[bookmark: _GoBack]Official VANTHCS Prescriber Signature Card


Prescriber Name: _________________________E-mail address (for Non-PIV Card): firstname.lastname@va.gov

Service: ___________________________  [choose from Ambulatory Care, Anesthesiology & Pain Management, Dental, Geriatrics & Extended Care, Medical Service, Mental Health, Nuclear Medicine, Pathology & Lab Medicine, Pharmacy, Physical Medicine & Rehabilitation, Radiation Oncology, Radiology, Research, Spinal Cord Injury, Surgery]              

Section: ________________________________

Prescriber Class: ______________________ [choose from Staff (physicians, dentists, podiatrics, and optometrists; Associate Medical Staff (contract staff, WOC staff, Consultant & Attending, Fee Basis; Fellow; House Staff (resident, intern]; Physician Assistant; Advanced Practice Registered Nurse (APRN); Clinical Pharmacist Specialist]  

Authorized to write medication orders?  ____ Yes    ____ No   

Prescriber DEA #: _____________________   DEA Expiration Date: ________________________________
State Controlled Substance License Expiration date: ________________________________________

Prescriber Detox/Maint?  ____ Yes    ____ No    
	If Yes, Prescriber Detox/Maint # ___________________  Expiration Date: ______________________

DEA # permits this provider to prescribe:  

____ Schedule II Narcotic
____ Schedule II Non-narcotic
____ Schedule III Narcotic
____ Schedule III Non-narcotic
____ Schedule IV
____ Schedule V
 


Pager Number ____________________    Telephone Number/Extension _______________

Provider Signature: _________________________________________________(no stamp)

Date signed: _________________



Service Representative Signature and printed name:___________________________________

(Serves as contact in case of questions)	           ___________________________________ 
