	For office use only:

Approved: _________

Date: _____________
	VIRGINIA BOARDS OF NURSING AND MEDICINE

PRESCRIPTIVE AUTHORITY FOR LICENSED NURSE PRACTITIONERS

Practice Agreement


This form is to be completed and submitted with the application for prescriptive authority OR if you have changed employment locations, changed supervisory physicians or changed the Schedules you are applying for, submit this form only at no charge.
Name of Licensed Nurse Practitioner:

	Last:

	First:
	Middle/Maiden:

	Social Security # or Virginia DMV #:


	Virginia RN and LNP #:


Employment Information:

	Name and Complete Address of Place of Practice:

Phone Number: 
	Employment Status: (Please check appropriate block)

Primary Place of Practice -         FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

Part-time Place of Practice -       FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No

Volunteer Practice -                    FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No




Schedule Information:

	Please check all Schedules you are applying for:    FORMCHECKBOX 
 II               FORMCHECKBOX 
 III                FORMCHECKBOX 
 IV                 FORMCHECKBOX 
 V                 FORMCHECKBOX 
VI




	Check the categories of Schedule  II, III, IV, V and VI drugs and devices AUTHORIZED by this practice agreement:


	 FORMCHECKBOX 
 Alzheimer's Disease Management
	 FORMCHECKBOX 
 Central Nervous System Depressants –           
	 FORMCHECKBOX 
 Muscle Relaxants

	 FORMCHECKBOX 
 Analgesics
	       Sedatives, Hypnotics, Anixolytics
	 FORMCHECKBOX 
 Nasal Preparations

	 FORMCHECKBOX 
 Anesthetics
	 FORMCHECKBOX 
 Central Nervous System Stimulants - 
	 FORMCHECKBOX 
 Obesity Management

	 FORMCHECKBOX 
 Anticonvulsants
	        Anorexic Agents
	 FORMCHECKBOX 
 Ophthalmic Preparations

	 FORMCHECKBOX 
 Antidepressants
	 FORMCHECKBOX 
 Contraceptives
	 FORMCHECKBOX 
 Osteoporosis Preparations

	 FORMCHECKBOX 
 Antidiabetic Agents
	 FORMCHECKBOX 
 Cystic Fibrosis Management
	 FORMCHECKBOX 
 Otic Preparations

	 FORMCHECKBOX 
 Antidotes
	 FORMCHECKBOX 
 Devices
	 FORMCHECKBOX 
 Oxytocics

	 FORMCHECKBOX 
 Antihistamines & Combinations
	 FORMCHECKBOX 
 Diagnostics
	 FORMCHECKBOX 
 Psychotherapeutic Agents

	 FORMCHECKBOX 
 Anti-Infective Agents
	 FORMCHECKBOX 
 Dietary Supplements
	 FORMCHECKBOX 
 Respiratory Agents

	 FORMCHECKBOX 
 Antineoplastics
	 FORMCHECKBOX 
 Enzymes
	 FORMCHECKBOX 
 Sclerosing Agents

	 FORMCHECKBOX 
 Antiparkinsonian Agents
	 FORMCHECKBOX 
 Erectile Dysfunction Therapy
	 FORMCHECKBOX 
 Skin & Mucous Membrane Agents

	 FORMCHECKBOX 
 Antirheumatic Agents
	 FORMCHECKBOX 
 Fertility Agents
	 FORMCHECKBOX 
 Smoking Cessation Aids

	 FORMCHECKBOX 
 Antitussives
	 FORMCHECKBOX 
 Gastrointestinal Agents
	 FORMCHECKBOX 
 Urinary Tract Agents

	 FORMCHECKBOX 
 Appetite Stimulants
	 FORMCHECKBOX 
 Gout Preparations
	 FORMCHECKBOX 
 Vaginal Preparations

	 FORMCHECKBOX 
 Autonomic Nervous System Agents
	 FORMCHECKBOX 
 Hormones
	 FORMCHECKBOX 
 Vasodilators

	 FORMCHECKBOX 
 Biologicals
	 FORMCHECKBOX 
 Migraine Preparations
	 FORMCHECKBOX 
 Vertigo Agents

	 FORMCHECKBOX 
 Blood Modifiers
	 FORMCHECKBOX 
 Motion Sickness Products
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Cardiovascular Agents
	 FORMCHECKBOX 
 Multiple Sclerosis Management
	


Although only categories are required on this form, it is expected that the parties to the agreements will identify and periodically review the drugs and devices within the categories as part of the ongoing practice relationship.

	List any specific drugs from these categories which the Licensed Nurse Practitioner IS NOT AUTHORIZED TO PRESCRIBE:

	


Check the applicable statement in this section:

 FORMCHECKBOX 
 
This is an initial practice agreement. (Only when first licensed with Prescriptive Authority and must be submitted as part of the application for Prescriptive Authority and application fee)

 FORMCHECKBOX 

This practice agreement replaces the practice agreement previously submitted and approved.

 FORMCHECKBOX 

This practice agreement is in addition to the practice agreement(s) previously submitted and approved.

Supervision Information:

By affixing my signature below, I attest that I have reviewed the Laws and Regulations Governing the Practice of Nurse Practitioners. These documents can be found at www.dhp.virginia.gov.

This practice agreement has been reviewed and agreed to by the following parties on ________________, ______.

	
	
	

	Signature of Licensed Nurse Practitioner
	
	Signature of Primary Supervising Physician

	
	
	  

	
	
	Print or Type Name of Physician


Secondary Physician(s):

By signing below the physician accepts responsibility for the supervision of the nurse practitioner on a regular basis if the primary supervising physician is unavailable.  There should not be more than four secondary physicians per employer.  This does not preclude consultation with other physicians who have not signed the form.

	
	
	

	Signature of Secondary Supervising Physician
	
	Signature of Secondary Supervising Physician

	
	
	  

	Print or Type Name of Physician
	
	Print or Type Name of Physician


	
	
	

	Signature of Secondary Supervising Physician
	
	Signature of Secondary Supervising Physician

	
	
	 

	Print or Type Name of Physician
	
	Print or Type Name of Physician


Mail To: 
Department of Health Professions - Board of Nursing

Perimeter Center

9960 Mayland Drive, Suite 300

Henrico, VA 23233-1463
revised 08/03/11
