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THE COLLEGE OF NEW JERSEY 
ACADEMIC EVALUATION 

 
REQUIREMENTS for the CERTIFICATION PROGRAM: 

POST-MASTER’S FAMILY NURSE PRACTITIONER CERTIFICATION (For Specialist NP’s) 
 
NAME _____________________________________________________SS#_______________________ 
 
PROGRAM COORDINATOR/ADVISOR:   Dr. Claire Lindberg 
 
Retain this sheet to record progress toward your certificate.  Eligibility for graduation requires: 

1) Satisfactory completion of courses printed below; 
2) A minimum total of 13-18 graduate semester hours earned at The College of New Jersey 
3) No credits may be transferred into this program 
4) A cumulative Grade Point Average of 3.0 
5) Completion of all departmental requirements/prerequisites 

 
 
Required Courses       S.H.  Term  
         Credit Grade Taken  
All Students 
 

NURS 603  Individual, Community and Family Systems      3                                
 
The following requirements are placed into categories according to prior MSN program completed.  
Choose the category which applies: 
 
Adult Nurse Practitioners   TOTAL 13 CREDITS 
 
 NURS 634  Primary Care of Women        5                                
 
 NURS 635  Primary Care of Children        5                               
 
Women’s Health Nurse Practitioners TOTAL 18 CREDITS 
 
 NURS 635 Primary Care of Children        5                                 
 
 NURS 636 Primary Care of Adults and Elders I       5                                 
 
 NURS 637 Primary Care of Adults and Elders II       5                                 
 
Pediatric Nurse Practitioners  TOTAL 18 CREDITS 
 
 NURS 634  Primary Care of Women        5                                  
 
 NURS 636 Primary Care of Adults and Elders I       5                                  
 
 NURS 637 Primary Care of Adults and Elders II       5                                  
 
 
Final Audit Date _____________ Status _______ Auditor’s Signature _____________________________ 


