; and to understand the effects of the drugs and/or devices. 
4. Evaluates the response and compliance of the client to the drugs and/or devices and implement 

appropriate action. 
5. Provides appropriate client education regarding the furnished drugs and/or devices. 
6. Furnishes drugs and/or devices pursuant to standardized procedures and in conformance with 

applicable laws, codes and/or regulations. 
7. Examines appropriate guidelines for the pharmacological management of selected health care 

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

8. Uses knowledge and awareness of the role of herbal and natural remedies while treating disease 
states. 

(Rev. 03/2018) 3 (Continued on both sides of page) 

www.rn.ca.qov


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. 
• 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 clinical practice within the past five years applying the principles of 

advanced pharmacology. 

ADVANCED PHARMACOLOGY ENABLING OBJECTIVES 
• Defines and verbalizes an understanding of the terminology of advanced pharmacology. (Vocabulary list 

to be included) 
• Identifies sources of drugs and provides examples of drugs from each drug source. 
• Describes the "targets" of drugs. 
• Describes the pharmacokinetic process of absorption, distribution, metabolism, and excretion. 
• Identifies factors that alter the processes ofabsorption, distribution, metabolism, andexcretion . 

• :::ll~t11:~o~:::11t~f~~:~:ti~:v!tl'!;;tri!t~-•re phar~i~~kf~~fis.rroce~i::~;fl:JtflM#t:'.:••· 

•, :='be~qribes varia~i~s that deterjJi)e the carte.bi dosagesof#rugs. Hf ·:, . . ::·•. 
• • D~fines half-life:ipd explain~%iimpo®ii~e of a drug•Jjajf-life \tt~ therapei;iti6 drug regiiffu. 
•. De~cribes factors)hat influenc~•(~:drug~i:ijalf-life. {t::{ :/\ i\) jf 

:·• • · Ariil~zes the rel.~i]onship betw~~ndru~~lnd their physio(:::-: cal a6~:,pathophf~Wlogical resp~nses. 
::.::: Und~#~tands th~'.~~armacokineti~!and ~ffumacodynamic : ... ,_ cts dfJ'.lroad-93iig&ries of drui~~ii.e., 

({: anti~i~tics, anti~~~ythmics, anttlj~pe~~ijves contracepti~4';5~ etc. µ~ctiti':~~ij¢ific treatmenft;ijgimens. 
)if•• .1J8:~~::\~~ta obt~~~d during aj{~fient .,. . istory and Ph~it~l Ex~~ati'iii((H&P) to idetl$~fy appropriate 

: ::::t::>:•d1;ug,<¢h9ice/s attd herbs, vitatfiihs, . .· rals, and traqe/elements\regimen/s, and recogrilzes the role of 
' . . ·.· · fi~roiC~nd nabft(i remedies .:#(}he tr~f#ient ofhealt¥:J~d dise~l:¥::states. ~irm 

{\ • Based :llpon th~py~nciples _9f:pliarmaco~m.Wcs and p~~acody~ics, identifies the ingt~~tions, 

..t,~.~_:.··_:_}· • rationafij:Jnd 11\~9h~?i~~.:?H6'tio~1 for di4~~Ili~:•f?r!~t~ drugs tj~! ~o tre~t specific con~Wns. 
. . Underst~n~s thei~9ttmti~l mteract10ns betwetii:i:;:~rngi;,:and herbs, v~ms, mmerals, and traij!i'.i:~lements. 

• Performs· appropriate monitoring before, during;··aod after specific drug regimens. · 
• Monitors efficacy of drug/s evaluates the response and compliance of the client to the drugs/devices and 

provides interventions for side effects, and manages adverse events that may occur. 
• Identifies drugs with narrow therapeutic range. 
• Identifies appropriate methods to write and transmit prescriptions. 
• Furnishes drugs pursuant to legal requirements, standardized procedures, ethical standards, and in 

compliance with health and safety codes. 
• Identifies resources for drug information and uses the resources to maintain clinical competency for 

furnishing. 
• Describes the essential components of client education re: medications including: name of medication/s 

frequency/time of doses, correct dosage/s to take, how to take the medication/s i.e., with or without food, 
what to do if a dose of a medication is missed, side effects to expect, and adverse event/s to report to the 
prescriber. 

• Identifies factors that influence medication compliance. 
• Provides comprehensive 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 base upon client's symptomatology, health status and 

lifestyle. 
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BOARD OF REGISTERED NURSING c::tc a 
PO Box 944210, Sacramento, CA 94244-2100 

OEPAATMtNT OF CONSUMER AFFAIA6 
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INFORMATION COLLECTION AND ACCESS 

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

Agency Name: 
BOARD OF REGISTERED NURSING 

Title of official responsible for information maintenance: 

EXECUTIVE OFFICER 

Address: Telephone Number: 

P.0. BOX 944210, SACRAMENTO, CA 94244-2100 (916) 322-3350 

Authority which authorizes the maintenance of the information: 

SECTION 30, SECTION 2732.1(a), BUSINESS AND PROFESSIONS CODE :,. 

ALL INFORMATION IS MANDATORY. 

The consequences, if any of not providing all or any part of the requested information: 

FAILURE TO PROVIDE ANY OF THE REQUESTED INFORMATION WILL RESULT IN THE 
APPLICATION BEING REJECTED AS INCOMPLETE. 

The principal purpose(s) for which the information is to be used: 

TO DETERMINE ELIGIBILITY FOR LICENSURE. YOUR U.S. SOCIAL SECURITY NUMBER/ITIN 
WILL BE USED FOR PURPOSES OF TAX ENFORCEMENT, CHILD SUPPORT ENFORCEMENT 
AND VERIFICATION OF LICENSURE AND EXAMINATION STATUS. SECTION 30 OF THE 
BUSINESS AND PROFESSIONS CODE AND PUBLIC LAW 94-455 (42 USC 405(c)(2)(C)) 
AUTHORIZE COLLECTION OF YOUR U.S. SOCIAL SECURITY NUMBER/ITIN. IF YOU FAIL TO 
DISCLOSE YOUR U.S. SOCIAL SECURITY NUMBER/ITIN, YOU WILL BE REPORTED TO THE 
FRANCHISE TAX BOARD, WHICH MAY ASSESS A $100 PENAL TY AGAINST YOU. YOUR 
NAME AND ADDRESS LISTED ON THIS APPLICATION WILL BE DISCLOSED TO THE PUBLIC 
UPON REQUEST IF AND WHEN YOU BECOME LICENSED. 

Any known or foreseeable interagency or intergovernmental transfer which may be made of the 
information: 

POSSIBLE TRANSFER TO LAW ENFORCEMENT, OTHER GOVERNMENT AGENCIES AND 
REPORTING U.S. SOCIAL 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 MAINT AINEO 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 
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. 

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 the scope of his or her 
employment, has knowledge of or observes a child whom the mandated reporter knows or 
reasonably suspects has been the victim of child abuse or neglect. The mandated reporter must 
make a report to the agency immediately or as soon as is practicably possible by telephone, and 
the mandated reporter must prepare and send a written report thereof within 36 hours of receiving 
the information concerning the incident. 

Failure to comply with the requirements of Penal Code Section 11166 is a misdemeanor, 
punl~h,~!!t by up to s!ltm?.~~i~,Jn a county jall,r~r:,1Jt,!t?f one th:. ,<::.~;~;l~:?:~.lars ~li9;9:R)t~rt~Y:{} 
both lj~ft!rnment aisr~n.,.•.•::.::::/:l•>... {;@:f•'·'· ···::::?t\< ::~{J•·· .'.,:,:-;:{f\ {<;~ .• ·······ttf···•-········· 
For ~urfhef~etails abo~nhese reqy.!r!w•ent~~;~~nsult Pen~l·R.?de Sfgfion 111~f(and sub,t~uent 

sect•~;ns. tit: ... \~l{t ,:lf)if :Ii\li. ~tlif }\ti ~I;i1{1 
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