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	Department of Health Professions

9960 Mayland Drive, Suite 300

Richmond, Virginia 23233-1463

(804) 367-4441

Website: http://www.dhp.virginia.gov/social


APPLICANT OUT-OF-STATE LICENSURE VERIFICATION
To be completed by applicant:

Last Name _________________________ First Name __________________________ M.I. _______

Address ____________________________________________________

City _________________________ State ______ Zip Code ___________

Home Phone Number ______________________ Work Number ______________________

Email Address ______________________________________________________________

To be completed by state Board of Social Work: 
Title of License ______________________________________ License Number _____________________________
Issue Date _____________________________ Expiration Date _____________________________
 FORMCHECKBOX 
 By Examination 



 FORMCHECKBOX 
 By Waiver
 FORMCHECKBOX 
 By Endorsement 



 FORMCHECKBOX 
 Reciprocity
Type of Examination: 
 FORMCHECKBOX 
 ASWB (ACT) 



Date of Examination _______________________________

 FORMCHECKBOX 
 PES
 




Cut-Off Score ______________
 FORMCHECKBOX 
 Other (specify) ______________________ 
Applicant’s Score ___________
Level of Examination:
 FORMCHECKBOX 
 Bachelors


 FORMCHECKBOX 
 Advanced Generalist 


 FORMCHECKBOX 
 Masters


 FORMCHECKBOX 
 Clinical 



Has the license ever been surrendered, suspended, or revoked? 
 FORMCHECKBOX 
 Yes (specify details on a separate sheet)

 FORMCHECKBOX 
 No

Certification by the authorized Licensure Official of the State of ____________________________________________________
I certify that the information is correct.

Authorized Licensure Official Name and Title __________________________________________________________________
	State Seal

	Title of Board ______________________________________

	
	Telephone Number __________________________________

	
	Email Address ______________________________________

	
	Date ______________________________________________


