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RECERTIFICATION APPLICATION FORM

	Last Name
	
	First name
	

	Address


	
	City, State, Zip Code
	

	Home Phone


	
	Work Phone
	

	Fax


	
	Email
	


	ACRN Information
	Registered Nurse Information

	Year of Initial Certification
	
	State of Licensure
	

	Year of Last Recertification
	
	RN License Number
	

	ACRN Certificate Number
	
	RN License Expiration Date
	

	
	
	Is your RN license in good standing in all jurisdictions in which you are currently licensed as a RN?
	· Yes
	· No

Please explain on separate sheet of paper

	
	
	During the past four years, has any action been taken against your RN license?
	· Yes

Please explain on a separate sheet of paper
	· No


Mail completed application form with appropriate fee to: 

HANCB Recertification



Recertification Fee, ANAC Member:  $250
3538 Ridgewood




Recertification Fee, Non-ANAC Member:  $350 
Akron, OH  44333




Late Fee:  $50 (all applications postmarked after certificate expiration date; if more than 30 








days after expiration date, application will not be accepted)

Background Information:

Directions:  Please complete the following information to allow us to describe the group of nurses who are certified in HIV/AIDS nursing.  Please mark directly on this application.

A.  Percent of Time Currently Working in HIV/AIDS Nursing

· Less than 25%

· 25-50%

· 51-75%

· more than 75%

B.  Primary Position (Darken only one response)

· Staff nurse/clinician

· Head Nurse/Nurse Manager

· Nurse Case Manager/Coordinator

· Nurse Practitioner

· Clinical Nurse Specialist

· Patient Educator

· Nurse Educator/Faculty Member

· Director/Assistant Director

· Nurse Researcher

· Infection Control Practitioner

· Consultant

· Sales/Marketing/Industry:  Nursing Rep

· Counselor

· Other

C.  Area of Professional HIV/AIDS Emphasis

· Adult

· Pediatrics

· Both adult and pediatrics

D.  Primary Practice Setting (Darken only one response)

· Inpatient:  community hospital

· Inpatient:  university affiliated hospital

· Outpatient/ambulatory care

· Public/community health

· Hospice

· Home Care

· School of Nursing

· Private/Group Practice

· Physician’s office

· Substance Abuse Treatment Center

· Longterm Care Facility

· Forensic Setting (jail, prison)

· Community-Based Organization

· HIV Testing Center

· Primary Prevention Program

· Clinical Trial Group

· Family Planning/STD

· Other

E.  Experience in HIV/AIDS Nursing

· Less than 2 years

· 2 years

· 3-6 years

· 7-10 years

· more than 10 years

Background Information (continued):

F.  Employment Status

· Full-time

· Part-time

· Unemployed

· Retired

G.  Primary Practice Location

· Rural

· Suburban

· Urban (less than 1 million population)

· Urban (more than 1 million population)

· Mixed

· Not applicable

H.  Highest Academic Level Earned

· Diploma in Nursing

· Associate Degree, Nursing

· Baccalaureate, Nursing

· Baccalaureate, Other

· Master’s in Nursing

· Master’s, Other

· Doctorate in Nursing

· Doctorate, Other

· Other

I.  Other Certifications Held (Darken ALL that apply)

· None

· RN, C

· OCN

· CIC

· CCRN

· CEN

· CRNH

· RN, CS

· Other

J.  Are you currently a member of ANAC?

· No

· Yes

If yes, please provide current membership number _______________________________________________

OPTIONAL INFORMATION:

Race/Ethnicity

· African American

· Asian/Pacific Islander

· Hispanic/Latino/Latina

· Native American

· White

· Other

Age Range:

· Under 25

· 25-29

· 30-39

· 40-49

· 50-59

· 60 or older

Gender:

· Female

· Male

· Transgendered

I affirm that all statements given on this application are true and correct to the best of my knowledge and that the HANCB 

is hereby authorized to contact any organization or individual listed hereon to verify my continuing education or licensure history.

Signature of ACRN__________________________________________

Date_______________________________________________________

	CREDIT CARD PAYMENT

If you want to charge your recertification fee on your credit card, please provide all of the following information:

Name (as it appears on the card)

Address (as it appears on the statement) 

______________________________________________________

______________________________________________________

Charge my credit card for the total fee of $__________________

Card Type:

· VISA

· MasterCard

Expiration Date (month/year):  | _____ |/| _____|

CVV#_________________________________________________

Card Number __________________________________________

Signature: _____________________________________________




Category I-HIV/AIDS Nursing Continuing Education:  35 hours minimum.  All 70 CEPs may be obtained in Category I.  All hours must be accredited by state board of nursing, ANCC, AANP, or ANAC.  50 minutes=1 CEP.  If audited, photocopy of certificate including name, date of attendance, title of course, and number of contact hours granted is required.  

	Course Title
	Date
	Hours

	HIV/AIDS  (Y/N)

	Accredited By (SBN/ANCC/AANP/ANAC)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	
	
	


Category II-Academic Courses:  35 hours maximum.  Formal academic courses which address the biopsychosocial knowledge required to practice HIV/AIDS nursing offered by an accredited college or university.  Courses must have clear applicability to HIV/AIDS practice.  Pre-requisite nursing education and general education courses are not acceptable.  1 semester hour=15 CEPs; 1 quarter hour=10 CEPs; 1 trimester hour=12 CEPs.  If audited, photocopy of formal transcript or grade report is required, course description or syllabus may be required.

	Course Title

	Provider
	Credit Type/Hours (semester/trimester

/quarter)
	Course Dates
	Hours

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	
	
	


Category III-AIDS Education and Training Center (AETC) Clinical Practicum:  20 hours maximum.  50 minutes of clinical or classroom time=1 CEP.   If audited, letter from course director including name, date of attendance, title of course, and number of clinical contact hours completed is required.

	Course Title
	Date
	Hours
	Total CEPs
	Verification

(Y/N)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	
	
	


Category IV-Continuing Medical and Other Allied Health Professional Education:  35 hours maximum.  All courses must be accredited by approved providers and be clearly related to HIV/AIDS nursing.  If audited, a photocopy of certificate including name, date, title of course, and number of contact hours granted is required.

	Course Title
	Date
	Hours

	HIV/AIDS (Y/N)
	Accredited By (AMA/ACPE/Others)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	
	
	


Category V-Other Continuing Nursing Education:  14 hours maximum.  Includes all non-HIV/AIDS related nursing education.  All CEPs must be approved by the state board of nursing, ANCC, AANP, or ANAC.  If audited, a photocopy of certificate including name, date, title of course, and number of contact hours granted is required.     

	Course Title
	Date
	Hours
	Nursing (Y/N)
	Approved (SBN/ANCC/AANP/ANAC)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
	
	
	
	


Category VI-Professional Activities:  15 hours maximum.  Includes a variety of professional activities, including publications, presentations, and volunteer activities with clear applicability to HIV/AIDS nursing.  Maximum of 15 hours for publications, 6 hours for presentations, 7 hours for volunteer activities in any combination totaling 15 hours maximum is allowed.  If audited a copy of journal or research publication, copy of the title page and table of contents of the book, evidence of participation in a presentation, or letter from the sponsoring organization for volunteer activities is required.

	Professional Activity
	Date
	Hours
	HIV/AIDS (Y/N)

	Verification

(Y/N)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL
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