IMPORTANT NOTICE: Completion of this form is SUPPORTING DOCUMENT
necessary for consideration for licensure under 225 |ILCS ADVANCED PRACTICE NURSE

6h5/1 etf.seq. of (Illino\ifoCicl)Jrrr\}%_il;\eg Statutes). Disclosure of

this information is Y. However, failure to TP APN
comply may result in this form not being processed. TEMPORARY P ERMlT =

APPLICANT: This form must be completed in its entirety and accompanied by the two (2) page application.

1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOCIAL SECURITY NUMBER
ol m—m
Month Day Year

4. ADDRESS STREET, CITY, STATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three

digit profession code for which you are making lllinois application.

Profession Name Profession Code

6. MAIDEN OR GIVEN SURNAME ADVANCED PRACTICENURSE 2 0
oles:

7. Advanced Practice Nurse Specialty Training

Name of Institution Location of Program (City and State) Type of Degree Earned

8. National Certifying Examination Information:

Record of Examination - Record any examination you are scheduled for or have taken in the category of Advanced
Practice Nursing which you checked in Part 1, Box 5, or the two-page Application for Advanced Practice Nurse Licensure.

NAME OF EXAMINATION DATE OF EXAMINATION

9. Have you been convicted of any crime under the laws of any jurisdiction of the United States: (a) which is a felony; or (b)
which is a misdemeanor directly related to the practice of the profession within the last five (5) years?

CYes [INo If so, submit certified copies of all court records pertaining to said conviction.

10.Have you had a license or permit related to the practice of nursing revoked, suspended, or placed on probation by another
jurisdiction within the last five (5) years? Yes [1 No []

If so, have appropriate board of nursing complete CT-NUR form and attach copies of disciplinary action.

| certify the information and documents contained in this application are true and correct to the best of my knowledge. |
understand should any of the information or documents contained herein be proven false, it may result in the denial of my
Temporary Permit request and/or permanent endorsement/restoration application or other appropriate disciplinary action.

Signature Date
CERTIFYING STATEMENT BY COLLABORATING PHYSICIAN
Under penalties of perjury, | declare that |, , have entered into a

(Print Name of Collaborating Physician)

proposed Advanced Practice Nursing Written Collaboration Agreement with

(Advanced Practice Nurse)

effective this date (month/day/year):

lllinois License of Signature of
Collaborating Physican: Collaborating Physician:

Written Collaborative Agreements need not be forwarded to the Department.
IL486-1918 12/02 (NS)




