Instructions  

1. Be sure to read the AP Portfolio Handbook for complete recertification requirements.

2. Download a set of forms for each specialty portfolio.

3. Fill out the application page and attached forms, documenting each required area.

4. Save the completed forms as a file on your computer, one set for each specialty.
5. Be sure to submit the required documents for licensure, education, etc., as listed on the application page.

6. Submit the saved file to WOCNCB, via fax, mail or email, to:
WOCNCB, AP Portfolio Program



555 E. Wells St., Suite 1100



Milwaukee, WI 53202



Fax:  (414) 276-2146


Email: info@wocncb.org 
TO FILL OUT THE FORMS:

· Fill in each grey shaded area. (The grey shaded areas will expand as you type, and are unlimited in length.) 

· Use Tab key (or Arrow keys) to move the cursor into each “fill-in-the-blank” shaded area. 

· Type “x” in the checkboxes you are filling in. 
· Skip pages you do not need to fill in.
· If your typed text on the page is lengthy, causing it to flow over two or more pages, you may submit the portfolio as is.

Questions?  If you have questions, or for any reason these forms do not contain enough copies so that you can complete your AP portfolio, please contact the WOCNCB (888) 496-2622 for assistance.  
Email: info@wocncb.org 
APPLICATION FOR ADVANCED PRACTICE WOCN CERTIFICATION (AP PORTFOLIO) 

Complete this application and submit with the following items:

 FORMCHECKBOX 
 Copy of any APN certifications (if applicable)

 FORMCHECKBOX 
 Copy of Graduate level diploma and transcripts, verifying completion of NP or CNS program

 FORMCHECKBOX 
 Copy of most recent performance evaluation OR peer review letter of recommendation

 FORMCHECKBOX 
 Curriculum Vitae, including current position summary reflective of Advanced Practice duties and responsibilities

 FORMCHECKBOX 
 Payment via credit card, check or money order, payable to the WOCNCB

 FORMCHECKBOX 
 Send application with payment and materials via email to: info@wocncb.org 


Fax or mail to:

WOCNCB, AP Portfolio Program

555 E. Wells St., Suite 1100

Milwaukee, WI 53202
Fax:  (414) 276-2146

 FORMCHECKBOX 
 Fees:
Any One Specialty: 
$375


Any Two Specialties: $490

Three Specialties: 
$590
Name
      
Preferred Address
     
City, State, Zip
     
Telephone
 FORMCHECKBOX 
work         
 FORMCHECKBOX 
 home      
E-mail        
Licensure 
 FORMCHECKBOX 
RN 
State         
 FORMCHECKBOX 
 APN    State         
Education (check all that apply)

        FORMCHECKBOX 
 Diploma        FORMCHECKBOX 
 Associate        FORMCHECKBOX 
 BA        FORMCHECKBOX 
 BSN        FORMCHECKBOX 
 MSN        FORMCHECKBOX 
 DNP        FORMCHECKBOX 
 PhD        FORMCHECKBOX 
 BS        FORMCHECKBOX 
 MS
        FORMCHECKBOX 
 Other        
Practice Setting (check all that apply)

        FORMCHECKBOX 
 Acute       FORMCHECKBOX 
 Homecare       FORMCHECKBOX 
 Outpatient       FORMCHECKBOX 
 Extended Care       FORMCHECKBOX 
 Industry      

 FORMCHECKBOX 
 Private        FORMCHECKBOX 
 Education            FORMCHECKBOX 
 Administration        FORMCHECKBOX 
 Research

I am applying as a:

        FORMCHECKBOX 
 CWOCN–AP®        FORMCHECKBOX 
 CWCN–AP®        FORMCHECKBOX 
 COCN–AP®        FORMCHECKBOX 
 CCCN–AP®        FORMCHECKBOX 
 CWON–AP®
My current certification expiration date(s):        
Years in Nursing         
Years as a Certified WOC Nurse      
 FORMCHECKBOX 
 I attest that all statements on this application are true. If statements are found to be false, certification may be suspended or revoked. Signature        
Date        
If payment is by credit card, complete the following:        FORMCHECKBOX 
 Visa        FORMCHECKBOX 
 MasterCard

Card #:        

Expiration        
Your Name as it appears on card:       
Signature        
Date        
AP Portfolio Program Verification Forms: After carefully reading instructions in the AP Portfolio handbook, please choose which activities to include and submit Verification Forms for those activities with this application by the deadline. Forms are not included in this handbook, and can be found online for download at:  

http://www.wocncb.org/become-certified/advanced-practice/how-to-obtain.php

PLEASE NOTE: Please do not submit Verification Forms for additional activities in excess of those required.  Applications with excess Verification Forms will be returned to allow the candidate to choose which activities to submit. 

Verification Form:  Clinical Hours

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence

Requirement:  At least 350 hours during the past 5 years after earning –AP credentials.
Applicant’s Name:        
 FORMCHECKBOX 
By checking this box I confirm that I worked at least 350 hours during the current certification period in the specialty indicated.

1. Date range of clinical hours:         
2. Clinical setting:         
3. Role(s) while completing claimed clinical hours – check all that apply: 

 FORMCHECKBOX 
Direct care provider

 FORMCHECKBOX 
Clinical Instructor

 FORMCHECKBOX 
Employee 

 FORMCHECKBOX 
Self-employed &/or in Private practice.  If checked, please describe what you plan to submit if audited here (see # 2 below).

Documentation required if audited:

Proof of clinical hours such as:

1. Letter from supervisor(s) confirming all the points above.

2. If self-employed or in private practice and a letter from a supervisor is not possible, documentation reflecting compliance with clinical hour requirement must be submitted.

Verification Form:  Education

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  Equivalent of at least 40 hours per specialty of continuing education points related to the

specialty.
Applicant’s Name:        
	Date
	Program Title
	Session/Course Provider
	Accrediting Organization if CE
	Number of Contact Hours
	# of Academic Credits. Please Specify “quarter” or “semester”

	
	
	
	
	Please select category:
	

	 
	 
	 
	 
	W-O-C
	Pharm
	Prof Practice
	 

	      
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	      
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Verification Form:  Professional Projects 

Activity A:   Establish a WOC Nursing or Multidisciplinary Service
Use for Activity A to document activities related to establishing a wound, ostomy or continence nursing or multidisciplinary service.

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:        
1.
Date activity completed:        
2.
Include a copy of your proposal or business plan with this application.

3. 
Include a copy of your literature review with reference list in APA or AMA format.

     
4.
List the titles of the policies and procedure documents created and supporting literature references. 

     
5.
Describe in several paragraphs how your product formulary was determined. 

     
6. Describe in several paragraphs how your billing procedure was designed. 

     
Verification Form:  Professional Projects
Activity B: Quality Improvement Project
Use for Activity B to document activities related to a Quality Improvement Project

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:        
Date activity completed         
Please summarize by answering the following questions in several paragraphs for each question:

1. What was the clinical challenge?

     
2. How was the challenge identified?


     
3. What actions were implemented to address the project?


     
4. Describe the evaluation process.


     
5. What were the results of the project?


     
Include a copy of your literature review with reference list in APA or AMA format.

Verification Form:  Professional Projects
Activity C:  Grant Proposal
Use for Activity C to document activities related to writing a Grant Proposal

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:        
Date activity completed:        
Date grant application submitted:         
1. Title of your grant proposal   


     
2. Please include a copy of the grants’ abstract/executive summary.

     
Verification Form:  Professional Projects
Activity D:  Capstone Project
Use for Activity D to document activities related to a Capstone Project

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:        
Date activity completed    FORMDROPDOWN 

Please provide a description the following:

1. Synopsis of the project


     
2. Purpose or problem statement and background information


     
3. The need and feasibility of the project 


     
4. Project objectives


     
5. Methodology or main activities of the project


     
6. Evaluation plan 


     
7. End results


     
Please also include a copy of your literature review with reference list in APA or AMA format.

     

Verification Form:  Professional Projects 
Activity E:  Special Project Pre-approval

Please use this form for Activity E to document activities not elsewhere defined and submit for pre-approval, as a special project, by the AP Committee.  Submit no later than 30 days prior to your portfolio deadline, and separately from your portfolio.
Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:        
Date Activity Completed          

Answer each section with several paragraphs of information. Summarize the activity in as much detail as possible. You must include how it relates to the selected specialty area and why it should be considered an advanced practice project.
1. Summarize activity as it relates to the selected specialty area.


     
2. Provide an overview of the implementation of program / project as it relates to the selected specialty area.


     
3. Evaluation of program / project (implications for clinical practice) as it relates to the selected specialty area.

     
Submit this form, no later than 30 days prior to the portfolio deadlines, via email to:  info@wocncb.org

Or mail to:
WOCNCB


555 East Wells Street #1100


Milwaukee, WI   53202

Verification Form: Publications 

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities and point values.
Applicant’s Name:        
	Date Accepted for Publication &/or published
	Type of Publication & Number of Pages
	Title of Journal, book,

or newsletter
	Title of publication
	Author or Editor
	RLPD
	Peer Reviewed,

Professional organization

and intended audience
	How does this publication apply  to specialty (50 words or less)
	Points

	EXAMPLE:

Accepted

2-1-2012

To be published:

4-30-2012
	Type “K”

 - Original research article in Journal

- 10pgs
	JWOCN
	 Cathed versus ultrasound PVR in Pediatric patients with bed wetting
	First  Author
	1998;

2008-2010.
	Peer reviewed by JWOCN for professional and academic audience
	Continence:

Publication of research results at MUSC peds  urology clinic comparing PVR measurement validity in pts with nocturnal eneuresis
	10

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	
	
	
	
	
	
	
	Total Points:*
	     


*REMINDER: Please only submit under this category if requesting at least 10 points.

Verification Form: Research 

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities.
Applicant’s Name:__________________________________________________________________________

Select one of these activities:

 FORMCHECKBOX 
  Develop an evidence-based study proposal

 FORMCHECKBOX 
  Write and submit a grant application

 FORMCHECKBOX 
  Develop or test a research tool

 FORMCHECKBOX 
  Detailed analysis & interpretation of clinical research data

1. Date research activity completed:          (if on-going, state such).

2. Date submitted to IRB or equivalent approval process:          (must be prior to submission of portfolio).

3. Date approval received from IRB or equivalent approval process:          (if pending, state such). 

4. Submit a written abstract of the study, grant or analysis project (include problem statement, methods, results/findings, conclusions). Abstract should be less than 300 words excluding title.

     
5. Submit the literature review and/or a list of references used to write the study, grant or analysis project in APA (American Psychological Association) or AMA (American Medical Association) format.

     

Verification Form:  Teaching

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities and point values.
Applicant’s Name:        
	Date of Presentation
	CME or CNE

(Yes/No)
	Presentation Title
	Conference Name 

(i.e., WOCN)
	Oral vs. Poster
	Participant Type
	Number of minutes
	AP Points

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


Documentation required if audited: Documentation that substantiates teaching activity.

Examples:  

1. Presentation or lecture –brochure or letter showing participation.

2. Poster presentation – proof of acceptance of the poster or copy of published abstract for the conference.

Verification Form: Preceptor

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement.  Refer to AP Portfolio Handbook for listing of activities and point values.
Applicant’s Name:        
	Dates 
	Name of Academic Institution 

(if applicable) 
	Academic Preceptorship

(Yes/No)
	Clinical educator preceptorship

(Yes/No)
	Number of Preceptees
	Combined Number of Hours
	AP Points

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     


Documentation required if audited: 
Documentation that substantiates precepting activity.

Examples:  

1. Academic Preceptorship – letter of agreement or written validation of precepting experience.

2. Clinical educator Preceptorship – log listing names & dates  

Verification Form: Professional Organizations

Please complete a separate verification form for each specialty & indicate that specialty by checking the appropriate box:         FORMCHECKBOX 
Wound       FORMCHECKBOX 
Ostomy      FORMCHECKBOX 
Continence
Requirement:  
Select one (1) AP level activity from one of these categories:  Professional Projects, Publications, Research, Teaching, or Organizational Involvement. Refer to AP Portfolio Handbook for listing of activities and point values.

Applicant’s Name:        
	Activity Type 

(from AP portfolio Handbook)
	Description of activity & name of organization
	Points requested by candidate
(calculate per year to arrive at total, as in Handbook)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Total Points
	
	     


Documentation required if audited: Documentation
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