COMMONWEALTH OF VIRGINIA

Department of Health Professions - Board of Nursing

Perimeter Center

9960 Mayland Drive, Suite 300

Henrico, VA 23233-1463

(804)367-4515 – PHONE        (804) 527-4455 – FAX

web:  www.dhp.virginia.gov   email:  nursebd@dhp.virginia.gov
INSTRUCTIONS FOR FILING APPLICATION

 FOR CERTIFICATION AS A MASSAGE THERAPIST BY ENDORSEMENT

APPLICATION FORM:  COMPLETE THE APPLICATION FORM AND RETURN IT WITH THE REQUIRED FEE TO THE BOARD OFFICE. COMPLETE THE AFFIDAVIT ON PAGE 3 AND HAVE IT NOTARIZED BY A NOTARY PUBLIC.
LICENSE VERIFICATION FORM:  COMPLETE ONLY THE TOP PORTION OF THE LICENSE VERIFICATION FORM AND SEND IT TO THE LICENSING AUTHORITY WHERE YOU WERE ORIGINALLY CERTIFIED OR LICENSED BY EXAMINATION.  YOU ARE RESPONSIBLE FOR ANY FEE YOUR ORIGINAL AUTHORITY MAY REQUIRE TO COMPLETE THE FORM.  DELAYS MAY BE AVOIDED BY INQUIRING ABOUT THESE FEES IN ADVANCE.  YOUR ORIGINAL LICENSING AUTHORITY WILL SEND THE FORM TO THIS OFFICE. VERIFICATION FORMS RECEIVED IN THIS OFFICE PRIOR TO RECEIPT OF THE APPLICATION WILL BE RETAINED ON FILE FOR NO LONGER THAN 90 DAYS.  IF THE APPLICATION IS NOT RECEIVED WITHIN THIS TIME, YOU MUST REQUEST ANOTHER FORM TO BE COMPLETED AND SENT TO THIS OFFICE.
NAME CHANGE:  IF YOUR NAME ON THE APPLICATION FOR VIRGINIA CERTIFICATION IS DIFFERENT FROM THE NAME ON FILE WITH YOUR ORIGINAL LICENSING AUTHORITY, A COPY OF YOUR MARRIAGE CERTIFICATE OR THE COURT ORDER AUTHORIZING THE CHANGE MUST ACCOMPANY YOUR APPLICATION.
FOR APPLICANTS EDUCATED IN OTHER COUNTRIES:  IF YOUR MASSAGE THERAPY EDUCATION WAS RECEIVED IN ANOTHER COUNTRY AND YOU ARE NOT LICENSED IN ANOTHER STATE IN THE U.S.A., CONTACT THIS OFFICE BEFORE FILING THIS APPLICATION.

AN INCOMPLETE APPLICATION FOR LICENSURE WILL BE RETAINED ON FILE ONLY AS REQUIRED FOR AUDIT.  IF NOT COMPLETED WITHIN ONE YEAR, A NEW APPLICATION MAY BE NECESSARY.

PLEASE NOTIFY THIS OFFICE WITHIN THIRTY DAYS OF A NAME CHANGE OR ADDRESS CHANGE.

*** In accordance with §54.1-116(A) of the 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 for by law.  Federal and state law requires that this number be shared with other agencies for child support enforcement activities.

***In accordance with §54.1-116(B) of the Code of Virginia,  foreign nationals who are otherwise qualified as an applicant for a license, certificate or registration may be issued a temporary license or authorization to practice, effective for not longer than 90 days.
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APPLICATION FOR CERTIFICATION BY ENDORSEMENT

MASSAGE THERAPIST

I hereby make application for certification as a massage therapist.  The following information in support of my application is submitted with a check or money order in the amount of $140 made payable to the Treasurer of Virginia.  The application fee is non-refundable.

	For Office Use Only
	Approval:

	Ack. Sent:

	Fee Rec'd:


	File #:
	Verification Rec’d
	Certification No: 0019-

	
	
	
	
	Date Issued:


Disclosure of Addresses

Some licensees have expressed concern that their residence address is accessible.  Consistent with Virginia law and the mission of the Department of Health Professions addresses of licensees are made available to the public.  This has been the policy and the practice of the Commonwealth for many years.  However, the application of new technology makes such information more accessible.

In most cases it is permissible for an individual to provide an address of record other than a residence, such as a Post Office Box or a practice location.  Changes of address may be made at the time of renewal or at anytime by written notification to the appropriate health regulatory board.  Please be advised that all notices from the board, to include renewal notices, licenses, and other legal documents, will be mailed to the address provided.

1.  Identifying Information
	APPLICANT - Please print or type the information requested below and on the succeeding pages. Use full name, not initials.

	Name:        Last                      Suffix                          First                          Middle                       Maiden



	Street Address



	City                                                                             State                                                         Zip Code



	Date of Birth (M/D/Y)
	Social Security or Virginia DMV Control Number


	Area Code & Telephone Number

	Print your name as you wish it to appear on your certificate:




2.  Education Information
	Name of Education Program:



	Program Address:



	Date Program Completed:
	Length of Program in hours:



	Program accredited/approved by:  (Accrediting Authority)




3.  Examination and Certification Information
	Title of Examination:


	Date Passed:

	Name of Certifying Organization:


	Expiration Date:


4.  Certification/Licensure History
a
For applicants who have been certified or licensed in another state:

       
State of original certification/licensure____________________________________________________________


Year _________________ Certificate/License number_______________________________________________

1. In what other states have you been certified or licensed as a massage therapist?

	State
	
	Year Certified/Licensed
	
	Certificate/License Number
	

	State
	
	Year Certified/Licensed
	
	Certificate/License Number
	

	State
	
	Year Certified/Licensed
	
	Certificate/License Number
	

	State
	
	Year Certified/Licensed
	
	Certificate/License Number
	


b. Please answer YES or NO to EACH of the following:

Has any certificate or license issued to you been voluntarily surrendered to any licensing authority in any jurisdiction_____, placed on probation______, suspended ______, revoked ______, or otherwise disciplined ______ or has your practice ever been the subject of an investigation by any licensing board ______? If yes, explain in detail below.

Is your certificate or license in good standing in all jurisdictions where licensed? Yes ______ No ______.  If no, explain in detail below.

5.  Have you ever been convicted, pled guilty to  or pled Nolo Contendere to the violation of any federal, state or other

       statute or ordinance constituting a felony or misdemeanor?  (Including convictions for driving under the influence,

       but excluding traffic violations)?  Yes ______  No ______.  If yes, explain below and have a certified copy of the 

       court order sent directly to the Board of Nursing.

6.  Do you have a mental, physical or chemical dependency condition which could interfere with your current ability to

practice as a massage therapist?  Yes ______  No ______.  If yes, explain below and have a letter from your treating licensed professional summarizing diagnosis, treatment and prognosis sent directly to the Board of Nursing.

PLEASE BE SURE THAT YOU HAVE ANSWERED EACH OF THE ABOVE QUESTIONS.

EXPLANATIONS:

	AFFIDAVIT
(To be completed before a Notary Public)
State of _____________________________________  County/City of ________________________________________

Name ______________________________________, being duly sworn, says that he/she is the person who is referred to in the foregoing application for certification as a massage therapist in the Commonwealth of Virginia; that the statements herein contained are true in every respect; that he/she has complied with all requirements of the law; and that he/she has read and understands the affidavit.

                                                                                                                _________________________________________

                                                                                                                         Signature of Applicant

Subscribed to and sworn to before me this ________ day of ____________________________, ____________.

My commission expires on _______________________________.

                                                                                                          _____________________________________

SEAL                                                                                                                  Signature of Notary Public
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	[image: image1.png]



	COMMONWEALTH OF VIRGINIA

Department of Health Professions - Board of Nursing

Perimeter Center

9960 Mayland Drive, Suite 300

Henrico, VA 23233-1463

(804)367-4515 – PHONE        (804) 527-4455 – FAX

web:  www.dhp.virginia.gov   email:  nursebd@dhp.virginia.gov
 


MASSAGE THERAPIST

CERTIFICATION/LICENSURE VERIFICATION FORM

	TO THE APPLICANT – Complete the top portion only and send to the licensing authority in the state where you were certified or licensed as a massage therapist (fee may be required).

	Name – Last                         First                         Middle                             
	Social Security Number or

Virginia DMV Control Number



	Address



	License or certification number:
	Year Issued:



	Name on Original License:

	  TO THE LICENSING AUTHORITY:  Please provide information requested and return to the form to the Virginia Board of Nursing

	APPLICANT’S FULL NAME:

Last                                                   First                                                   Middle                                                   Maiden                                                                

	Was school approved/accredited at time applicant graduated?    

Yes_____   No _____    


	Date Program Completed:

	Name of School ___________________________________________________________________________________________________

Location: _________________________________________________________________________________________________________

Title of Examination _________________________________________________________________________________________________

Name of National Certifying Organization ________________________________________________________________________________




LICENSE/CERTIFICATE  NUMBER ________________________ was granted on _____________________ by examination _____ by waiver_____ by endorsement _____  Status of license/certification:  Current _____________ Lapsed _____________ Inactive _____________

Has license/certificate ever been suspended, revoked or otherwise disciplined?  Yes ____  No ____.  If yes, please attach certified copy of order any order by the certifying/licensing body.

I certify the above information to be true in every respect, according to the record on file with the _________________ Licensing/Certifying Authority.

____________________________                                                                _______________________________________________

                      Date                                                                                          Executive Director


SEAL
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