Rev. 7/16 
SUBJECT:          Alternate Supervisors – To be maintained with the original practice agreement.  Forward to the

           Board of Medicine only upon request by the Board. 
DATE:


_____________________
The  physicians listed below are alternate supervising physicians for _______________________, PA.









                  Print name and license number
Each of the undersigned has read the practice agreement and certifies that the information therein is correct to the

best of his/her knowledge and belief.  Each further certifies that he/she has read carefully and understands the
rules and regulations for a physician assistant adopted by the Virginia Board of Medicine. Such regulations will be 

fully complied with by the undersigned, and each undersigned physician accepts the responsibility of the 

applicant’s conduct as a physician assistant.

Name #1 _________________________________________ 
Signature __________________________________
Specialty: ___________________________________ VA License # ________________________
Street/PO Box ________________________________________ City _________________________Zip_____________

Name #2 _________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #3 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #4 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #5 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #6 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #7 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #8 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #9 _________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # _______________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #10_________________________________________ 
Signature___________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #11_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #12_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #13_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # _______________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #14_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #15_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #16_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #17_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #18_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # _______________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #19_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # _______________________

Street/PO Box ________________________________________ City _________________________Zip_____________

Name #20_________________________________________ 
Signature __________________________________

Specialty: ___________________________________ VA License # ________________________

Street/PO Box ________________________________________ City _________________________Zip_____________

