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Verification	
  of	
  Post-­‐Baccalaureate	
  Practicum	
  Hours	
  	
  
	
  

	
  
Dear	
  Program	
  Director:	
  
	
  
This	
  student	
  is	
  applying	
  to	
  Southeastern’s	
  Doctor	
  of	
  Nursing	
  Practice	
  (DNP)	
  
program.	
  Please	
  provide	
  the	
  number	
  of	
  practicum/practice/clinical	
  hours	
  this	
  DNP	
  
applicant	
  has	
  completed	
  in	
  a	
  supervised	
  advanced	
  practice	
  role	
  while	
  completing	
  
the	
  Master’s	
  of	
  Science	
  in	
  Nursing	
  (MSN	
  or	
  MN)	
  program	
  at	
  your	
  institution.	
  	
  
	
  
An	
  institution-­‐specific	
  form	
  to	
  verify	
  practicum	
  hours	
  may	
  be	
  substituted.	
  	
  
	
  
	
  
	
  
_____________________________________________________________________________________________	
  
Last	
  Name	
  	
   	
   	
   	
   First	
  Name	
   	
   	
   	
   	
   MI	
  
	
  
______________________________________________________________________________________________	
  
University/College	
  Name	
  	
  
	
  
______________________________________________________________________________________________	
  
Specialty	
  Area	
  	
  
	
  
______________________________________________________________________________________________	
  
Total	
  number	
  of	
  supervised	
  practicum	
  (practice/clinical)	
  hours	
  verified	
  
	
  
	
  
	
  
	
  
	
  
________________________________________	
  	
   ______________________________________________	
  
Program	
  Director	
  (Print	
  Name)	
  	
  	
  	
   Program	
  Director	
  Signature	
  
	
  
	
  
________________________________________	
  
Date	
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