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Department of Health Professions




SELF REPORT
This report covers only the current quarter:   FORMCHECKBOX 
Jan-Mar or  FORMCHECKBOX 
Apr-Jun or  FORMCHECKBOX 
Jul-Sep or FORMCHECKBOX 
 Oct-Dec of 20_________.
Must receive  from 5 days before until 5 days after the end date of the current quarter:  e.g.: if due 3/31, must receive 3/26 to 4/5.
Faxes Not Acceptable – Original Signature Required

	LICENSEE NAME
	
	LIC #

	ADDRESS
	

	CITY/STATE/ZIP
	

	
	 FORMCHECKBOX 
  This is a Change of Address
 FORMCHECKBOX 
  I want this address to be my Address of Record with the Board. I have sent it to them.

	PHONE ( HOME)
	

	PHONE (WORK)
	

	PHONE (CELL)
	

	PHONE (FAX)
	

	EMAIL ADDRESS
	

	
	

	CURRENT EMPLOYMENT 
	(list ALL additional current employment information on a separate, attached, sheet)

	FACILITY 
	

	ADDRESS
	

	CITY/STATE/ZIP
	

	PHONE
	

	NAME OF SUPERVISOR
	

	SCHEDULE
	

	DATE EMPLOYED
	

	DATE TERMINATED / RESIGNED
	

	IF TERMINATED OR RESIGNED, EXPLAIN:
	

	Is this a position requiring licensure?
	(     )   Yes        (     ) No

	Briefly described job duties:

	If required by your Order, have ALL of your current positions that require licensure been Board-approved?
	(     )   Yes        (     ) No


	RECOVERY PROGRAMS 
	(check all applicable, whether ordered or not)

	REQUIRED BY ORDER?  
	(    )   Yes     (    )   No, done voluntarily    (    )   Yes, a by Court-Order

	AA/NA MEETINGS
	(    )   Yes     (    )   No    Number per week:

	CADUCEUS
	(    )   Yes     (    )   No    Number per week:

	AFTERCARE GROUP
	(    )   Yes     (    )   No    Number per week:

	OTHER SUPPORT SYSTEMS
	(    )   Yes     (    )   No    Type:

	
	

	THERAPY
	(check all applicable, whether ordered or not)

	REQUIRED BY ORDER?  
	(    )   Yes     (    )   No, done voluntarily    (    )   Yes, a by Court-Order

	INDIVIDUAL THERAPY
	(    )
Yes
(    )
No    Frequency of visits:

	NAME OF THERAPIST
	

	THERAPIST’S PHONE NO.
	

	
	

	DRUG SCREENING
	(check all applicable, whether ordered or not)

	REQUIRED BY ORDER?  
	(    )   Yes     (    )   No, done voluntarily    (    )   Yes, a by Court-Order

	DRUG SCREENS DONE?
	(    )
Yes
(    )
No    Number:

	ANY POSITIVES?
	(    )
Yes
(    )
No    Explain:

	WHO DOES YOUR SCREENS?
	

	
	

	MEDICATIONS
	

	
	Have you taken or been prescribed any medication during this report quarter? (   )  Yes       (   )  No          

	
	If Yes, list drug(s) and prescriber(s):

	
	

	
	If required, have you ensured a report from the prescribing physician was submitted to the Board? 
(   ) Yes  (   )  No   Date mailed:

	
	

	CRIMINAL PROCEEDINGS:
	

	ANY ARRESTS?
	(    )
Yes
(    )
No    Explain below

	ANY CONVICTIONS?
	(    )
Yes
(    )
No    Explain below, and provide certified copy

	UPCOMING COURT DATES:
	(    )
Yes
(    )
No    Explain below

	ANY ACTION BY ANOTHER STATE LICENSING BOARD?
	(    )
Yes
(    )
No    Explain below, and provide certified copy


	EXPLANATIONS, CONCERNS & COMMENTS:

	

	

	

	

	LICENSEE SIGNATURE
	

	PRINTED LICENSEE NAME
	

	LICENSE, REGISTRATION OR CERTIFICATE NUMBER
	

	DATE
	


For questions, contact your Compliance Case Manager.
SEND THIS FORM TO YOUR COMPLIANCE CASE MANAGER AT:

9960 MAYLAND DR., SUITE 300, RICHMOND, VA  23233-1463

