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AP NUMBER FILE NUMBER

RECEIVED COMPLETED

TEMP LICE NO DATE ISSUED

LICENSE NUMBER DATE ISSUED

WITHDRAWN DATE WITHDRAWN

DENIED _________________ DATE DENIED _________________

Temporary approval will be issued to qualified applicants upon completion of the application and will remain in effect 
until the Board reviews the application.  You may not begin work with a new or additional supervising physician without 
a written notice of temporary approval.   

NOTE:  AN ALTERNATE SUPERVISOR DOES NOT AUTOMATICALLY BECOME YOUR NEW 
SUPERVISING PHYSICIAN.  YOU MUST SUBMIT A NEW APPLICATION WITH YOUR 
NEW PRIMARY SUPERVISOR.

  Check here if you are fee exempt (Georgia State Government or Georgia County employees are fee exempt   
  Federal government employees are not exempt) and list your exempted facility in the space below:

__________________________________________________________________________________________

APPLICATION TO ADD OR CHANGE  SUPERVISING PHYSICIAN 

1.   PHYSICIAN NAME:  ____________________________________________________________________
    (First)  (Middle)                 (Last)

2.   DEGREE INFORMATION: ________________________________________________________________
(Degree)                (School Name)                     (Graduation Date)

3.   BUSINESS ADDRESS: ______________________________________________________________
    (Street Address)                (Business Telephone)

    ______________________________________________________________
    (City)   (State)         (Zip Code)

4. PHYSICIAN SPECIALTY:_________________________ GEORGIA LICENSE NUMBER__________________

5. LIST CURRENT BOARD CERTIFICATIONS:____________________________________________________

________________________________________________________________________________________

6. NAME OF PROPOSED PHYSICIAN’S ASSISTANT, LICENSE NUMBER, DEA NUMBER AND CURRENT ADDRESS

   Name:     __________________________ License NUMBER: ___________DEA NUMBER________

   Address: _______________________________________________________________________

          _______________________________________________________________________
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PHYSICIAN’S ASSISTANT
APPLICANT QUESTIONNAIRE

IF YOU ANSWER “YES” TO ANY OF THE FOLLOWING QUESTIONS, YOU ARE REQUIRED 
TO ATTACH COMPLETE DETAILS, INCLUDING DATE, PLACE, REASON, AND DISPOSITON 
OF THE MATTER  (INCLUDE COPIES  OF  COURT ORDERS OR MALPRACTICE  SUITS  IF 
APPLICABLE) AND MAIL THIS FORM WITH APPROPRIATE DOCUMENTS DIRECTLY TO THE 
GEORGIA MEDICAL BOARD.

YES NO
1.  Have you ever been treated or hospitalized for mental illness, drug or 

alcohol abuse during the last seven years? (Provide the Board with all 
treatment history documentation to include diagnosis, treatment regimen, 
medical regimen, hospitalization, and on-going treatment/medication.)

___ ___

2.   Have you ever been convicted of a violation of any National, Federal 
(including military) State or local Statute?    ___ ___

3.  Have you ever been denied the privilege of taking an examination by any 
State licensing board or been denied a certificate/licensure, or refused 
renewal of a certificate or license by any licensing board or agency? 

___ ___

4. Has any state licensing board revoked, suspended a license, permit or 
certificate issued to you or taken any other disciplinary action? 

 

___ ___

5. Have you ever had any malpractice suits filed against you? ___ ___

6. Have you ever had your hospital privileges limited, denied or revoked? ___ ___

7. Have you ever resigned from a hospital after a complaint has been initiated 
against you, or for any other reason?

___ ___

8. Have you ever had any restrictions as a Medicaid or Medicare provider? ___ ___

9.  Have you ever voluntarily surrendered your PA certificate/license?      
                  

___ ___

10. To your knowledge, are you the subject of an investigation by any licensing 
Board or any other agency as of the date of this application?    
                  

___ ___

11. Is this application for an additional primary supervising physician? ___ ___

12. Are you resigning for your current supervising physician/position?  If yes, 
please complete Form H - Resignation Notification Form and submit with 
your completed application.

___ ___

13. Are you requesting additional duties?  If yes, download Form B - Additional 
Duties Request Form from our website.  Submit this form with your 
completed application.

___ ___
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