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_____________________________________

Please type or print physician assistant’s name 

License number  0110 - _________________

Mailing Address :  ____________________

____________________________________

____________________________________

____________________________________


Request for prescriptive authority from the PA 
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This is to request the inclusion of prescriptive authority to my current Practice Agreement pursuant to 18 VAC 85-50-130, 140 and 160 and §54.1.2952.1; under the primary supervision of 
Dr. ________________________________ MD/ DO/DPM

My signature hereto attests that I have completed a minimum of 35 hours of acceptable training in pharmacology. 


Signature of Physician Assistant _________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​ Print or type name______________________________________________   Date_________________
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. I further attest that I will make periodic site visits if the physician assistant named in this practice agreement provides services at a location other than where I regularly practice.  



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.
There is no fee for this request.

Mailing address is: Virginia Board of Medicine

9960 Mayland Drive, Suite 300
Henrico, VA  23233-1463
804-367-4501
Please note that only complete applications will be processed.  Incomplete applications will not be acted upon or returned to the licensee for completion.  If you have not received a written acknowledgement of your approved prescriptive authority within two weeks after submission of your request, please call the above number for assistance.
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