
Change of Address Form 
For Physician Assistants 

 
Last Name:                                                                       LICENSE # 
First Name:                                                                       Middle:  
 
      
By law, you must keep this office apprised of  any and all address changes.  You can not make changes to a work location with this form. In order 
to make changes to a work location, you must submit the appropriate application to the Board. 
 

 
PREFERRED MAILING ADDRESS: (Required): 
(This address is public information, except phone & email) 
Address 1 
Address 2 
City 
 State 
 Zip 
County 
Phone 
Email 
 
HOME ADDRESS:    Check here if same as preferred mailing address 
Address 1 
Address 2 
City, 
State 
 Zip 
County 
Phone 
Email 
 
P A’S ORIGINAL SIGNATURE:                                                                                   DATE: 
 

RETURN FORM TO: West Virginia Board of Medicine 
 101 Dee Drive, Suite 103 
 Charleston, WV 25311 
 Fax: 304-558-2084 
 04/2012

 
 

            


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text36: 
	Text37: 
	CheckBox15: Off


