LOYOLA | COLLEGE OF

UNIVERSITY | NURSING & HEALTH
NEW ORLEANS | School of Nursing

Verification of Master’s Practicum Hours

Dear Program Director:

The student listed below is enrolled in the Loyola University New Orleans School of Nursing Post
Master’s - DNP program. Please provide the number of practicum/practice/clinical hours this DNP
student has completed in a supervised advanced practice role while completing the Master of Science in
Nursing (MSN or MN) program at your institution. The student signature below indicates that the
student has consented to release the information requested. Please return to EITHER:

EMAIL: nursing@loyno.edu
FAX: 504-865-3254

TO BE COMPLETED BY STUDENT:

Last Name First Name Middle Initial

University/College Name

Specialty Area

Student Signature Date

TO BE COMPLETED BY PROGRAM DIRECTOR:

Total Number of Supervised Practicum/Practice/Clinical Hours Verified

Program Director Name (Print) Program Director Contact Number

Date Program Director Signature

Loyola University New Orleans
School of Nursing, Box #45
6363 St. Charles Ave. | New Orleans, LA 70118
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