
 
 

REQUEST FOR A DUPLICATE WALLET CARD 

 

 

I, _______________________________________, MD      DPM      PA, 
                First Name                                       Last Name                                     Circle One 

 

request that the Board of Medicine issue me a duplicate wallet card for 

the current licensure period. 

__________________________________ 

Signature of MD, DPM, or PA 

 

__________________________________ 

Print Name 

 

__________________________________ 

West Virginia License No. 

 

__________________________________ 

Today’s Date 

 

 

The duplicate wallet card will be mailed to your address of record on file 

with the Board of Medicine, unless you specify otherwise below: 

 

 

 
07/2013 meb 

State of West Virginia 

Board of Medicine 
101 Dee Drive, Suite 103 

Charleston, WV  25311 

Telephone 304.558.2921 

Fax 304.558.2084 

www.wvbom.wv.gov 

 
 

http://www.wvbom.wv.gov/

