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Dear Licensee: 

 

Please see attached form for documentation of continuing education.  

You are receiving this form for the following reason: 

 

1. Renewal / Reinstatement application audit for APRN, RN, LPN and LNA 

 

PLEASE NOTE: If your renewal application and audit form is not approved by the Board office before 

midnight of your birth date, you will be practicing without a valid license and will have to reinstate your 

license, and pay an administrative fee if practicing during licensure lapse. Please submit the application, 

audit form and certificates of completion 1-2 weeks prior to your license expiration date to allow for 

office to review and process. 

 

PROOF OF YOUR CONTINUING EDUCATION MUST ACCOMPANY THIS FORM. 

 

Thank you in advance for your participation in assuring that New Hampshire nurses provide current 

nursing knowledge, judgment and skills to the citizens of New Hampshire. 

 

Respectfully, 

New Hampshire Board of Nursing 

 

CONTINUING EDUCATION INFORMATION 
 

1. For APRN’s: 

In addition to an active certification, 30 contact hours specific to APRN specialty, 5 of which 

shall be pharmacology specific, in 2 years prior to the date of your application. Applicants 

with a DEA # for NH must complete 3 of the 5 pharmacology hours in opioid prescribing / or 

pain management / or substance abuse disorder. Proof of completion should be sent to the 

board office. 

2. For RN/LPN’s: 

Please list 30 contact hours within 2 years prior to the date of your application. 

3. For LNA’s: 

Please list 24 contact hours of continuing education within 2 years immediately prior to this 

application. For LNA’s who are certified as Medication Nursing Assistants (MNA’s), 8 of the 

24 contact hours required must be related to medication administration. 
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DATE COURSE OF LEARNING ACTIVITY ORGANIZATION CONTACT HOURS 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

*One contact hour = 60 minutes of organized learning. Continue on next page if needed. 

 

Individualized learning courses must have some method of verifying that the course was completed. 

For clarification of activities that are eligible for continuing education: 

http://www.nh.gov/nursing/licensure/continuing-competence.htm. 

 

I affirm the above information is accurate to the best of my knowledge and belief. I understand knowingly 

providing false information may be grounds for disciplinary action. 

 
Print your name: ____________________________________________________ 
 
License # _______________________________ Date: __________________________________ 
 
Signature: ________________________________________________________________________ 

http://www.nh.gov/nursing/licensure/continuing-competence.htm
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