
NURSE-MIDWIFE LICENSE RENEWAL APPLICATION  

INSTRUCTIONS:  Applications are due by the 15th of the month your current CNM license expires.    Please read the whole form carefully.  Then, if you have questions, phone 476-8906, or email <amandam.romero@state.nm.us>.  

· Nurse-Midwifery Certification  must be current.

· RN License: We will verify your NM RN license on the Board of Nursing website.  If you have a RN license from another Nursing Compact state, you must enclose a copy of it with this application.

· CEUs: Enclose a copy of a certificate of attendance for all continuing education.

· Fees: Enclose $100.00 check or money order made out to Public Health Division.   If your application will be postmarked or delivered less than 15 days before your license expiration, or if you are reinstating your license, include an additional $50.00. 
· Please write Midwifery Licensure on the check memo line.
· Sign, and enter the date, at the end of Page 5.

· Mail your application to this EXACT address:      (     (    (     
GENERAL INFORMATION

Name
 

Date of Birth_______________________________ SSN ___________________________________

Home phone
 Work phone
 
Mailing Address


City
  State
  Zip


E-Mail Address 

List states/countries in which you have ever been licensed as  a  CNM  


LICENSURE HISTORY

Have you been named in a legal suit alleging misconduct, malpractice or negligence as a RN, 

CNM or other licensed health care provider?   

     Yes
No
    If so, where, when, and why?  Answer on an additional sheet.  (If you have given this information in a previous application, you need only write any update information.)                                                                                                                                                                                                                                                                                                                                    

Have you had a license as RN, CNM, or other licensed health care provider suspended or revoked, or have you been otherwise censured or disciplined by a licensing agency?    

     Yes
 No
    If so, where, when, and why?  Answer on an additional sheet.  (If you have given this information in a previous application, you need only write any update information.)    
The National Practitioner Data Bank/Healthcare Integrity and Protection Data Bank may be queried to find out if practitioners have adverse licensure actions, adverse clinical privilege actions, Medicare/Medicaid exclusions, civil and criminal convictions, or medical malpractice payments.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    

QUALITY MANAGEMENT REQUIREMENT

PART A:   PARTICIPATION IN AT LEAST ONE TYPE OF QUALITY MANAGEMENT DURING THE LAST 2 YEARS IS REQUIRED.  CIRCLE THE TYPE(S) OF QUALITY MANAGEMENT YOU PARTICIPATED IN:
 * Enclose a copy of any related certificates.  
A. Peer Review; the assessment and evaluation of CNM practice by other CNMs or other health care providers to measure compliance with established institutional or legal standards in the peer review process, a CNMs practice undergoes scrutiny for the purpose of professional self-regulation.  Participation may be by being reviewed or by being a reviewer.  (Example: chart review, case presentation).  

B. Quality Assurance; monitoring structural, procedural and outcome indicators as they relate to accepted standards.  (Example: data collection for study of a nurse-midwifery related topic such as episiotomies, or auditing cases related to an issue such as inductions)
C. Quality Improvement; modifying the process for providing care in order to improve outcomes.  Modifications are based upon the measurement of parameters such as evidence-based best practices, patient satisfaction, clinical outcomes, and population-specific care, appropriate use of technology and resources, and access to care.  (Example: writing or revising practice protocols)

D.  Other (Describe below or on an additional page.)
PART B:  COMPLETE THE INFORMATION FOR EACH CIRCLED ITEM. USE ADDITIONAL SHEETS AS NEEDED.

 1.   Dates and times 


 2.  Topic(s) reviewed, audited, presented, measured or written/revised, etc.:

 3.  Who participated in the activity?

 4.  Describe your participation.

CONTINUING EDUCATION UNITS REQUIREMENT
ENCLOSE CERTIFICATES OF ATTENDANCE AND APPROVAL FOR ALL PROGRAMS 
ALL CEU’S MUST BE APPROVED BY ONE OF THE FOLLOWING: 
· Accreditation Council For Continuing Medical Education (ACCME);
· ACNM;
· ACOG;
· American Academy of physician Assistants (AAPA);
· American Academy of Nurse Practitioners (AANP); 
· Nurse Practitioners in Women's Health (NPWH); or
· other clinician-level continuing education accrediting agencies approved by the department.

PART A: 15 CONTACT HOURS (1.5 CEU’s) OF PHARMACOLOGY RELATED EDUCATION ARE REQUIRED DURING EACH RENEWAL PERIOD (SINCE THE LAST DAY OF YOUR BIRTH MONTH TWO YEARS AGO). 

What qualifies:

· If the accreditor specifies pharmacology hours on the certificate of attendance, those hours qualify.

· If hours of continuing education are accredited for pharmacologists, those hours qualify.

· If the topic is one that usually involves pharmacology, e.g. hypertension or HRT, those hour(s) qualify.  

· Unless the topic is designated on the certificate, include a syllabus or agenda that states the topic(s).

· If the hours were part of a workshop or conference with breakout sessions, include a program and indicate which sessions you attended.  

	DATE
	PROGRAM TITLE
	SPONSOR
	APPROVAL 
	HOURS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


PART B:  30 CONTACT HOURS (3 CEU’S) OF CONTINUING EDUCATION TOTAL ARE REQUIRED DURING EACH RENEWAL PERIOD.  ENTER ADDITIONAL CONTACT HOURS TO TOTAL 30 HOURS INCLUDING THE PHARM CREDITS LISTED ABOVE.
	DATE
	PROGRAM TITLE
	SPONSOR
	APPROVAL 
	HOURS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


ACCEPTED ALTERNATIVES TO CEU CREDITS

CIRCLE THE ALTERNATIVE, FILL IN /ENCLOSE REQUESTED INFORMATION.  EACH ALTERNATIVE MAY BE USED ONLY ONCE AND MUST HAVE BEEN COMPLETED DURING THE PAST TWO YEARS.  

********************************************************************************************************************

1.   Giving a presentation on a nurse-midwifery related topic that has CEU approval by any accreditor listed in the CEU section of this application.  First presentation only.  
*Enclose a copy of your agenda and proof of CEU approval.  

Equivalent:  twice the number of contact hours approved for attendants.

TITLE
 DATE


                        

SPONSOR
   LENGTH IN MINUTES




********************************************************************************************************************
2.   Completing an accredited university or college course directly related to nurse-midwifery. *Enclose proof of attendance and passing grade.  
Equivalent: 15 contact hours per college/university unit.

INSTITUTION





         
COURSE TITLE




       

DATES ATTENDED



         
COURSE NUMBER 
    FINAL GRADE

*********************************************************************************************************************

3.   Publishing an article on a nurse-midwifery related topic in a peer juried medical or midwifery journal, as sole or primary author.  
*Enclose a copy of the article. 

Equivalent: 10 contact hours.

AUTHOR(s)














TITLE 






             





  

JOURNAL














VOLUME
  PAGES
   DATE 

 
 

*********************************************************************************************************************

4.   Being primary preceptor for a nurse midwifery student.  
*Enclose verification from an ACNM accredited nurse-midwifery school.  

Equivalent: 1 hour for each 10 hours of precepting completed.
********************************************************************************************************************
ADDITIONAL INFORMATION

PART A: THIS ADDITIONAL INFORMATION IS REQUIRED BY THE NEW MEXICO HEALTH POLICY COMMISSION PURSUANT TO THE HEALTH INFORMATION SYSTEM ACT, SECTION 24-14A-1 ET SEQ. NMSA 1978. 
Professional degree(s)


Specialty (ies)  


Work as a Certified Nurse Midwife:   Full time
  Part time
 None


Practice name(s) and complete address(es)  


PART B.  THE ADDITIONAL INFORMATION BELOW IS USED BY ACNM REGION 5, CH. 1.

Attending births? Yes 
    No
   

If so where:   Hospital 
   Birthing Center
   Homes


Are you listed with an HMO/MCO?  Name(s)  


Approximate percent of your clients on Medicaid or other public funding   


   Signature






        Date



        Maternal Health Program


        PO Box 26110


        Santa Fe, NM 87502





Attn:  License Renewal
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