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PHYSICIAN FORM


1. NAME OF APPLICANT: 	

2. NAME OF LICENSED PHYSICIAN: 	

3. ADDRESS OF PHYSICIAN: 	
No.	Street	Apt. #


City/Town	State	Zip Code

4. PHYSICIAN STATE LICENSE NUMBER: 	
License Number


Expiration Date

I hereby certify that the above named applicant is in good health and has no mental or physical impairment that would prevent him or her from discharging the responsibilities of a Nursing Home Administrator.


Physician Signature	Date

Once you have completed this form, please place it in an envelope, sign your name across the envelope seal, and return it to the applicant.







APPLICATION FOR NURSING HOME ADMINISTRATOR LICENSURE
BOARD OF REGISTRATION OF NURSING HOME ADMINISTRATORS	PAGE 14 OF 15
Revised 2-2022
image1.png




