
	[image: image1.png]




	COMMONWEALTH OF VIRGINIA
Board of COUNSELING
Department of Health Professions

9960 Mayland Drive, Suite 300

Richmond, Virginia  23233-1463


APPLICATION FOR CERTIFICATION AS A REHABILITATION PROVIDER

I hereby make application for certification by _____ examination _____ endorsement (refer to 18 VAC 115-40-22 of the regulations) to practice as a Rehabilitation Provider in the Commonwealth of Virginia.  The following evidence of my qualifications is submitted with a check or money order in the amount of $90.00 made payable to the Treasurer of Virginia.  The application fee is non-refundable.

All fees are non-refundable and non-transferable.

Applications, registrations and fees are valid for one (1) year from receipt.  If your application is not approved within one (1) year, a new application and fee will be required.  

	Military/Military Spouse:

Are you active duty military personnel? 
	□ Yes     □ No

	Are you the spouse of a member of the U.S. military who has been transferred to Virginia and who had to leave employment to accompany your spouse to Virginia?


	□ Yes     □ No

	I.  GENERAL INFORMATION.  Applications lacking a Social Security or Virginia Department of Motor Vehicles Number will not be processed.  This number will be used for identification and will not be disclosed for other purposes except as provided for by law.

	Name (Last, First, M.I., Suffix, Maiden Name)


	
Social Security Number or Virginia DMV number
	
Date of Birth



	Print your name as you would like it to appear on your wall certificate:



	Licensure Address (Street and/or Box Number, City, State, ZIP Code)


	Home Telephone Number



	Alternate Mailing Address)


	Business Telephone Number



	Fax Number:
	E-Mail Address:

	II.  EDUCATION. Indicate one of the following: (a)  The name and location of the college or university where a baccalaureate degree was awarded or (b) Current Virginia RN license number.  Applicants documenting a baccalaureate degree must submit with this application official transcripts in the original unopened envelopes as received from the university.

	Educational Institution:
	Virginia RN license #:


	Date Degree Conferred:
	


	III.  LICENSURE/CERTIFICATION - List all the states or institutions  from which you now hold or have ever held a professional license or  certificate in order of attainment.  For out-of-state licenses or certificates, include Form 3 with your application.

	
STATE
	
LICENSE/CERTIFICATE NUMBER
	
ISSUE DATE
	
TYPE OF LICENSE/CERTIFICATE

	
	
	
	

	
	
	
	


	IV. ANSWER THE FOLLOWING QUESTIONS:


YES
 NO

1.
Have you ever been denied the privilege of taking an occupational licensure or certification
[   ]
[   ]

examination?  If yes, state what type of occupational examination and where: __________________________________________________________________


__________________________________________________________________


__________________________________________________________________

2.
Have you ever had any disciplinary action taken against an occupational license, registration
[   ]
[   ]

or certification to practice or are any such actions pending? If yes, explain in detail.


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________

3.
Have you ever been convicted of a violation of or pled nolo contendere to any federal,
[   ]
[   ]

state, or local statute, regulation or ordinance or entered into any plea bargaining


relating to a felony or misdemeanor? (Excluding traffic violations, except for driving 

under the influence.)  If yes, explain in detail and include your conviction order, 

sentencing order, and parole officer's report with your application.

__________________________________________________________________


__________________________________________________________________


__________________________________________________________________

4.
Have you ever been terminated or asked to withdraw from any health care facility,
[   ]
[   ] 

agency, or practice?  If yes, please explain. 


____________________________________________________________________


____________________________________________________________________


____________________________________________________________________



	V.  The following statement must be executed by a Notary Public.  This form is not valid unless properly notarized.


AFFIDAVIT


(To be completed before a notary public)

State of___________________________________________________   County/City of_________________________________

Name____________________________________________________, being duly sworn, says that he/she is the person who is referred to in the foregoing application for certification to practice as a rehabilitation provider in the Commonwealth of Virginia; that the statements herein contained are true in every respect, that he/she has complied with all requirements of the law; and that he/she has read and understands this affidavit.



_____________________________________


     Signature of Applicant

Subscribed to and sworn to before me this ___________________ day of ____________________, 19____________.

My commission expires on _____________________________________.
_____________________________________



     Signature of Notary Public

SEAL

	


� Licensure address is public information





BCVA 07/03/2014


