
TELEPHONE: (601) 987-3079 FAX: (601) 987-6822

MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE

To Whom It May Concern:

This will acknowledge your request to obtain approval to collaborate with an advanced
practice registered nurse (APRN) in a free standing clinic. Enclosed is a copy of the
primary collaborating physician application which should be completed by the physician
and returned to the Mississippi State Board of Medical Licensure (Board) for review.
Please note there are several documents required and these documents must be included
when you return the application. Your application will not be considered until all
documentation required is received. The following is a list of required documents to be
returned with your application:

1. A letter from both the primary collaborator and the backup (secondary) physician(s)
acknowledging collaborative responsibility for the APRN. These letters should
indicate that the collaborative physician(s) have read Title 30, Part 2630, of the
Board’s Administrative Code regarding collaboration and are aware of all
responsibilities stated therein.

2. A signed and dated protocol  between the primary collaborator and the APRN which1

must address the following, but is not limited to: 

a) The level of care you have agreed upon in the free standing clinic (e.g., what
procedures or types of cases the APRN is allowed to handle while in
collaboration with the collaborating physician[s]). 

b) The 10% or 20 charts the primary collaborator must review, whichever is less
each month.

c) Creation and maintenance of a log which will indicate charts reviewed,
including the identifier for the patient's charts, reviewer(s) names, dates of
review and the comments generated regarding patient care.

d) Arrangements for the collaborative physician to meet face-to-face with the
APRN once per quarter for the purpose of quality assurance. This meeting
should be documented, mentioning the date, time, persons present, and
issues discussed. Anything of substance should be appropriately
documented in an updated/new protocol.

An appropriate protocol is properly defined in number 2. The documentation between the APRN
1

and the Mississippi Board of Nursing which evidences the collaborative relationship’s existence does not

constitute an appropriate protocol.



e) The physician(s) after hours contact information. 

f) The arrangements for referral of patients, such as to an emergency room,
diagnostic testing, mammogram interpretation, etc. 

g) Controlled substance authority authorized by the collaborative physician(s) 
(e.g., what schedules the APRN may prescribe in while in collaboration with
the physicians noted within the protocol).

3.  If this will be a federally funded clinic, please provide supporting documentation (you
may be excluded from the definition and requirements of a free standing clinic) so
the collaborative practice can be appropriately documented.

4. The collaborative physician(s) have the right and obligation to monitor and review
the controlled substance prescriptions issued by the APRN via the Mississippi
Prescription Monitoring Program (PMP). The physician(s) should include in their
letter(s) to the Board that he/she understands they are expected to monitor the
APRN(s) prescribing via the PMP and will appropriately do so via chart review.

Once all the above information has been returned, the application, along with the signed
and dated protocol, will be reviewed and an appointment will be arranged for the primary
collaborative physician to speak with the Executive Director of the Board. A physician may
not collaborate with an APRN who is free standing prior to obtaining approval from the
Board. Any physician discovered doing so will face formal disciplinary action.

If you have any questions regarding this matter, please do not hesitate to contact the Board
for assistance.
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MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE
APPLICATION FOR SUPERVISION OF NURSE PRACTITIONER(S) IN A FREE STANDING CLINIC

PRIMARY SUPERVISING PHYSICIAN

PLEASE PRINT OR TYPE
LAST NAME                                        FIRST                                                                      LICENSE#  

SPECIALTY:   

PRACTICE LOCATION ADDRESS      
STREET       
                                                            CITY                           STATE                       ZIP CODE

NURSE PRACTITIONER(S)

NURSE PRACTITIONER #1
 LAST NAME                                      FIRST                                      MI                                        LICENSE#

Specialty:                                                                                 Social Security Number:

BACK UP PHYSICIANS:
NAME                                       PRACTICE LOCATION ADDRESS
      
1.  

SPECIALTY: 

MEDICAL LICENSE# 

2.

SPECIALTY:

3.

SPECIALTY:

FREE STANDING CLINIC LOCATION(S):
CLINIC NAME                                                              ADDRESS                                                 TELEPHONE#
1.

2. 

3.

Date of meeting ________________________
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NURSE PRACTITIONER #2
LAST NAME                                  FIRST                            MI                                               LICENSE#

Specialty:                                                                         Social Security Number:

BACK UP PHYSICIAN(S):
NAME                                                       ADDRESS
1.     

SPECIALTY:

MEDICAL LICENSE #

2.    

SPECIALTY:

3.    

SPECIALTY:

FREE STANDING CLINIC LOCATION(S):
CLINIC NAME                                                         ADDRESS                                                        TELEPHONE#
1.

2.  

3.

SUPERVISING PHYSICIANS:
NAME OF HOSPITAL(S) IN WHICH YOU HAVE HOSPITAL ADMITTING PRIVILEGES:
PHYSICIAN                                                         HOSPITAL NAME                                              CITY              

jdalton
Cross-Out



TELEPHONE: (601) 987-3079 FAX: (601) 987-6822

MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE
H. Vann Craig, M.D., Executive Director

Collaboration Information Form

The information on this form must be completed by the collaborative physician on each of his/her advanced
practice registered nurse(s) (APRN).

Physician Name:                                                                    License Number:                                               

Specialty:                                                                                Date of Birth:                                                     

SS #: xxx-xx-                        Phone Number:                                               

I am providing this form to the Board in order to : (please check one) 

____ Add an APRN to my collaborative information on file with the Board.

____ Delete an APRN from my collaborative information on file with the Board.

____ Modify an existing APRN on my collaborative practice information on file with the Board. 

Relationship Responsibility:            Primary            Secondary (please check one)

Name and Address of your Primary Practice Location:                                                                                

                                                                                                                                                                              

Your Email Address:                                                                                                                                         

Backup Physician(s):                                                                                                                                          

                                                                                                                                                                              
PPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPP

Advanced Practice Registered Nurse:                                                                                                              

Specialty:                                                        RN Number:                           Work Status:

Name and Address of APRN Clinic Location:                                                       Full Time

                                                                                                                                    Part Time

APRN Clinic Location Phone Number:                                                                  PRN     

PPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPPP

I certify that the above information is true and correct to the best of my knowledge.

Physician Signature:                                                                 Date:                                       
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