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COMMONWEALTH OF VIRGINIA


Board of Long-Term Care Administrators

Department of Health Professions

Perimeter Center




E-Mail:
LTC@dhp.virginia.gov

9960 Mayland Drive, Suite 300 


Website:
  www.dhp.virginia.gov
Henrico, Virginia 23233-1463                                                          Phone:  804-367-4595



Nursing Home Administrator Preceptor Application
 FORMCHECKBOX 
 Registration - Application Fee $65 
 FORMCHECKBOX 
 Reinstatement – Application Fee $105 (IF THE PRECEPTOR LICENSE HAS EXPIRED)
Attach check or money order, made payable to the Treasurer of Virginia. All fees are non-refundable.
1. PERSONAL INFORMATION (Please Print or Type) Provide Legal Full Name
	First Name
	Middle and Maiden Name 
	Last Name and Suffix


	Home Address: Street


	City
	State
	Zip Code



	Business Name and Address: Street
	City
	State
	ZIP Code



	(CHECK PREFERRED MAILING ADDRESS: 
( HOME ( BUSINESS 

	Date of Birth


_____________    ____________    ______________



       MM
DD

YY
	Social Security No. or Virginia DMV Control No.*

	Business Phone No.


	Home Phone No.
	Mobile Phone No.

	E-mail Address


	Virginia Nursing Home Administrator License Number

1701 


Applications will not be processed and will be returned without the required fee.  Applications will remain in process no longer than one (1) year.  If, at the end of one (1) year, a license/certification is not issued, the application file is destroyed. An applicant shall reapply for licensure, submit fees, required documentation, and meet the qualifications for licensure/certification in effect at the time of the new application.
2. LICENSURE VERIFICATION
	
List all jurisdictions in which you have been issued a license to practice as an administrator: active, inactive, or expired. Indicate license number and date issued.  Provide original written verification from the issuing regulatory authority, in all jurisdictions, in which you have ever held a license, including expired, inactive, and current licenses.  Contact each state regarding their verification process and associated fees.

	State/Jurisdiction
	License Number
	Issue Date / Status

	
	
	

	
	
	

	
	
	


APPLICANTS DO NOT USE SPACES BELOW THIS LINE – FOR OFFICE USE ONLY
APPROVED BY 

	LICENSE NUMBER
	APPLICANT NUMBER
	RECEIPT NUMBER
	FEE




*In accordance with (54.1-116 Code of Virginia, you are required to submit your Social Security Number or your control number** issued by the Virginia Department of Motor Vehicles.  If you fail to do so, the processing of your application will be suspended and fees will not be refunded.  This number will be used by the Department of Health Professions for identification and will not be disclosed for other purposes except as provided by law.  Federal and state law requires that this number be shared with other state agencies for child support enforcement activities.  NO LICENSE WILL BE ISSUED TO ANY INDIVIDUAL WHO HAS FAILED TO DISCLOSE ONE OF THESE NUMBERS. 
**In order to obtain a Virginia driver’s license control number, it is necessary to appear in person at an office of the Department of Motor Vehicles in Virginia.  A fee and disclosure to DMV of your Social Security Number will be required to obtain this number.
QUALIFICATION OF PRECEPTORS:

Hold a current, unrestricted Virginia nursing home administrator license and be employed full time as an administrator in a licensed nursing home facility for a minimum of two of the past three years immediately prior to application. 
	3. WORK HISTORY

	A resume may not be used as a substitute for any question on this application.

List in chronological order professional, full time work experience as an administrator for the past three years.  Provide third party original documentation of work experience from employer on company letterhead; COPIES OR FAXES ARE Unacceptable.

	From
	To
	Employer
	City/State

	
	
	
	

	
	
	
	

	
	
	
	


	4.  NATIONAL PRACTITIONERS DATA BANK QUERY (NPDB)

	You will need to request a current report – Self Query - from NPDB.  You may request the Self Query report

through their website at www.npdb-hipdbhrsa.gov. A copy may be faxed, emailed o submitted with your application.


	ALL QUESTIONS MUST BE ANSWERED.  If any of the following questions (5-8) is answered yes, explain and substantiate with documentation.  

	
	YES
	NO

	5. 
Have you ever been convicted of a violation of /or pled Nolo Contendere to any federal, state or local statute, regulation, or ordinance, or entered into any plea bargaining relating to a felony or misdemeanor or convicted of a felony or any crime involving moral turpitude? Including convictions for driving under the influence; excluding traffic violations.  Attach your state original criminal history record, a certified copy of any final order, decree, or case decision by a court or regulatory agency with lawful authority to issue such order, decree, or case decision, an explanation, and any other information you wish to be considered with your application (i.e. information on the status of incarceration, parole, or probation, reference letters documentation of rehabilitation, etc.). Include an explanation surrounding violation(s).
	____
	____

	

	6.
Have you ever had any of the following disciplinary actions taken against your license to practice in any Health Regulatory Board and/or are any such actions pending? (a) suspension/revocation (b) probation (c) reprimand/cease and desist (d) had your practice monitored (e) monetary penalty (f) denied licensure (g) refused renewal (i) denied examination? If yes, submit notices, orders, etc., from the regulatory authority authorized to take such actions.
	____
	____

	

	7.
Have you been physically or emotionally dependent upon the use of alcohol/ drugs or treated by, consulted with, or been under the care of a professional for any substance abuse within the last two years?  If yes, please provide a letter from the treating professional, on letterhead, to include diagnosis, treatment, prognosis and fitness to practice.
	____
	____

	

	8.
Do you have a physical disease, mental disorder, or any condition, which could affect your performance of professional duties?  If yes, please provide a letter from the treating professional, on letterhead, to include diagnosis, treatment, prognosis and fitness to practice.
	____
	____


9.
 AFFIDAVIT OF APPLICANT

I have read, understand, and will act in accordance with the Virginia Board of Long-Term Care Administrators regulations and statutes governing the practice Nursing Home Administrators. I hereby give permission to the Virginia Board of Long-Term Care Administrators to secure additional information concerning me or any statement in this application from any person or any source the Board may desire.  I further agree to submit to questioning by the Board or any Agent thereof, and to substantiate my statement(s) if desired by the Board.  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 or facts concerning my qualification as an applicant shall be sufficient grounds for the denial, suspension, cancellation, or revocation of my Virginia Board of Long-Term Care Administrators license even though it is not discovered until after issuance.

_________________________________________________


___________________________

Applicant’s Signature


                       Date
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