
Rev. 10/09
INSTRUCTIONS FOR COMPLETING A PRACTICE APPLICATION

AS A PHYSICIAN ASSISTANT

The “Application for Practice” must be submitted AND shall be approved prior to practice as a physician assistant in Virginia. Any practice activity prior to approval will constitute unauthorized practice.   There is no fee for the initial practice application; however, a $15.00 processing fee is required for subsequent practice applications.  Make checks payable to the Treasurer of Virginia.  Practice applications requiring a fee may not be faxed.  The application and fee must be received together or will be returned.
Invasive Procedures not listed in 18 VAC 85-50-110 require supervisor attestation of competence and board approval.  This form should not be submitted for board approval until the physician assistant has performed a specific invasive procedure three times or more under the direct supervision of the primary supervising physician.  Invasive procedure forms can be printed from the board’s website.  Please submit a separate form for each procedure.
Please note:

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

► Additional information may be requested after review of the application.
► Application fees are non-refundable.

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

► Contact person:  ShaRon Clanton (804) 367-4501.  Email: sharon.clanton@dhp.virginia.gov  Web site: www.dhp.virginia.gov
For future use:  Change of address of record.
Detach here and return bottom to the Board:  Virginia Board of Medicine, 9960 Mayland Drive, Suite 300, Henrico, VA  23233-1463.
=====================================================================

 FORMCHECKBOX 
 Please change my address of record to:
________________________________________________________________

________________________________________________________________

________________________________________________________________
________________________________________________________________
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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


	 FORMCHECKBOX 
This is my first employment application; therefore no fee is required. 

 FORMCHECKBOX 
*This is NOT my first employment application; therefore I have included a $15.00 fee for processing. 


Application for Practice
 as a Physician Assistant

I hereby submit the application for Practice as a Physician Assistant in the Commonwealth of Virginia.  I understand that I shall not practice as a physician assistant (PA) in Virginia until this application has been approved. 

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

	PRIVATE 
Last
	First
	Middle/Maiden



	Mailing Address 
	City
	State
	ZIP Code



	*Applications received without appropriate fees will be returned immediately.


	
	Current License Number




PHYSICIAN PRACTICE INFORMATION

Supervising Physician’s Name ___________________________________ Telephone  __________________________

Specialty _________________________________________________  VA License # _____________________________
Name of Practice  ___________________________________________________________________________________
Address of Practice _________________________________________________________________________________





Street



City




Zip

Type of Practice (family, surgery, etc.) __________________________________________________________________

Work setting: (check appropriate area):  FORMCHECKBOX 
 Outpatient setting 
 FORMCHECKBOX 
 Hospital (if employer, complete hospital information section)


 FORMCHECKBOX 
 Nursing Home
   FORMCHECKBOX 
 Other (specify in complete detail) 

------ FOR BOARD USE ONLY ------

          APPROVAL

Board of Medicine  ____________________________________________Date _________________________________
 FORMCHECKBOX 
Fee paid











      FORMCHECKBOX 
L2K

(? Do you have primary responsibility for the supervision of other PA?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
 No

If Yes, please list name(s):  _____________________________________________________________________________

(? Will the PA perform medical acts when the supervising/or alternate physician is not in the office/medical 

facility?  If Yes, describe situations in which this might occur and the arrangements made to ensure 

communication is maintained with either the supervising physician or an alternate supervising physician on a 

separate sheet of paper.  
 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

Provide the names and address of all physicians who will serve as alternate supervising physicians (if more than 

three, provide information on the enclosed addendum). 

Each of the undersigned has read this 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 ___________________________________________________________________________________


Office Address:  ____________________________________________________________________________________

Specialty: __________________________________________ VA License # ___________________________________

Signature Alternate Supervising Physician: __________________________________________________, MD


Name #2 ___________________________________________________________________________________


Office Address:  ____________________________________________________________________________________

Specialty: __________________________________________ VA License # ___________________________________

Signature Alternate Supervising Physician: __________________________________________________, MD


Name #3 ___________________________________________________________________________________


Office Address:  ____________________________________________________________________________________

Specialty: __________________________________________ VA License # __________________________________

Signature Alternate Supervising Physician: __________________________________________________, MD

HOSPITAL AFFILIATION:

Name of Hospital: __________________________________________________________________________________________
Address of Hospital:  _______________________________________________________________________________________

                                                           street                            city                           zip

In what department will the P. A. assist the Supervising Physician or Alternate Supervising Physician(s)? 
___________________________________________________________________________________________________________
Explain on a separate sheet of paper, the guidelines established by the hospital to ensure proper supervision of the PA in the hospital setting.  Are there other features pertaining to the hospital function of the PA which should be called to the board’s attention?  If so, describe on a separate sheet.

DUTIES

Please spell out role and function of the PA, indicating number of patients, types of illnesses, nature of treatments, special procedures and the nature of physician’s availability ensuring direct physician involvement.  [PA Regulations Section 18 VAC 85-50-101]. By submitting this application, the supervising physician confirms that he will accept the responsibilities of a supervisor to a PA pursuant to PA. Regulations 18 VAC-50-110.  As a physician assistant you are authorized to order and interpret radiological studies; however, the application of x-rays to human beings for diagnostic or therapeutic purposes is the practice of radiological technology and requires a license issued by the Board pursuant to Virginia code section 54.1-2956:1.
 FORMCHECKBOX 
 If you would like to attach a pre-printed list of duties in lieu of completing this section, please check this box, ensure that your information addresses all of the items 1 - 6 listed below, and have the primary supervisor sign the attachment clearly identifying the Physician Assistant.   

1- Role and function of the PA: _______________________________________________________________________________

_________________________________________________________________________________________________________
2- Indicate number of patients:  ______________________________________________________________________________
3- Types of Illnesses treated by physician:  ___________________________________________________________________

_________________________________________________________________________________________________________
4- Nature of treatment:  _____________________________________________________________________________________

________________________________________________________________________________________________________
5- Special procedures: ______________________________________________________________________________________
   __________________________________________________________________________________________________________
6- Nature of physician’s availability in ensuring direct physician involvement at an early stage and regularly

    thereafter _________________________________________________________________________________________________
    __________________________________________________________________________________________________________
INVASIVE PROCEDURES

Under general supervision the PA may insert a nasogastric tube, bladder catheter, needle, or peripheral intravenous

catheter, but not a flow directed catheter, and may perform minor suturing, venipuncture, and subcutaneous, 

intramuscular or intravenous injection.

ALL OTHER INVASIVE PROCEDURES MUST BE PERFORMED UNDER DIRECT SUPERVISION (the physician is in 

the room) unless the supervising physician has submitted an additional documentation form to the board for each 

procedure.  After such certification has been accepted and approved by the board, the physician assistant may 

perform the procedure under general supervision. [PA Regulations 18 VAC 85-50-110].  Forms for certification may 

be obtained from the board office.  

EFFECTIVE July 19, 2002:

Pursuant to Virginia Regulations 18VAC 85-50-101, “The protocol shall also provide an evaluation process for the physician assistant’s performance, including a requirement specifying the time period, proportionate to the acuity of 

care and practice setting, within which the supervising physician shall review the record of services rendered by the 

physician assistant.”  The supervising physician shall retain such a protocol for as long as the physician assistant is 

under his supervision, and shall make the protocol and evaluation process available to the Board upon request.

Supervising Physician_____________________________________________   Date _______________________________

This section must be completed for each new employer.  

Request for prescriptive authority from the PA 

[image: image2.png]



This is to request prescriptive authority pursuant to 18 VAC 85-50-130, 140 and 150 and 

§54.1.2952.1; under the primary supervision of Dr. _________________________________________.   

                                                                                       MD/DO/DPM/DC

I have verified that my school __________________________________________________ is on the 

(School Name)

*enclosed list of accepted pre-reported pharmacology requirements.



Print and Signature of Physician Assistant  ____________________________________________________

*If your school of graduation is not listed on the enclosed list, or has not submitted information regarding pharmacology requirements previously, please contact them and to have a letter submitted to the board verifying that the minimum requirement of 35 hours of pharmacology courses were covered in your curriculum. 

 FORMCHECKBOX 
No, I am not applying for prescriptive authority under this employment application.

Statement From Supervising Physician:
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I am requesting prescriptive authority for the following schedule(s):  





Schedule II      _____ 
                                                    Schedule III     _____

                                                    Schedule IV     _____

                                                    Schedule V      _____

                                                    Schedule VI     _____
As the primary supervising physician for the above named Physician Assistant, I attest to his/her competency to prescribe. 



Signature of Supervising Physician _____________________________________________________________



Print or type name ________________________________________________    Date ____________________

PLEASE NOTE: If for any reason the PA discontinues working under the employment and under the supervision of the licensed practitioner who submitted the application, such PA and the employing practitioner shall so inform the board and the PA’s approval shall terminate, and a new application must be submitted to the board and approved by the board in order for the PA either to be re-employed by the same practitioner or to accept new employment with another supervising physician.

_1051621212.doc
[image: image1.png]






