COMMONWEALTH OF VIRGINIA

DEPARTMENT OF HEALTH PROFESSIONS

BOARD OF NURSING
9960 MAYLAND DRIVE, SUITE 300
HENRICO, VA  23233
APPLICATION FOR REINSTATEMENT OF MEDICATION AIDE REGISTRATION
IF REGISTRATION IS LAPSED FOR MORE THAN ONE YEAR, THE FEE IS $90.

INCLUDE A CHECK OR MONEY ORDER MADE PAYABLE TO “TREASURER OF VIRGINIA” 

THIS APPLICATION FEE IS NONREFUNDABLE

PLEASE MAIL; A FAXED APPLICATION CANNOT BE ACCEPTED
I hereby make application to reinstate my registration to practice as a Medication Aide in the Commonwealth of Virginia.  The following information in support of my application is submitted.

PLEASE PROVIDE THE INFORMATION REQUESTED BELOW AND ON THE BACK OF THIS PAGE.  PRINT OR TYPE.  MAKE SURE YOU SIGN IT IN FRONT OF A NOTARY PUBLIC.

*Disclosure of Address:  Some licensees have expressed concern that their residence address is accessible to the public.  Consistent with Virginia law, a licensee’s address of record is public information. However, 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.

**Disclosure of Social Security/Virginia DMV Number:  When completing the application, you are required to submit your social security or a control number issued by the Virginia Department of Motor Vehicles (in accordance with Section 54.1-116 of the Code of Virginia).  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. 

	Name – Last
	First
	Middle
	Maiden



	* Current MAILING Address
	Apt./Lot Number



	City
	State
	Zip Code
	Telephone Number



	Date of Birth
	**Social Security or DMV Number

___________      ___________     __________________


	Virginia Registration Number

_______________

	Name of Medication Aide Training Program Provider
	Location (City/State)
	Date of Completion
(At least year graduated)



	Name at Time of Placement on the Virginia Medication Aide Registry


	Last
	First
	Middle
	Maiden



	If name has changed since receiving your MOST CURRENT registration to practice as a medication aide,  submit a copy of the marriage certificate or court order authorizing the change of name (i.e., divorce decree, immigration papers, etc.) with this application.  YOUR NAME CANNOT BE CHANGED WITHOUT THIS DOCUMENTATION.

	Reinstatement Request is due to:  ________ Lapse of registration   ________ Revocation/Suspension of registration



RESPOND IN FULL TO THE FOLLOWING QUESTIONS, PROVIDING DOCUMENTATION REQUESTED.  IF DOCUMENTATION WAS PREVIOUSLY SUBMITTED, PLEASE SO INDICATE WHEN.

___ YES ___ NO
1.
Have you ever been convicted, pled guilty to, or pled no contest to the violation of any federal, state, or other law constituting a felony or misdemeanor, including convictions for driving under the influence (DUI) but excluding traffic violations?  If you answer "yes" to this question, you must submit the additional information regarding your conviction(s) on the instruction sheet.

___ YES ___ NO
2.
Have you ever had action taken against or been denied a license or certificate in a health-related field?  If "yes," explain in detail on back of this page.

​​___ YES ___ NO
3.
Do you have a mental, physical, or chemical dependency condition which could interfere with your current ability to practice as a medication aide?

If a “yes” answer was given to above Screening Questions 1, 2, or 3 above, please provide the information as set forth in the instruction sheet.

4. Please list all the places where you have performed medication aide related duties for pay, beginning with your most recent employer and ending with the one you had one year prior to the expiration date of your registration.  Include the name of the employer/company, city/state  the company was in, month and year you began each job, the month and year you ended each job, and the reason for leaving.

	Employer Name

(Current/Most Recent Employer First)
	City and State of

Employer
	Beginning 

Employment

Date
	Ending

Employment

Date
	Reason for Leaving

	
	
	
	
	


5. List all continuing education hours that you have completed in the last year (You may attached additional pages if needed):

	Name and Description of Educational Opportunity
	Number of Educational Hours
	Date Started
	Date Completed
	Pass or fail

	
	
	
	
	


6. If registration has been lapsed for more than one year, have your retaken the written and competency evaluation?
Yes__________ No_________

If yes, please include the date and place taken and a copy of the results.
7. Can you attest to there being no grounds for denial of your applications for reinstatement?

Yes__________ No____________

If no, please explain on a separate attachment. 

AFFIDAVIT
(To Be Completed Before a Notary Public)
State of ________________________________________ County of ______________________________________________

Name ______________________________________________, being duly sworn, says that he is the person who is referred to in the foregoing application for reinstatement of registration as a medication aide in the Commonwealth of Virginia; that the statements herein contained are true in every respect and that falsification of information submitted is grounds for denial or other disciplinary action; that he has complied with all requirements of the law and understands that the application fee is nonrefundable if not eligible for reinstatement based on work history; and that he has read and understands this affidavit.

                                                                                                                         ______________________________________________________

                                                                                                                                                                   Signature of Applicant

Subscribed and sworn to before me this _________________ day of __________________________________________, 20_______.  My 

Commission expires on _______________________________________________________________.

                                                                                                                          ______________________________________________________

                                                                                                                                                               Signature of Notary Public

Effective 7/1/07
FOR OFFICE USE ONLY





Approved: ________________





Reinstated: _______________








