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All applicants must hold a current Florida Occupational Therapist license that is active and in good standing.



Occupational Therapist Dry Needling	

Florida License #: ____________________________
To perform dry needling in Florida, an occupational therapist must comply with section 468.227, Florida Statutes, and Rule 64B11-4.008, Florida Administrative Code, which requires at least two years of licensed practice, 50 hours of board-approved face-to-face continuing education, and the completion of 25 dry needling sessions (either supervised or performed in the United States Armed Forces). 
Additionally, the procedure must be included in the patient's documented plan of care and requires prior patient consent. The procedure cannot be delegated to any individual other than an occupational therapist authorized to engage in dry needling under Chapter 468, Part III, Florida Statutes.


















1. PERSONAL INFORMATION

Name: _____________________________________________________________________   Date of Birth: ________________
	Last/Surname			First			Middle			   	         MM/DD/YYYY

Mailing Address: (The address where mail and your qualification should be sent)

___________________________________________________  _______  __________________________________
Street/P.O. Box							 Apt. No.      City	

________________________________ ________  ___________________  ________________________________
State					ZIP	      Country		        Home/Cell Telephone

Practice Location: (Required if mailing address is a P.O. Box- This address will be posted on the Department of Health’s website.)

___________________________________________________  _______  __________________________________
Street								 Suite No.     City	

________________________________ ________  ___________________  ________________________________
State					ZIP	      Country		        Work/Cell Telephone
























Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email address with the board office.

		Yes		No	Email Address: ____________________________________________________

Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing.






 








Name: _____________________________________________

2. DRY NEEDLING MININIMUM STANDARDS

A. Have you practiced as a licensed occupational therapist for at least 2 years?          Yes          No

If “Yes,” provide the following: 
	[bookmark: _Hlk2854434]License #
	State
	Original Date Issued
(MM/DD/YYYY)
	Status of License

	
	
	
	

	
	
	
	



B. The continuing education must include instruction in all the following areas: (1) theory of dry needling, (2) selection and safe handling of needles and other apparatus or equipment used in dry needling, including instruction on the proper handling of biohazardous waste, (3) indications and contraindications for dry needling, (4) psychomotor skills needed to safely perform dry needling, and (5) postintervention care, including adverse responses, adverse event recordkeeping, and any reporting obligations. 

Have you successfully completed 50-hours of board-approved face-to-face continuing education on the required dry needling subjects?          Yes          No

If “Yes,” provide the following: 
	Provider Name
	Course Subject
	Provider Number
	Date of Completion
(MM/DD/YYYY)
	Certificate Number

	 
	
	 
	 
	 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



C. Have you completed at least 25 patient sessions on dry needling supervised by an occupational therapist, physical therapist, or chiropractic physician who holds an active license to practice in any state or the District of Columbia, who actively performed dry needling for at least one year?          Yes          No         

OR

Have you completed at least 25 patient sessions on dry needling as an occupational therapist licensed in any state or in the United States Armed Forces?          Yes          No

If “Yes,” provide the following: 
	Supervisor Name
	License Type
	Supervisor License #
	Original Date Issued
(MM/DD/YYYY)
	Status of License

	 
	
	 
	 
	 

	
	
	
	
	

	
	
	
	
	



	Branch of the United States Armed Forces

	 



D. Do you understand that dry needling may not be performed without patient consent and that it must be part of the patient’s documented plan of care?          Yes          No

E. Do you understand that dry needling may not be delegated to any person other than an occupational therapist who is authorized to engage in dry needling under Chapter 468, Part III, Florida Statutes?          Yes          No



3. SOCIAL SECURITY DISCLOSURE



This information is exempt from public records disclosure.

Pursuant to Title 42 United States Code § 666(a)(13), the department is required and authorized to collect Social Security numbers relating to applications for professional licensure. Additionally, section 456.013(1)(a), Florida Statutes, authorizes the collection of Social Security numbers as part of the general licensing provisions.


Last Name: _____________________________________________________________


First Name: _____________________________________________________________


Middle Name: ___________________________________________________________


U.S. Social Security Number: __________________________________________________
							



Social Security Information- * Under the Federal Privacy Act, disclosure of Social Security numbers is voluntary unless specifically required by federal statute. In this instance, Social Security numbers are mandatory pursuant to Title 42 United States Code § 653 and 654; and sections 456.013(1), 409.2577, and 409.2598, Florida Statutes. Social Security numbers are used to allow efficient screening of applicants and licensees by a Title IV-D child support agency to ensure compliance with child support obligations. Social Security numbers must also be recorded on all professional and occupational license applications and will be used for license identification pursuant to Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (Welfare Reform Act. 104 Pub. L. Section 317). Clarification of the SSA process may be reviewed at SSA.gov or by calling 800-772-1213.



Name: _____________________________________________


4. [bookmark: _Hlk12345754]APPLICANT SIGNATURE

I, the undersigned, state that I am the person identified in this application for qualification in the state of Florida.

I recognize that providing false information may result in disciplinary action against my license or criminal penalties pursuant to s. 456.067, Florida Statutes.

I am aware that my qualification may be suspended or revoked if I violate any occupational therapy law, rule, or regulation.

Florida law requires me to immediately inform the board of any material change in any circumstances or conditions stated in the application which takes place between the initial filing and the final granting or denial of the qualification and to supplement the information on this application as needed. 

Section 456.013(1)(a), Florida Statutes, provides that an incomplete application shall expire one year after the initial filing with the department.


Applicant Signature ____________________________________________________   Date ________________
		 	       You may print this application and sign it or sign digitally.		   MM/DD/YYYY
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