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COMMONWEALTH OF VIRGINIA


Board of Long-Term Care Administrators

Department of Health Professions

Perimeter Center 




E-Mail: LTC@dhp.virginia.gov
9960 Mayland Drive,  Suite 300
Website: www.dhp.virginia.gov

Henrico, Virginia 23233-1463
Phone: 804-367-4595



LICENSE VERIFICATION FORM
	· Applicant – Complete Part I. Mail the form to the Board or Agency of each state or jurisdiction in which licensure has been issued to practice as an administrator: active, inactive, or expired.  You make additional copies of the form as needed.
· State Licensure Board or Regulatory Agency - Complete Part II. Return to the address above.


PART I - APPLICANT
	First Name
	Middle Name and Maiden Name
	Last Name and Suffix


	Address: Street
	City
	State
	ZIP Code



	Date of Birth
________  ________  ________


MM
DD
YY
	Social Security No. or VA DMV Control No.*

	DESCRIPTION OF LICENSE HELD IN OTHER STATE / JURISDICTION

	Jurisdiction:
	License Number:

	Date Issued:
	Expiration Date:

	TO WHOM IT MAY CONCERN:
I, the undersigned applicant, am applying for licensure with the Virginia Board of Long-Term Care Administrators. I herby consent to the release of any information, favorable or otherwise, which you may have, concerning my license to practice.  Please return the completed form directly to the Virginia Board at the address above.

_______________________________


__________________
Signature of Applicant




Date


PART I I – LICENSURE BOARD OR REGULATORY AGENCY VERIFICATION
	(  YES
	(  NO
	The information contained in Part I conforms with our records.

	

	(  YES
	(  NO
	The Applicant obtained the original license from our state/jurisdiction.

	

	(  YES
	(  NO
	The Applicant took a written examination for licensure.  If ‘Yes’, please complete the following:
Name of Examination: __________________ Examination Series# ______________ 
Examination Date:  _____________________ Raw Score: ___________   Scale Score: ____________

	

	(  YES
	(  NO
	The license is current; give Expiration Date: ______________________

	

	(  YES
	(  NO
	The Applicant is in good standing at this time. If ‘No’, please attach notices, orders, etc.

	

	________________________
_____________________________________________________

Date
Signature of Board Office/Designated Official

___________________________________________________________________________________________________________________________________

Title of Board
Street Address


_______________________________________


City/State/Zip

BOARD SEAL


