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	COMMONWEALTH OF VIRGINIA

BOARD OF MEDICINE

Department of Health Professions

9960 Mayland Drive, Suite 300
Henrico, Virginia 23233-1463
(804) 367-4501       (804) 527-4426 Fax


Submit this form to your medical school for completion and instruct them to return the completed form directly to the Virginia Board of Medicine.

CERTIFICATE OF PHYSICIAN ASSISTANT EDUCATION

[image: image2.wmf]
It is hereby certified that ___________________________________ of __________________________

                                                             name                                                                  city/state

matriculated in _________________________________ at ____________________________________

                                 course of study                                                              school

date ____________________ and attended _______ courses of lectures of ______ months each, and

                  beginning                                         number                                      number

received a diploma from _________________ conferring the degree of ________________________

on ______________________.  

                  date

Did this course of study include at least 35 hours of Pharmacology?   FORMCHECKBOX 
Yes        FORMCHECKBOX 
No

SCHOOL SEAL
______________________________________

                                                                                                                     President, Secretary or Dean
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Completed form must be mailed to:


ShaRon Clanton





Virginia Board of Medicine






9960 Mayland Drive, Suite 300





Henrico, Virginia 23233-1463
_1373442243.doc
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