


Physician Assistant On-Line Application Forms Check List 
 

Item Needed Instructions Completed 
   
PA Reference Forms Three recent (no older than six months) references required.  

Each must be completed in full with an original signature and 
date.  At least one reference form must be from a physician with 
whom you have worked or trained regarding your competence to 
practice as a PA.  Two reference forms must be completed by 
peers (coworker, professor, preceptor, physician) and must be 
someone with whom you have worked or trained.  References 
must be able to evaluate your academic competence, clinical 
skills and character as a physician assistant. References cannot 
be from relatives or fellow students.   
Please send the reference forms to the references.   

 

Verification of 
Physician Assistant 
Education 

Dean or other medical school official (program director) must 
complete the certification form and sign/date.  PA school seal 
must be affixed. The original form must be returned to the NCMB.   
Please send the form to the PA school.   

 

License Verification 
Form 

Complete top portion of form and send to each state licensing 
agency where you have held or currently hold a PA license.   
Please send the form to the state licensing agency.   

 

State of Connecticut Applicable only if you have been or are currently licensed in the 
state of Connecticut.   
Please send the form to the State of Connecticut.   

 

Applicant’s Oath Complete, have notarized and send the original form to the 
NCMB. 

 

Authority for Release 
of Information 

Complete, sign/date and send the original form to the NCMB.  
We cannot send for your background check report without this 
form.   

 

Federation of State 
Medical Boards 

Complete form and fax or mail the form to the Federation of 
State Medical Boards (FSMB).  Address is listed on form. 

 

Fingerprint Cards (2) Complete two fingerprint cards and return the two completed 
fingerprint cards to the NCMB along with the Authority for 
Release of Information Form.   

 

NCCPA Authorization 
for Release of 
Information  

Complete form and send to NCCPA.  NCCPA’s address is on 
the bottom of the form.  Request that NCCPA send the 
certification exam results verification letter to the NCMB (Section 
3).   

 

CME Summary Log Send the NCCPA CME Summary Log (with your name typed 
directly on the summary page by NCCPA) to the NCMB or use 
the hand written form including your CME for the past two years.  
This requirement is non-applicable for PAs who graduated within 
the past two years. If you are currently certified by NCCPA, you 
will be deemed in compliance with the requirement of PA Rule 21 
NCAC 32S.0216 and will not be required to submit your CME.  

 

Name Change 
Documentation 

Provide copies to the NCMB of your marriage, divorce, adoption, 
legal name change certificates, if applicable.   

 

Immigration Please see immigration status requirements inside the 
application.   

 

 
Please have the completed, original forms sent to the NCMB.  Copies and faxes are not accepted.  Some 
of these requirement instructions do not apply for Reactivation, Reinstatement and FCVS applications.  
Please check the requirements listed separately for each application on the web site, 
www.ncmedboard.org.  Thank you. 

















VERIFICATION OF PHYSICIAN ASSISTANT EDUCATION 
 
Please return the completed form to:  NORTH CAROLINA MEDICAL BOARD 
   P.O. Box 20007 
   Raleigh, NC  27619 
 

Name of Physician Assistant: ___________________________________________________________ 
 
Name of Institution:  __________________________________________________________________ 
 
Institution Address:  __________________________________________________________________ 
 
          _________________________________________________________________ 
 
City:  _____________________________ State:  __________________ Zip: ____________________ 
 
Country:  __________________________________________________________________________ 
 
If name of institution was different when this individual attended, please note the prior name below: 
 
__________________________________________________________________________________ 

 
Enrollment and Participation:   
 

Our records indicate ________________________________ attended our Physician Assistant Program  
     (Physician Assistant’s name) 
 
From _________________________________    to         _____________________________________. 
 
 
This individual was awarded the Physician Assistant degree on ________________________________. 
                              month/year 
 
This individual did not receive the Physician Assistant degree and left the institution on _____________. 
                                                                                                                                                 month/year    

                                                                                                                    
 
The Physician Assistant Program Director or other school official must complete the certification and 
sign.  Original signature is required – signature stamps will not be accepted.   
 
 

Certification:          By my signature, I _____________________________________________________,  
certify that the above information is an accurate account of the above named individual’s office  
records maintained in this and is true and correct to my knowledge. 

   
 Signature of certifying official: ______________________________________ 
                 (Original signature is required)  
  
 Title: _________________________________________________________ 
 
 Email address: _________________________________________________ 
 
 Date of signature: _______________________________________________ 
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Affix Institutional Seal 

Here 



Verification of Medical Education 
Page 2 of 2 
 
Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the Physician 
Assistant’s medical education.  Please check the appropriate response and provide dates and requested information.  “Yes” responses 
to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as necessary). 
 
1.   Does this individual’s official records reflect (an) interruption(s) or extension(s) in his/her medical  Yes (    )    No  (    ) 
        education?                            
 
If YES, select the reasons(s) for, indicate the dates of the interruption(s) or extensions(s) and check whether the interruption/extension 
was approved or unapproved. 
 
        From Mo/Yr             To Mo/Yr                            Approved                    Unapproved  

Personal/Family___________________________________________________________ (     )________________(     )______                                                                                                                                                
 
Academic remediation______________________________________________________ (     )________________(     )______ 
 
Health___________________________________________________________________(     )________________(     )______ 
 
Financial_________________________________________________________________(     )________________(     )______ 
 
Participation in joint degree program___________________________________________(     )________________(     )______ 
 
Participation in non-research special study_(e.g., fellowship, international experience)________(     )________________(     )______ 
 
Participation in non-degree research___________________________________________(     )________________(     )______ 
 
Other___________________________________________________________________ (     )________________(     )______ 
 
      Please specify_______________________________________________________________________________________ 
 

 
2.   Does this Physician Assistant’s official record reflect he/she was ever placed on academic or disciplinary probation during his/her 

medical education?       Yes (    )    No  (    ) 
 
           From Mo/Yr                       To Mo/Yr 

Academic Probation______________________________________________________________________________________ 
 
Probation for unprofessional conduct/behavior_________________________________________________________________ 
 
Probation for other reason_________________________________________________________________________________ 
 

            Please specify reason: _________________________________________________________________________________ 
 

3.   Does this Physician Assistant’s official records reflect that he/she was ever disciplined for unprofessional conduct/behavioral 
reasons by the PA school or parent  university?  Yes (    )    No  (    ) 

 
 If YES, provide detailed documentation/information about the circumstances and outcome(s): 
 ______________________________________________________________________________________________________ 
 
 ______________________________________________________________________________________________________ 
 
4.   Does this Physician Assistant’s official records reflect that he/she was ever the subject of negative reports for behavioral reasons 

or an investigation by the PA school or parent  university?  Yes (    )    No  (    ) 
 
 If YES, provide detailed documentation/information about the circumstances and outcome(s): 
 ________________________________________________________________________________________________________ 
 
 ________________________________________________________________________________________________________ 
 
 
5.   Does this Physician Assistant’s official records reflect that there were any limitations or special requirements imposed on the 

Physician Assistant  because of questions of academic incompetence, disciplinary problems, or any other reason? 
 Yes (    )    No  (    ) 

 
  If YES, provide detailed documentation/information about the circumstances and outcome(s): 
 ______________________________________________________________________________________________________ 
 ______________________________________________________________________________________________________ 





APPLICANT:  MAIL OR FAX THIS FORM TO: 
 

FEDERATION OF STATE MEDICAL BOARDS OF THE UNITED STATES, INC. 
400 Fuller Wiser Road, Suite 300 

Euless, TX  76039 
Telephone: (817) 868-4000 – FAX: (817) 868-4099  

 
(Not to the North Carolina Medical Board) 

 

 
 

BOARD ACTION DATA BANK INQUIRY FORM 
 
 
 
 
The NORTH CAROLINA MEDICAL BOARD requests a Board Action Search concerning the following 
individual: 

 

 
 

Physician Assistant’s Name:    
Last First Middle 

 

 
 
Date of Birth:     

(YY/MM/DD) 
 

 
 
Physician Assistant Program:     

(Include Complete Name and Branch Location) 
 

 
 

Year of Graduation:    
 
 
 
 
 
 
 

Attention FSMB: Please mail the result to the following address: 
 

North Carolina Medical Board 
PO Box 20007 
Raleigh, NC 27619 
ATTN: Licensing Section 
 
 
 
 
 
 
 
 
 

Updated 08/23/12/lak 
 
 










