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

Collaboration I nformation 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:

| am providing thisform to the Board in order to: (please check one)

_____Add an APRN to my collabor ative infor mation on file with the Board.

_____ Deetean APRN from my collabor ative infor mation 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 L ocation:

Your Email Address:

Backup Physician(s):

Advanced Practice Registered Nurse:

Specialty: RN Number: Work Status:

Name and Address of APRN Clinic Location: ____Full Time
_ PartTime

APRN Clinic Location Phone Number: PRN

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

Physician Signature: Date:
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