DIAGNOSTIC PHARMACEUTICAL AGENTS ENDORSEMENT APPLICATION
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	COMMONWEALTH OF VIRGINIA

DEPARTMENT OF HEALTH PROFESSIONS

BOARD OF OPTOMETRY

9960 MAYLAND DRIVE, SUITE 300

RICHMOND, VA  23233-1463

(804)  367-4508 or e-mail carol.stamey@dhp.virginia.gov



	LAST NAME  
	 FIRST
	  MIDDLE/MAIDEN



	STREET ADDRESS



	CITY
	STATE
	ZIP CODE



	TELEPHONE NUMBER

(       )
	FAX NUMBER

(      )
	E-MAIL ADDRESS



	VIRGINIA LICENSE NO.  ________________________ 

 

	LIST ALL JURISDICTIONS THAT YOU ARE OR HAVE BEEN LICENSED TO PRACTICE OPTOMERY

__________
​​​__________
__________
__________
__________
__________
__________



	LIST ALL JURISDICTIONS IN WHICH YOU HAVE OBTAINED DPA CERTIFICATION

__________
​​​__________
__________
__________
__________
__________
__________



	Please have the state(s) provide information on the content domain covered on the DPA certifying examination and on its scoring.  Also, provide a copy of the statutes and regulations from the state(s) from the date you were certified in the state(s).



	I HAVE MET THE EDUCATIONAL REQUIREMENTS BASED ON:

· Courses approved by the Board, presented by a college of optometry

· Graduation from one of the designated schools on or after the specific dates set by the Board
· Other:________________________________________________________________________


	Please return this form with an official transcript or letter of certification from your school of optometry.  Your check or money order in the amount of $100.00 should be made payable to the Treasurer of Virginia.
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	THIS SECTION MUST BE NOTARIZED

I, ______________________________, the applicant herein, depose and say that all facts, statements, and answers contained in this application are true and correct; I am not omitting any information which might be of value to this Board in determining my qualifications and character, whether it is called for or not; and I agree that any falsification, omission, or withholding of information of facts concerning my qualification as an applicant shall be sufficient grounds for the suspension, cancellation, or revocation of my Virginia Board of Optometry License even though it is not discovered until after issuance.

                                                                                                         ________________________________________________________
                               Applicant’s Signature

State___________________________City/County_______________________________________

Before me, the undersigned authority, on this day personally appeared 

_____________________________________________________________

who after being duly sworn by me on his or her oath that all facts, statements, and answers contained in         

this application are true and correct in every respect.

                                                                                              ________________________________________________________    

       Applicant’s Signature (Signed in Presence of Notary)

Sworn and subscribed to before me this ________day of __________________, 20_______, to certify which witness my hand and official seal of office.

                                                                                              ________________________________________________________

                                      Notary Public

My Commission Expires____________________________

(SEAL)




DPA_END_APPLIC

Revised July 2008
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