
AMERICAN ACADEMY OF NURSE PRACTITIONERS 
CERTIFICATION PROGRAM 

 
NATIONAL CERTIFICATION EXAMINATION APPLICATION FOR RETAKE 

 
Please complete the following application and return to the American Academy of Nurse Practitioners Certification 
Program with your copies of Continuing Education Units, current RN license, and fee for retaking the National Certification 
Examination. 
 
RETURN TO: AMERICAN ACADEMY OF NURSE PRACTITIONERS CERTIFICATION PROGRAM 
  CAPITOL STATION, LBJ BUILDING • P. O. BOX 12926 • AUSTIN, TX 78711 
 
EXAMINATION FEE FOR RETAKE:                                   AANP MEMBERSHIP NO:  /___/___/___/___/___/___/___/ 

 
CBT:   � Members           $240            
            � Nonmembers    $315 
           � Late Fee            $ 50 
 
 
 
 
 
 
 
 
 
 
 
 
PRINT OR TYPE: 
 

Name:     
_________________________________________________________________________________________  
                 Last                                                         First                                                                 Middle 
 
Address: _________________________________________________________________________________________  
                 Street 
 

    
_________________________________________________________________________________________ 
                 City      State                                        Zip Code 
 
 
Phone: Home (_______)__________-_______________  Work (_______)__________-_______________ 
                                                                                        

   Fax   (_______)_________  -_______________ 
 
State(s) of current R.N. Licensure   License Number   Date of Expiration 
________________________________________________________________________________________________

________________________________________________________________________________________________

__ 

� Copy of current RN License is enclosed 
 
 
 

I am applying for computer-based: 
 
� Adult Nurse Practitioner Examination                                          
�   Family Nurse Practitioner Examination                                        
 

 
     � Enclosed is my check payable to:  American Academy of Nurse Practitioners Certification Program 
  
     � Charge my credit card: � Visa � Mastercard � Amex   #_____________________________________ 
 
     Expiration Date: ____________  Signature_____________________________________________ 
 
     Name on Card (Please print)___________________________________________________________________ 
 



                                                                                                                     Preferred Window _____________________                  
               
                                              
                                                               Continued on back 
 
NURSE PRACTITIONER INFORMATION FOR RETAKING EXAMINATION: 
 
 
NAME OF PROGRAM 
ATTENDED:______________________________________________________________________________________
_ 
 
 
DATE PREVIOUS EXAMINATION TAKEN:______________________________________________________________ 
 
 
CONTINUING EDUCATION COMPLETED: 
 
PROGRAM     DATE(S) TAKEN  CONTENT AREA CE HOURS 
 
 

(1)______________________________________________________________________________________________

_ 

 

(2)______________________________________________________________________________________________

_ 

 

(3)______________________________________________________________________________________________

_ 

 

(4)______________________________________________________________________________________________

_ 

 

(5)______________________________________________________________________________________________

_ 

 

(6)______________________________________________________________________________________________

_ 

 

(7)______________________________________________________________________________________________

_ 

 

(8)______________________________________________________________________________________________

_ 

 
          TOTAL CE HOURS ____________ 
 
I certify that all the information contained in this application for the National Certification Examination is true and correct. 

 
 



 
      __________________________________________________________  
      Applicant                     Date 
 
 
 

 
 
 
 

 
  
             

 
 

 

    CHECK LIST FOR COMPLETION AND ENCLOSURES: 
 
    �   Copy(ies) of Continuing Education Units 

 
 

 �   Verification of Current RN Licensure enclosed   

 �   Payment Enclosed (check signed or credit card number complete) 
 �   All Items on application are completed 

 �   All documentation is included 

 �   Application is signed 

 
 
 

For questions & inquiries,  
contact the Certification Program  

at (512) 442-4262 Ext. 14 


