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	VA040617_0693__1-2
	VA040617_0693__AssociatedHealthStudentPackage

	Please only return the documents listed below:Signed W ithout Compensation Appointm ent Letter: Off
	VA Application for Health Professions Trainee, VA form 10-2856d: Off
	V A form 0711, Personal Identification Verification Card form: Off
	Appointment Affidavit Standard Form 61, can be signed by a notary or signed by a VA personnel official: Off
	Online TMS training certificate see attached guide on how to create an account: Off
	Signature form of Numbered Memorandum 00-4, Protection of Patients From Abuse: Off
	Dear VA Health Professions Trainee:: 
	(month/year of expected graduation date): 
	(the name of affiliated school): 
	Date:1: 
	(Print Name): 
	(Home Address): 
	(Name of School and Program): 
	APPLICATION FOR HEALTH PROFESSIONS TRAINEES:1A: 
	 NAME (Last, First, Middle): 

	1B: 
	 OTHER NAMES USED: 

	2: 
	 PRESENT ADDRESS (Include ZIP Code): 

	3A- PRIMARY PHONE (Include area code): 
	3B - ALTERNATE PHONE (Include area code): 
	4: 
	 SOCIAL SECURITY NUMBER: 

	5A: 
	 PRIMARY EMAIL ADDRESS: 

	5B: 
	 ALTERNATE EMAIL ADDRESS: 

	6: 
	 DATE OF BIRTH (mm/dd/yyyy): 

	7A: 
	 VA TRAINING FACILITY (City, State): 

	7B: 
	 VA TRAINING START DATE (mm/yyyy):UNKNOWN: Off
	 VA TRAINING START DATE (mm/yyyy): 

	7C: 
	 VA TRAINING END DATE (mm/yyyy):UNKNOWN: Off
	 VA TRAINING END DATE (mm/yyyy): 

	8A: 
	 ARE YOU NOW IN U: 
	S: 
	 MILITARY: Off



	8B: 
	 ARE YOU IN THE RESERVES OR NATIONAL GUARD: Off

	8C: 
	 BRANCH OF SERVICE: 

	9A: 
	 CITIZENSHIP: Off

	9B: 
	 COUNTRY OF CITIZENSHIP: 

	10A: 
	 IMMIGRANT:"A" NUMBER: 
	 IMMIGRANT:DATE: 

	10D: 
	 FORM DS2019:DO YOU HAVE A VALID DS2019?: Off

	10B: 
	 EXCHANGE VISITOR:VISA TYPE: 
	 EXCHANGE VISITOR:VISA NUMBER: 
	 EXCHANGE VISITOR:ISSUE DATE: 
	 EXCHANGE VISITOR:EXPIRATION DATE: 

	10C: 
	 OTHER NON-IMMIGRANT:VISA TYPE: 
	 OTHER NON-IMMIGRANT:VISA NUMBER: 
	 OTHER NON-IMMIGRANT:ISSUE DATE: 
	 OTHER NON-IMMIGRANT:EXPIRATION DATE: 

	DATE OF LAST VALIDATION (MM/DD/YYYY): 
	11 A: 
	 The trainee has met all of the criteria of the Trainee Qualifications & Credentials Verification Letter (TQCVL): Off

	11B: 
	 Incomplete items on the TQCVL have been addressed and resolved: Off

	11C: 
	 Special attention has been given to the following items from the application forms: 

	11D: 
	 Comments: 

	11E: 
	 This applicant has been approved for appointment: Off

	11F: 
	 Comments:: 

	12A: 

	12B: 
	 TITLE: 

	12C: 
	 DATE: 

	LAST NAME FIRST NAME MIDDLE NAME: 
	13A LIST ALL LICENSES CERTIFICATIONS AND REGISTRATIONS INCLUDING THE DRUG ENFORCEMENT AGENCY (DEA) THAT YOU HAVE NOW OR HAVE HAD AS A HEALTH PROFESSIONAL I: 
	E MEDICAL NURSING: 
	 PHARMACY ETC:1: 
	 PHARMACY ETC:2: 
	 PHARMACY ETC:3: 
	 PHARMACY ETC:4: 


	13B STATE ISSUING LICENSE:1: 
	13C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:1: 
	13D EXPIRATION DATE (MM/DD/YYYY):1: 
	13B STATE ISSUING LICENSE:2: 
	13C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:2: 
	13D EXPIRATION DATE (MM/DD/YYYY):2: 
	13B STATE ISSUING LICENSE:3: 
	13C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:3: 
	13D EXPIRATION DATE (MM/DD/YYYY):3: 
	13B STATE ISSUING LICENSE:4: 
	13C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:4: 
	13D EXPIRATION DATE (MM/DD/YYYY):4: 
	14A LIST ALL LICENSES CERTIFICATIONS AND REGISTRATIONS: 
	 INCLUDING  DEA: 
	 THAT YOU HAVE EVER HAD AS A HEALTH PROFESSIONAL: 
	 I: 
	E MEDICAL NURSING PHARMACY ETC:1: 
	E MEDICAL NURSING PHARMACY ETC:2: 
	E MEDICAL NURSING PHARMACY ETC:3: 
	E MEDICAL NURSING PHARMACY ETC:4: 




	14B STATE ISSUING LICENSE:1: 
	14C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:1: 
	14D EXPIRATION DATE (MM/DD/YYYY):1: 
	14B STATE ISSUING LICENSE:2: 
	14C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:2: 
	14D EXPIRATION DATE (MM/DD/YYYY):2: 
	14B STATE ISSUING LICENSE:3: 
	14C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:3: 
	14D EXPIRATION DATE (MM/DD/YYYY):3: 
	14B STATE ISSUING LICENSE:4: 
	14C LICENSE, CERTIFICATION OR REGISTRATION NUMBER:4: 
	14D EXPIRATION DATE (MM/DD/YYYY):4: 
	15: 
	 ENTER YOUR NATIONAL PROVIDER IDENTIFIER (NPI): 

	16 DO YOU HAVE PENDING OR HAVE YOU EVER HAD ANY LICENSE CERTIFICATION: 
	 OR REGISTRATION TO PRACTICE (INCLUDING DEA CERTIFICATE) REVOKED SUSPENDED: 
	 DENIED RESTRICTED: 
	 OR PLACED ON A PROBATIONARY STATUS OR HAVE YOU EVER VOLUNTARILY RELINQUISHED A LICENSE CERTIFICATION OR REGISTRATION IN LIEU OF FORMAL ACTION: Off



	17: 
	 DO YOU HAVE PENDING OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR PLACED ON A PROBATIONARY STATUS OR HAVE YOU EVER VOLUNTARILY RELINQUISHED CLINICAL PRIVILEGES IN LIEU OF FORMAL ACTION: Off

	18A NAME OF SCHOOL:1: 
	18B ADDRESS (City State, and Zip Code):1: 
	18C START DATE (MM/YY):1: 
	18D (EXPECTED) COMPLETION DATE (MM/YY):1: 
	18E DIPLOMA DEGREE OR CERTIFICATE AWARDED OR IN PROGRESS:1: 
	18F MAJOR F IELD OF STUDY:1: 
	18B ADDRESS (City State, and Zip Code):2: 
	18C START DATE (MM/YY):2: 
	18D (EXPECTED) COMPLETION DATE (MM/YY):2: 
	18E DIPLOMA DEGREE OR CERTIFICATE AWARDED OR IN PROGRESS:2: 
	18F MAJOR F IELD OF STUDY:2: 
	18B ADDRESS (City State, and Zip Code):3: 
	18C START DATE (MM/YY):3: 
	18D (EXPECTED) COMPLETION DATE (MM/YY):3: 
	18E DIPLOMA DEGREE OR CERTIFICATE AWARDED OR IN PROGRESS:3: 
	18F MAJOR F IELD OF STUDY:3: 
	18A NAME OF SCHOOL:4: 
	18B ADDRESS (City State, and Zip Code):4: 
	18C START DATE (MM/YY):4: 
	18D (EXPECTED) COMPLETION DATE (MM/YY):4: 
	18E DIPLOMA DEGREE OR CERTIFICATE AWARDED OR IN PROGRESS:4: 
	18F MAJOR F IELD OF STUDY:4: 
	18A NAME OF SCHOOL:5: 
	18B ADDRESS (City State, and Zip Code):5: 
	18C START DATE (MM/YY):5: 
	18D (EXPECTED) COMPLETION DATE (MM/YY):5: 
	18E DIPLOMA DEGREE OR CERTIFICATE AWARDED OR IN PROGRESS:5: 
	18F MAJOR F IELD OF STUDY:5: 
	19A ARE YOU A GRADUATE OF AN INTERNATIONAL MEDICAL SCHOOL: Off
	19B EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBER: 
	19C ECFMG CERTIFICATE DATE: 
	20A NAME OF HOSPITAL OR INSTITUTION:1: 
	20B ADDRESS (City State and ZIP Code):1: 
	20C SPECIALTY:1: 
	20D START DATE (MM/YY):1: 
	20E (EXPECTED) COMPLETION DATE (MM/YY):1: 
	20F NUMBER OF MONTHS COMPLETED:1: 
	20A NAME OF HOSPITAL OR INSTITUTION:2: 
	20B ADDRESS (City State and ZIP Code):2: 
	20C SPECIALTY:2: 
	20D START DATE (MM/YY):2: 
	20E (EXPECTED) COMPLETION DATE (MM/YY):2: 
	20F NUMBER OF MONTHS COMPLETED:2: 
	20A NAME OF HOSPITAL OR INSTITUTION:3: 
	20B ADDRESS (City State and ZIP Code):3: 
	20C SPECIALTY:3: 
	20D START DATE (MM/YY):3: 
	20E (EXPECTED) COMPLETION DATE (MM/YY):3: 
	20F NUMBER OF MONTHS COMPLETED:3: 
	20A NAME OF HOSPITAL OR INSTITUTION:4: 
	20B ADDRESS (City State and ZIP Code):4: 
	20C SPECIALTY:4: 
	20D START DATE (MM/YY):4: 
	20E (EXPECTED) COMPLETION DATE (MM/YY):4: 
	20F NUMBER OF MONTHS COMPLETED:4: 
	LAST NAME, FIRST NAME, MIDDLE NAME: 
	SOCIAL SECURITY NUMBER: 
	In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability for employment, I: Authorize VA to make inquiries about me to current and previous employers, educational institutions, state licensing boards, professional liability insurance carriers, other professional organizations or persons, agencies, organizations, or institutions listed by me as references, and to any other sources which VA may deem appropriate or be referred by those contacted;: Off
	Authorize release of such information and copies of related records and documents to VA officials;: Off
	Release from liability all those who provide information to VA in good faith and without malice in response to such inquiries:: Off
	Authorize VA to disclose to such persons, employers, institutions, boards, or agencies identifying and other information about me to enable VA to make such inquiries; and: Off
	Authorize VA to share any information about me with the affiliated institution or training program official: Off
	DATE: 
	PRINT CLEARLY:Name: (Last, First, Ml):: 
	Date of Birth (XX/XX/XXXX):: 
	Social Security Number (XXX-XX-XXXX): 
	Mobile phone (XXX-XXX-XXXX):: 
	Email:: 
	Name of VA Supervisor (If assigned):: 
	Gender: Off
	Race: (choose one only): Off
	Height (X′X″ ):: 
	Weight (pounds):: 
	Eye color: (choose one only): Off
	Hair color: (choose one only): Off
	Place of Birth (CITY and STATE):1: 
	Place of Birth (CITY and STATE):2: 
	(Date Appointed): 
	I,:, do solemnly swear (or affirm) that--: 
	Subscribed and sworn (or affirmed) before me this:day: 
	day of: 
	, 2: 
	(City): 
	(State): 
	(SEAL): 
	Commission expires: 
	(Title): 
	Print Name: 
	Date: 
	SOCIAL SECURITY NUMBER 1: 
	18A NAME OF SCHOOL - 2: 
	18A NAME OF SCHOOL:3: 


