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REQUEST FOR BOARD APPROVAL OF CHAPERONE
To be completed by the Licensee under terms of an Order:

I understand that my Board Order requires that I have a chaperone in the room at all times when I treat certain types of patients, as I have checked here:   (  female patients   ( male patients   ( both male and female patients   ( pediatric or underage patients   ( elderly patients   ( patients suffering dementia   ( all patients   ( others, specifically: __________________ AND when I treat these checked patients:   ( in all situations   ( only in certain situations, specifically: ______________________ _________________________________________________________________________________________________________________.
I am requesting that the Board approve the following individual to act as a chaperone under the conditions checked above and outlined in my Board Order:
Name: __________________________________________________________ Address: ____________________________________________________ Phone: ____________________________.
By my signature below, I certify that I have done the following:

· I have contacted and provided the potential chaperone with a copy of my entire Board Order entered, including the Findings of Fact and cover letter, all other prior Orders entered against me by this or any other Board, and any other documents specified in my Order that I am to provide.  We have discussed all requirements for the ordered chaperone, including any deadlines, needed releases, costs and reporting requirements.  I understand I am responsible for all costs of this chaperone.
· I have asked this potential chaperone to contact my Compliance Case Manager (CCM) before beginning as a chaperone.  My CCM’s name is: _____________________________________________________________________ Her phone # is: _________________________
· The potential chaperone named above has agreed to:  personally complete the Chaperone portion of this form; contact my CCM and provide information for Board review prior to approval; act as a chaperone for the type of patient marked above according to the Order’s requirements; immediately contact my CCM with any concerns; and provide a regular, timely chaperone report to the CCM as required by the Order.
· I understand that the information I have provided must be approved by the Board.  I will not proceed with treating any patient of the type noted above until notified by the CCM that at least one potential chaperone has been approved.

	Print Licensee Name
	
	Licensee Signature
	
	Date


To be completed personally by the potential chaperone named above:

The licensee named above has asked me to act as a chaperone according to the requirements of the licensee’s Board Order.  
By my signature below, I certify that:  

· My curriculum vitae or resume is attached for Board consideration, if available.  
· My relationship with the licensee prior to being asked to conduct this evaluation has been:   ( employee/employer   ( patient/provider   ( professional peer   ( co-worker   ( social   ( personal   ( family   ( intimate   ( none.  Specifically:   [write comments on the back of this page].
· I have received, and have read, a copy of the licensee’s entire Board Order.  I agree to abide by the Order’s requirements and provide timely chaperone reports.
· The licensee asked me to contact his or her CCM about my role as chaperone before I begin, and gave me the name and phone number of the CCM.  I agree to call the CCM, if I have not done so already. 

· I have discussed with the licensee what will be required by the Order, to include:  the type of patient to be chaperoned; any deadlines; any releases I might need signed; that all costs are to be borne by the licensee; that I will send my chaperone reports to the CCM for the Board’s review.  
· I understand that the purpose of my acting as a chaperone is to provide the Board with a timely report -- to include any and all observations, opinions and recommendations – that the Board can use to help determine whether, and under what conditions, the licensee might be safe and competent to practice his or her profession.  
· If licensed by a Virginia health care regulatory Board, my license number is: ____________________.  I also hold licenses for ___________________________________________in the following jurisdictions: ____________________________________. 
· Any licenses I may hold are current, and I have never been the subject of any investigation or disciplinary action by any licensing board or any other health care entity.  Any exceptions are listed here and detailed on the back of this page: _____________________________________________________________________________________________________________.
	Print Name
	
	Signature
	
	Date


Send form to your Compliance Case Manager, 9960 Mayland Dr., Suite 300, Richmond, VA 23233-1463.

