Rev. 10/09
INSTRUCTIONS FOR COMPLETING A PHYSICIAN ASSISTANT LICENSURE APPLICATION 

(This form has been designed to be used as a check-off sheet when preparing to submit your application.)

 FORMCHECKBOX 
1. Licensure application: Complete the 4-page application as instructed.   List on page one (1) of the application the mailing address that you wish to have on record.  Page two (2) of the application must be completed.  Resumes or CVs will not be accepted in lieu of completion of this page.  If an application is received in this manner, it will be returned.  The required photo must be a current full-faced passport-type photograph (no older than 6 months).  If the photograph is unacceptable to the board, it will be returned.  This documentation may not be faxed.

 FORMCHECKBOX 
2.  Licensure fee:  A check or money order for $130.00, made payable to the “Treasurer of Virginia” must be submitted with the application.  Applications received without a fee, or fees submitted without an application will be returned to the applicant’s address of record.  NO EXCEPTIONS.
 FORMCHECKBOX 
3. Form B: Forward Form #B (Employment/Activity Questionnaire) to all places of professional activity listed chronologically on page 2 of the licensure application for the last 5 years or since graduation from your PA  program if within the last 5 years.  This form may be copied as necessary.  This documentation may be faxed.  (May  not apply to new graduates).
 FORMCHECKBOX 
4. Form C: Forward Form #C (Jurisdiction Clearance) to those jurisdictions in which you have been licensed, certified or registered. This form may be copied as necessary. Please contact the applicable jurisdictions to inquire about processing fees. This documentation may be faxed directly from the jurisdiction. (May not apply to new graduates)
 FORMCHECKBOX 
5. Form L: Proof of Professional Education: This form must be completed by your professional school as directed.  This documentation may not be faxed. 

 FORMCHECKBOX 
6. NCCPA:  If you are a new applicant, or your previous Virginia license expired over 2 years ago, you must request one of the following:  1) statement of current certification or 2) a letter of eligibility submitted DIRECTLY FROM the NCCPA, Inc., 12000 Findley Road, Suite 200, Duluth GA 30097; (678) – 417-8100. Verification of current certification may be mailed to the board office or emailed directly from NCCPA.   Faxes are not acceptable.  After initial licensure, you must maintain a current NCCPA status or you will not be considered licensed by the board.  Personal copies of your certificate are not acceptable. 

Please note: 

► Applications not completed within 6 months will be purged without notice from the board. 

► Additional information may be requested at any time during the process.

► Application fees are non-refundable.

►Certain forms may be faxed to 804-527-4426.  

►Once licensed a 5x7 license certificate will be mailed to your address of record  within seven to ten business days and an 11x14 wall certificate will be mailed approximately 60 days later 
►Contact person:  ShaRon Clanton 804-367-4501 Email: sharon.clanton@dhp.virginia.gov   The web site is www.dhp.virginia.gov
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	COMMONWEALTH OF VIRGINIA

BOARD OF MEDICINE

Department of Health Professions

9960 Mayland Drive, Suite 300
Henrico, Virginia 23233-1463
(804) 367-4501       (804) 527-4426 Fax


SECURELY PASTE A

PASSPORT-TYPE   PHOTOGRAPH IN THIS SPACE

1
Application for

Licensure as a 
Physician Assistant 
To the Board of Medicine of Virginia:

I hereby make application for a license to 

practice as a Physician Assistant in the 

Commonwealth of Virginia.  I understand that

the issuance of this license does not allow me

to practice as a Physician Assistant in Virginia.

1. Physician Assistant’s Name in Full (Please Print or Type)

	PRIVATE 
Last
	First
	Middle



	Street
	City
	State
	ZIP Code



	Date of Birth

________  ________  ________

   Mo.        Day          Yr.
	Place of Birth
	Social Security No. or VA Control No.*

	Graduation Date

________  ________  _________

   Mo.        Day          Yr.
	Prof. School Degree
	School, City, State
	MAIDEN NAME


***Please submit address changes in writing immediately. 

***Please attach check or money order made payable to Treasurer of Virginia.  Applications will not be processed without the   

     appropriate fee.

***Do not submit fee without an application.  It will be returned immediately.  NO EXCEPTIONS.

APPROVED BY ___________________________________________________________Date _____________________

	PROCESSING  NUMBER


	LICENSE NUMBER

0110-
	FEE

$130.00


*In accordance with (54.1-116 Code of Virginia, you are required to submit your Social Security Number or your control number** issued by the Virginia Department of Motor Vehicles.  If you fail to do so, the processing of your application will be suspended and fees will not be refunded.  This number will be used by the Department of Health Professions for identification and will not be disclosed for other purposes except as provided by law.  Federal and state law requires that this number be shared with other state agencies for child support enforcement activities.  NO LICENSE WILL BE ISSUED TO ANY INDIVIDUAL WHO HAS FAILED TO DISCLOSE ONE OF THESE NUMBERS.

**In order to obtain a Virginia driver’s license control number, it is necessary to appear in person at an office of the Department of Motor Vehicles in Virginia.  A fee and disclosure to DMV of your Social Security Number will be required to obtain this number.
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2.  List in chronological order all professional practices since graduation, including hospital affiliations and absences from work.  Also list all periods of non-professional activity or employment for more than three months.  Please account for all time.

  From     To                                       Location and Complete Address                                           Position Held

______
______  

______________________________________________________________
______________________



______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________

 

______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________

 



______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________



______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________



______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________

 

______________________________________________________________



______________________________________________________________

______
______  

______________________________________________________________
______________________

 

______________________________________________________________



______________________________________________________________

Please provide a telephone number where you can be reached during the day.  This information is not mandatory and if 

provided, will not be used for any purpose other than as a contact if staff has questions about your application.

	Work Number
	Home Number
	Email Address

	
	
	                                                              















Page 3

ALL QUESTIONS MUST BE ANSWERED.  If any of the questions (6-12) are answered Yes, explain and substantiate with available documentation.  

3.
PA program attended (name and date of graduation) _________________________________________________________

4.
Current NCCPA certification    FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No         or         NCCPA eligible           FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No  

 List the number of attempts before passing the NCCPA certification exam and dates of attempts:               _______________________________
5.
List all jurisdictions in which you have been or are licensed/certified as a PA: 

	                 Jurisdiction
	           Number Issued
	           Active/Inactive/Expired

	
	
	

	
	
	

	
	
	


	
	Yes
	 No

	 6.   Have you ever been denied certification or licensure in any state? 

       (a) Has any state ever denied, suspended, or revoked your certification or licensure?

(a)        (b) Has your license or certification to practice ever been limited in any way by a licensing agency,

            physician, or hospital in which you have been allowed to practice?  


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 7.   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 convictions for driving under the influence.) 


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 8.   Have you ever been convicted of a violation of any state or federal controlled substance law?         


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 9.   Have you ever been denied privileges or voluntarily surrendered your clinical privileges while 

       under investigation, been censured or warned , or requested to withdraw from the staff of any       

       medical school, residency or fellowship, training, hospital, nursing home, or other health care 

       facility or health care provider.


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	10.  Do you have a physical disease or diagnosis that may affect your performance of professional 

       duties?  If so, provide a letter from your treating professional summarizing diagnosis, treatment 

       and prognosis.


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11.  Have you been adjudged mentally incompetent or been voluntarily or involuntarily committed to 

       a mental institution within the last five years?  Provide details.


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12.  Have you been physically or emotionally dependent upon the use of alcohol/drugs or treated by, 

       consulted with, or been under the care of a physician as a habitual chronic abuser within the last 

        two years?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13.  Have you carefully read and do you understand the rules and regulations for an assistant to a 

       physician adopted by the Virginia Board of Medicine? 


	 FORMCHECKBOX 

	 FORMCHECKBOX 
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14. AFFIDAVIT OF APPLICANT 

(THIS SECTION MUST BE NOTARIZED)


I, ______________________________________________________, being first duly sworn, depose and say that I am the 

person referred to in the foregoing application and supporting documents.


I hereby authorize all hospitals, institutions, or organizations, my references, personal physicians, employers (past

and present), business and professional associates (past and present), and all governmental agencies and instrumentalities

(local, state, federal, or foreign) to release to the Virginia Board of Medicine any information, files or records requested by the

Board in connection with the processing of individuals and groups listed above, any information which is material to me and 

my application.


I have carefully read the questions in the foregoing application and have answered them completely, without reservations

of any kind, and I declare under penalty of perjury that my answers and all statements made by me herein are true and correct. 

Should I furnish any false information in this application, I hereby agree that such act shall constitute cause for the denial, 

suspension, or revocation of my license to practice as a Physician Assistant in the Commonwealth of Virginia.


I have carefully read the laws and regulations related to the practice of my profession which are available on www.dhp.virginia.gov and I understand that funds submitted as part of the application process shall not be refunded.

           

                             RIGHT THUMB PRINT








                    _________________________________________________











       Signature of Applicant





                                May be self applied 

             If right thumb is missing, use left and so indicate

City/County of _________________________________________________ State of __________________________________________

Subscribed and sworn to before me this ________________________ day of ______________________________________ 20_____.

My Commission expires _______________________________.

                                                                                                 _________________________________________________

 







         Signature of Notary Public
          NOTARY SEAL                                                                                                
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