

PHYSICIAN ASSISTANT/NURSE PRACTITIONER AGREEMENT



I, _______________________________, verify that I am a certified Physician’s Assistant/Nurse Practitioner employed by  _______________________.  I understand that my activities must be under the supervision of said physician/company.  I agree to limit my activities to those outlined by the State Board of Nursing.  I agree to work with staff and management to provide quality resident care and make routine rounds in accordance with facility and licensure guidelines.

_____________________

____________________________________

Date



Signature of PA/Nurse Practitioner/Clinical Nurse Specialist
I verify that the above Physician Assistant/Nurse Practitioner is employed by 

______________________________ and his/her activities will be under my supervision as the 

collaborating physician.

___________________

_____________________________________

Date




Signature of Physician
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