
ANCC Validation of Advanced
Practice Nursing Education Form

Instructions
Candidate: Please print, complete section 1, and give this form to the 
Program Director of the program from which you graduated, to complete 
the balance of the form. 

Return this form by mail to:

American Nurses Credentialing Center
Attn: Certification Registration
8515 Georgia Avenue, Suite 400
Silver Spring, MD 20910-3492

Or sign electronically and email it to: APRNValidation@ana.org

mailto:APRNValidation@ana.org


Applicant Last Name First Name MI

Address 

City State Zip/Postal

Social Security Number (optional) E-mail

Name of University City State

Faculty Phone Number Faculty E-mail

Master’s     Doctorate     Post-Graduate Certificate*   Indicate the date degree was conferred: ____________________
(*If a Post-Master’s program was completed, please attach a detailed description of the courses/clinical hours accepted from previous 
graduate program(s) and list all courses/clinical hours in the post-graduate certificate program that support eligibility. Please use 
letterhead and sign the attachment.)

Designate the organization which accredit(s) your program:  CCNE   NLNAC

Did the candidate complete a dual program?    No   Yes (If yes, please specify the role and population of the programs, and 
attach a detailed description of the content for each role and population. Please use letterhead and sign the attachment.)

TOTAL Faculty Supervised Clinical Hours: _____________________

Validation of Advanced Practice Nursing Education Form 

Nurse Practitioner Population(s)
Acute Care NP
Adult NP
Adult Psychiatric Mental Health NP
Family NP
Family Psychiatric Mental Health NP
Gerontological NP
Pediatric NP

Clinical Nurse Specialist Population(s)
Adult Health CNS
Adult Psychiatric Mental Health CNS
Child/Adolescent Psychiatric Mental CNS
Gerontological CNS
Pediatric CNS
Public/Community Health CNS

Check the area
of concentration
completed:

Program Director (Print Name) Program Director Signature Date

TMP06  JANUARY 21, 2011

List the separate course numbers for the following courses:

Advanced Course #:
Physical  
or Health
Assessment 
Course

Advanced Course #:
Pharmacology 
Course

Advanced Course #:
Pathophysiology
Course

Appropriate Course #:
Role Course(s)
(i.e. NP, CNS)

Appropriate Course #:
Practicum 
Course(s)

Appropriate Course #:
Population-
focused
Course(s) 
(i.e. adult, 
family)

For Nurse Course #:
Practitioners: 
Appropriate  
Health
Promotion/
Diesease
Prevention 
Course(s)

For Nurse Course #:
Practitioners:  
Appropriate 
Differential Diag-
noses/Disease 
Management
Course(s)

For Psychiatric/ Course #:
Mental Health 
Clinicians: list at 
least 2 Psycho-
therapeutic 
Treatment 
Modalities Courses
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