APRN PRESCRIPTIVE AUTHORITY NOTIFICATION FORM

This form is an official multi-use form. One or more actions may be communicated {o the KBN on this form. Please review carefully to
ensure you are {ully compliant with providing the requested information. Please provide one (1) form per gach collaborating physician,
All applicabla informalion requesied on this form shall be enterad or the notification form will be returned to you for completion.

APRN Name (Last, First, Middle inltial) Collaborating Physician Name {Last, First)
KY APAN Lcense # KY Physician License #
APRN Population Focus Physician Specialty
A-NS = Coll tiv i or Non-Scheduled Drugs
____NOTIFICATION of a CAPA-NS enterad into by the APRN and collaboraling physician on DATE
RESCISSION/CHANGE of a CAPA-NS with collaboraling physician NAME, within 4 years of

licensura_____ DATE

______DISCONTINUATION of a CAPA-NS, having mat the 4 ysar practice requirement and will be prascribing without a CAPA-NS
DATE

CAPA-CS - Collaborative Agreement for P riptive Authority for troll

— NOTIFICATION of a CAPA-CS enlared into by tha APRN and physician on DATE
> (DEA required to hold CAPA-CS and copy of DEA registration must be provided to KBN})

______RESCISSION of CAPA-CS with collaborating physiclan 2 on DATE
v n - edication agsisted treatment
COPY of DEA REGISTRATION(s) from any and all slales included with this form. This form and DEA must both be provided and on file
PRACTICE ADDRESS - ‘Current/initial practice eddress’ must be completed whea submitting this form
- Nolification of change of practice addrass
Current /initial practice address hange of pra
Name of practice Name of practice
Addrass of practice Addrass of practice
Clty, State and Zip code City, Stala and Zip code
Phone number (Include area code) Phone number {Include area code)

By signing and submitting this form to the Kentucky Board of Nursing, | hereby certify that | am cumrently licensed as an Advenced Practice Registared
Nurse (APRN) in the state of Kentucky. | further understand thal all information on this notification form s subject to an audit and that faisification of any
Information contained harein may be cause for disciplinary action.

APRN slignature ;-
Emall addrass

Data signed

Upon completion of this form, plesss return to: " Kentucky Board of Nursing
312 Whittington Parkway, Sulte 300

Altn: APRN Licensure Coordinator
Lauisville, KY 40222

Form may be emalled to KBN-Cred@ky.gov or faxed to: 502-425-3336 06/18 rk





