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INITIAL CONTACT FORM
Complete This After First Speaking With Your Compliance Case Manager:
FORM #1:     COMPLETE THIS FORM AFTER SPEAKING WITH YOUR COMPLIANCE CASE MANAGER:

By my signature below, I certify that:

	· 1)  My name is _______________________________.  I have read and I understand the information found at http://www.dhp.virginia.gov/nursing/nursing_forms.htm#compliance  in the “BON Compliance FAQs”.

	· 2)   I called and spoke, on this date, ____/_____/_____, with my Compliance Case Manager (CCM), who is named ___________________________________, to review the terms and conditions of my Order, which was entered by the Board on ____/_____/_____.  

	· 3)  I understand each term of my Order, and what my Order requires of me.  If I do not yet understand my terms, I understand that I should contact my CCM by phone or in writing until I am clear on what is required of me by my Order, since my compliance with the Board’s Order is my responsibility.  

	· 4)  I understand that to be released from my probation Order, I must successfully complete the terms of my probation and submit my request for release in writing to the Board.

	· 5)  I know that I can always download or print a copy of my Order at https://secure01.virginiainteractive.org/dhp/cgi-bin/search_publicdb.cgi and that I can download or print almost all forms I will need for my compliance at http://www.dhp.virginia.gov/nursing/nursing_forms.htm#compliance; the rest I can obtain by requesting them from my CCM.

	· 6)  I understand that my CCM needs my current contact information, and any updates if this information changes:

	My Home Address is:
	
	

	City/State/Zip:
	
	

	Home Telephone #:
	
	

	Cell #:
	
	
	Email Address:
	

	My Current Employer is:
	
	

	Employment Address:
	
	

	City/State/Zip:
	
	

	Business Telephone #:
	
	
	Business Fax #:
	

	My Current Supervisor is:
	
	

	Supervisor’s Telephone #
	
	

	· 7)   IF I am Ordered to enter the Health Practitioners' Monitoring Program (“HPMP”), I certify that either:  

·   A)… I have already signed a contract with HPMP.  I signed my HPMP Participation Contract on ____/_____/_____ and my HPMP Recovery Monitoring Contract on ____/_____/_____.  My HPMP Case Manager’s name is _________________________________________, and a copy of my current HPMP contract is attached;   – OR --

·   B)… I have contacted HPMP about signing a contract and expect to enter HPMP by ____/_____/_____.  My HPMP Case Manager’s name is _________________________________, and I will provide a copy of my signed contract to my Nursing CCM as quickly as possible.  

	· 8)  I have kept a copy of this form for my own records, and understand I should keep copies of all documents I submit to my CCM while I am under the terms of the Board’s Order.

	

	Signature
	
	Date Signed

	Please complete, sign & mail this form, with your original signature, within seven (7) days of speaking to your Compliance Case Manager.  Send the completed form to The Board Of Nursing, c/o “Nursing Compliance Case Manager”, 9960 Mayland Dr., Suite 300, Henrico, Virginia  23233-1463.  Call your CCM at 804-367-4536 with any questions.
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