Rev. 2/09
TO:


Virginia Board of Medicine 

FROM:


Primary Supervising Physician’s Name ___________________________________

                             Primary Supervising Physician’s Signature ________________________________
SUBJECT:


Alternate Supervisors 

DATE:


_____________________________________________________
Please include the physicians listed below as alternate supervising physicians for _______________________, PA.












     Print name and license number
Each of the undersigned has read the protocol and certifies that the information therein is correct to the best of 

his/her knowledge and belief.  Each further certifies that he/she has read carefully and understands the rules and 

regulations for an assistant to a physician adopted by the Virginia Board of Medicine. Such regulations will be 

fully complied with by the undersigned, and each undersigned physician accepts the responsibility of the 

applicant’s conduct as an assistant to the physician.

Name #1 _________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #2 _________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #3 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #4 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #5 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #6 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #7 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #8 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #9 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #10_________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #11_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #12_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #13_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #14_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #15_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #16_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #17_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #18_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #19_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

Name #20_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________ FORMCHECKBOX 

E-mail address: _________________________________________

Is confirmation of this document required?    FORMCHECKBOX 
Yes       FORMCHECKBOX 
 No

