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Indiana State University 
School of Nursing 

Doctor of Nursing Practice (Post-Master’s) Program 
 

Post-Baccalaureate Clinical Hour Verification Form 
 

DNP (Post-Master’s) Student/Applicant:  Indiana State University requires verification of your 
post-baccalaureate clinical and practicum hours as a condition of admission and/or ongoing 
progression.  Please fill in your name, and either your ISU student identification number or the 
last four digits of your social security number, and forward this form to the program director(s) of 
all post-baccalaureate programs you have attended.  Please ensure that the form is completed 
and signed by the program director before it is returned to you.  Verifications should be included 
in your application packet.  Please allow sufficient time for the program director(s) to complete 
and return this form to you.  It is imperative that you document all of your post-baccalaureate 
hours, as this will ultimately affect the hours that you will need to complete in order to reach the 
required program minimum of 1000 hours.  Some applicants may need multiple forms. 
 

Student/Applicant Name:  First Middle Maiden Last 
University ID # or last four digits of your SSN:  991 or last 4 digits of SSN 

Name of University:  University   University Phone:  Phone Number 
Program Title:  Name of Program               Date(s) of Attendance:  beginning to end 

University Address:  Street Address 

City:  City  County:  County State:  State  Zip Code:  Zip 
 

Type of degree received: 
MS, place "x" here Master of Science Program 

Post Master's, place "x" here Post Master's Certificate Program 

Area of Concentration:  Concentration 

Program Completion Date:  Completion  Total Practice in Program:  Enter total of clock 
hours  

 
PROGRAM DIRECTOR VERIFICATION 
Your signature on this form attests that the aforementioned student has completed the program 
and the corresponding clinical hours indicated in this document. 

Printed Name of Director:  Name 

 
Signature of Director:___________________________________________ Date: Date 

 
 
 
The completed and signed form should be returned to the applicant.  The applicant will 
upload the document to their on-line application. 
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