Application for Advanced Practltloner of Nursing Dispensing Privileges

Return to: Nevada State Board of Nursing, 5011 Meadowood Mall Way, Suite 300, Reno, NV 89502-6547
(888) 590-6726, fax 775-687-7707 , www.nursingboard.state.nv.us

Instructions

o Submit complete application and examination fee of $150.

e Contact the Nevada State Board of Nursing at (888) 590-6726 to schedule examination.
Please note: dispensing privileges are granted only after you have received prescribing privileges.

First Name Middle Name Last Name

Social Security # Telephone # Date of Birth Place of Birth

Address (if you move, please notify the Board immediately, in writing, or via the Board's website) Apt. #
O male O Female

City State ZIP

Practice Location (if you change practice locations, please notify the Board immediately, in writing) Apt. #

City State ZIP

Please answer all questions and supply all required documentation.
Incomplete applications will be returned to you for completion.
It is a violation of Nevada law to falsify this application, and sanctions may be imposed for fraud or
misrepresentation.

Section 1. Affirmation that current requirements of Nevada law will be met

YesO No O I affirm (swear) | will only dispense controlled substances, poisons, dangerous drugs, or devices
which are within the standard of my identified medical specialty and approved by each collaborating
physician.

Affirmation.

YesQ| NoQ || I affirm (swear) that | have read this application and the statements made are true and correct.

Signaturel | Datel |

Fee Payment If Paying By Credit Card, Please Complete
You may pay the $150 examination fee by credit card Choose one: Visa O MasterCard O Discover O
(MasterCard, Discover, Visa), personal or cashier’s
check, or money order, payable to the Nevada State Card numberl |Exp. datel:'
Board of Nursing. U.S. Funds only. Name on cardl |Amt $150.00
Please note: If you do not submit the required fees,
your application will be returned to you, unprocessed. Signature | |

rev 4-2-07



	Section 1. Affirmation that current requirements of Nevada l
	Affirmation.
	Fee Payment       If Paying By Credit Card, Please Complete

	CCSign: 
	Name on card: 
	CCNumber: 
	CardType: Off
	CCEXp: 
	FName: 
	MName: 
	LName: 
	SSN: 
	Tel: 
	DOB: 
	POB: 
	Address: 
	ZIP: 
	Practice Location: 
	City: 
	State: 
	ZIPLabel: ZIP
	First Name: First Name
	Middle Name: Middle Name
	Last Name: Last Name
	SSALabel: Social Security #
	TelLabel:      Telephone #
	DOBLabel: Date of Birth
	POBLabel: Place of Birth
	AddressLabel: Address (if you move, please notify the Board immediately, in writing, or via the Board's website)
	PracticeLocationLabel: Practice Location (if you change practice locations, please notify the Board immediately, in writing)
	StateLabel: State
	AppType: Off
	Apartment: 
	CityLabel: City
	Apt: Apt. #
	Female: Female
	Male: Male
	Date: 
	A-1: Off
	Signature: 
	1-1: Off
	revision date: rev 4-2-07
	Text2: 775-687-7707


