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FLORIDA BOARD OF NURSING

Reactivation Application

Board of Nursing 

PO Box 6330

Tallahassee, FL 32314

(850) 488-0595

Website: www.floridasnursing.gov
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June 2016
Reactivation Application

Licensee Name:  
Date:                                                                       License Number: 
License Status: 

Last renewed Active: 
Date downgraded to inactive:  
                                                                

 

The total hours required must include the following mandatory courses from Florida Board approved provider: 

· 1 hour course in HIV/AIDS
· 1 hour course in Domestic Violence

· 2 hour course in the Prevention of Medical Errors

Nursing Refresher Course Required by Chapter 64B9-6.003, F.A.C.:   Yes    No 

You are required to earn one continuing education hour for each month of the renewal period, to include one hour of HIV/AIDS and two hours on Prevention of Medical Errors plus one hour of Domestic Violence (43 total).  The required contact hours must be shown prior to your license being issued as active. HIV/AIDS, Domestic Violence and Medical Errors contact hours may be no older than 24 months from the date they are received in the Florida Board of Nursing and must be taken from a Florida approved provider.  All other contact hours may date back to the last time the license was renewed to active status.

Please complete the entire application and return it with the fee and copies of the certificates for the contact hours as noted above. Do not return this application or fee until all requirements listed above have been met. CEUs are not used by the Florida Board of Nursing.  Please ensure that all continuing education is listed as contact hours, not CEUs.  A contact hour is equal to a minimum of 50 minutes, partial contact hours will not be accepted, nor will these be applied to your total hours earned.

Florida Advanced Registered Nurse Practitioners (ARNP) must provide a completed responsibility form prior to reactivation. This form can be downloaded on the web at http://www.doh.state.fl.us/mqa/nursing/frm_financial.doc  

Name Change: In order for us to be able to issue your license with a requested name change, you must 

submit a copy of at least one of the following documents:  marriage certificate, court order indicating the name change by restoration (divorce), or legal name change document from the Clerk of Records, verifying that the document is a true and correct copy of the original document on file, including the book and page number.  The Board of Nursing will not abbreviate any name other than the middle name.  

Please mail appropriate fee, required documentation and completed application to:

Department of Health

Division of Medical Quality Assurance
Board of Nursing

P.O. Box 6330

Tallahassee, FL 32314


Failure to complete this application or to attach any required documentation will result in an incomplete application.   Your application will not be considered until it is complete. 

	1. PERSONAL INFORMATION

NAME: Last/Surname___________________________________  First_____________________________  Middle_________________

DATE OF BIRTH (M/D/Y) ________________________________________________________________________________________   

MAILING ADDRESS: _______________________________________________________________   Apt. No.______________________

City_______________________________________   State_______________   Zip_______________ Country______________________

PHYSICAL LOCATION:______________________________________________________________  Apt. No. ______________________
(Required if mailing address is a P.O. Box)

City _______________________________________  State ______________   Zip _______________  Country _____________________

HOME TELEPHONE: ___________________   WORK TELEPHONE: _________________  E-MAIL ADDRESS ____________________

FLORIDA LICENSE NUMBER: ____________________________  NAME AS IT APPEARS ON LICENSE: __________________________

                                                      (LPN/RN/CNS or ARNP)

EQUAL OPPORTUNITY DATA: We are required  to ask that you furnish the following information as part of your voluntary compliance with Section 2, Uniform Guidelines on Employee Selection Procedure (1978) 43 CFR38296 (August 25, 1978).  This information is gathered for statistical and reporting purposes only and does not in any way affect your application.  

SEX:        FORMCHECKBOX 
  Male    FORMCHECKBOX 
  Female                    RACE:  FORMCHECKBOX 
  White      FORMCHECKBOX 
  Black        FORMCHECKBOX 
 Asian/Pacific Islander        FORMCHECKBOX 
  Hispanic        FORMCHECKBOX 
  Other ___________ 

2.    Criminal and Medicaid/Medicare Fraud Questions 

If you renewing your license you must answer the following questions.

If you answer “Yes” to any of the following questions, please provide a written explanation for each question including the county and state of each termination or conviction, date of each termination or conviction, and copies of supporting documentation to the address below. Supporting documentation includes court dispositions or agency orders where applicable.

1.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Have you been convicted of, or entered a plea of guilty or nolo contendere, regardless of      

                                   adjudication, to a felony under Chapter 409, F.S. (relating to social and economic assistance),   

                                   Chapter 817, F.S. (relating to fraudulent practices), Chapter 893, F.S. (relating to drug abuse 

                                   prevention and control) or a similar felony offense(s) in another state or jurisdiction? (If you   

                                   responded “No”, skip to #2.)

 a.  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If “Yes” to 1, for the felonies of the first or second degree, has it been more than 15 years    

                                    from the date of the plea, sentence and completion of any subsequent probation? 

b.  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If “Yes” to 1, for the felonies of the third degree, has it been more than 10 years from 


                          the date of the plea, sentence and completion of any subsequent probation? (This 


                         question does not apply to felonies of the third degree under Section 893.13(6)(a), 
       

                          Florida Statutes).

c.  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No   
If “Yes” to 1, for the felonies of the third degree under Section 893.13(6)(a), Florida 


                         Statutes, has it been more than 5 years from the date of the plea, sentence and 



                         completion of any subsequent probation?

d.  FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No
If “Yes” to 1, have you successfully completed a drug court program that resulted in 


                          the plea for the felony offense being withdrawn or the charges dismissed? (If “Yes”, 


                          please provide supporting documentation).


2.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you been convicted of, or entered a plea of guilty or nolo contendere to, 



                          regardless of adjudication, to a felony under 21 U.S.C. ss. 801-970 or 42 U.S.C. ss. 


                         1395-1396(relating to public health, welfare, Medicare and Medicaid issues)? (If you 


                         responded “No”, skip to #3.)

a.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If “Yes” to 2, has it been more than 15 years before the date of application since 



                          the sentence and any subsequent period of probation for such conviction or plea ended?

3.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Have you ever been terminated for cause from the Florida Medicaid Program 



                          pursuant to Section 409.913, Florida Statutes?  (If you responded “No”, skip to #4.)

a.   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If you have been terminated but reinstated, have you been in good standing with the 


                          Florida Medicaid Program for the most recent five years?

4.  FORMCHECKBOX 

Yes
 FORMCHECKBOX 
 No 
Have you ever been terminated for cause, pursuant to the appeals procedures 



                          established by the state, from any other state Medicaid program? (

                                   (If you responded “No”, skip to #5.)

a.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Have you been in good standing with a state Medicaid program for the most recent 


                          five years?

b.  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Did the termination occur at least 20 years before to the date of this application?

5.  FORMCHECKBOX 

Yes
 FORMCHECKBOX 
 No
Are you currently listed on the United States Department of Health and Human 





Services Office of Inspector General's List of Excluded Individuals and Entities?

_____________________________________________________________________________________________________________
I CERTIFY THAT I HAVE BEEN LICENSED IN THE STATE OF FLORIDA AND THE INFORMATION ON THIS FORM IS TRUE AND CORRECT.

Signature __________________________________________________                          Date _______________________________




PLEASE COMPLETE THE ATTACHED PAGE
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CONFIDENTIAL AND EXEMPT FROM PUBLIC RECORDS DISCLOSURE*

Pursuant to Title 42 U.S.C. § 666(a)(13), the department is required and authorized to collect Social Security Numbers relating to applications for professional licensure. Additionally, section 456.013(1)(a), Florida Statutes, authorizes the collection of Social Security Numbers as part of the general licensing provisions. This information is exempt from public records disclosure.
Florida Department of Health

Board of Nursing 

Name:  ___________________________________________________



Last



First



Middle

Social Security Number:  ____________________________________

Social Security Information - * Under the Federal Privacy Act, disclosure of Social Security numbers is voluntary unless specifically required by federal statute. In this instance, Social Security numbers are mandatory pursuant to Title 42 United States Code, Sections 653 and 654; and Section 456.013(1), 409.2577 and 409.2598, Florida Statutes. Social Security numbers are used to allow efficient screening of applicants and licensees by a Title IV-D child support agency to ensure compliance with child support obligations. Social Security numbers must also be recorded on all professional and occupational license applications and will be used for license identification pursuant to the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (Welfare Reform Act. 104 Pub.L. Section 317) Clarification of the SSA process may be reviewed at www.ssa.gov/ssnumber/ or by calling 1-800-772-1213.
Mission Statement:  To promote and protect the health, safety, and wellness of all people in Florida through the assurance and delivery of quality health services.

4052 Bald Cypress Way, Bin # C02

Tallahassee, Florida 32399-3252

Phone: (850) 245-4125 Fax:  (850) 245-4172
Website:  www.doh.state.fl.us/mqa/nursing
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PART I: To be completed by applicant. Complete this part and submit a copy to each place of employment, for the last three years making copies of this form as necessary.  
Applicant Name:






 SS#:




Address:












Name of hospital or agency:  








I hereby authorize release of any information regarding my employment status with your facility to the Florida Board of Nursing.

Applicant Signature:






Date:



( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( ( 

PART II:  To be completed by employer. All verifications shall be completed in English and mailed directly from the hospital personnel or agency/employer and must include the following criteria:
The following information must be included in all verifications:

* Typed on official agency letterhead

* Applicant Name
* Applicants Social Security #

* Indicate level of licensure while employed (Registered Nurse/Licensed Practical Nurse)

* Position title while employed

* Place of employment

* Address of employer to include: mailing address, city, state and zip code

* Employer’s telephone number to include: area code and number

* Start and End dates of employment (month and year)

* Eligible for rehire? (YES/NO) If not eligible for rehire, please provide written details.
* Printed name of verifying agent

* Signature of verifying agent and date completed

*Complete verifications must be mailed directly from the verifying agency to:



Florida Board of Nursing

4052 Bald Cypress Way

Bin # C02

Tallahassee, Fl 32399-3252

Telephone (850) 245-4125  

www.floridasnursing.gov
64B9-6.003 Reactivation of Inactive License.
(1) An inactive license may be reactivated upon submitting a completed Reactivation Application, form number DH-MQA 1200, 6/16, hereby incorporated by reference and available at http://www.flrules.org/Gateway/reference.asp?No=Ref_____ or from the Board office or on the Board's website: www.FloridasNursing.gov. 
(2) If a license has been inactive for more than two consecutive biennial licensure cycles, and the licensee has not been practicing nursing in any jurisdiction for the two years immediately preceding the application for reactivation, the applicant for reactivation will be required to complete a nursing remedial course as described in Rule 64B9-3.0025, F.A.C., with clinical component appropriate to the licensure level of the licensee. The remedial course must be given at a Board-approved program, and must include at least 80 hours of didactic education and 96 hours of clinical experience in medical/surgical nursing and any specialty area of practice of the licensee.
Rulemaking Authority 456.013, 456.036, 464.006, 464.014 FS. Law Implemented 456.013, 456.036, 456.0635, 464.014 FS. History–New 2-5-87, Amended 10-21-87, 6-21-88, Formerly 21O-14.005, Amended 9-7-93, 1-26-94, Formerly 61F7-6.003, Amended 1-1-96, Formerly 59S-6.003, Amended 3-14-00, 10-25-10 ,____________________.

CE breakdown @ 1 hour per month inactive = 24 per biennium


This section is completed by Board staff.		


Dates & hrs:  ____________________  _   Dates & hrs:_____ ______ ________    ___ 


Dates & hrs:    __________________         Dates & hrs:___ ______________   __  ___


Dates & hrs:__                                         _   Dates & hrs:_________________________


Dates & hrs:_                                    ___      Dates & hrs:_________________________	





Total Contact Hours Required: _________	Fee $��____________	


The hours indicated above are from the date this notice is mailed. Please add one contact hour per month after this date.





Do No Write in this Space


For Revenue Receipting Only





Reactivation Application





Please type or print in blue or black ink





Florida Board of Nursing


Post Office Box 6330


Tallahassee, FL 32314


(850) 488-0595


� HYPERLINK "http://www.floridasnursing.gov" ��www.floridasnursing.gov�


 








Employment Verification


 Request








DH-MQA 1200, 6/16 Rule 64B9-6.003 FAC

