


a. License Specialty: Mark the appropriate box for the type of license for which you are applying. If you are
applying for more than one specialty, a separate application must be submitted.

b. Applicant Profile Data: Complete this section.

Mailing Address: List the address where correspondence regarding this application may be received.

c. Board Certification: Complete this section by checking the box indicating the appropriate
Board, for which you hold certification, also indicate the specialty in which you hold certification. The
appropriate board that granted certification must submit verification directly to the board office.

American Board of Radiology

American Board of Medical Physics

Canadian College of Physicists in Medicine
American Board of Health Physics

American Board of Science in Nuclear Medicine

d. Applicant Licensure/Certification Status: Complete this section indicating license/certification
number and any pertinent information regarding any health profession license/certification you now hold
or have ever held, whether or not the license/certification is current. The Agency that granted the-
license/certification must submit a licensure/certification verification directly to this office.

e. Applicant Medicare/Medicaid/Criminal History: If you answer “yes” to any question, explain on a
separate sheet providing accurate details and submit copies of supporting documentation.

g. Statement of Applicant: Please read the statement, sign and date and return as a part of the application.

SUBMISSION OF DOCUMENTS:

All applications and fees should be mailed to: All supporting documents should be mailed to:

Department of Health Department of Health

Division of Medical Quality Assurance Division of Medical Quality Assurance
Medical Physicists Medical Physicists

Post Office Box 6330 4052 Bald Cypress Way, Bin #C-07
Tallahassee, Florida 32314-6330 Tallahassee, Florida 32399-3257

Medical Physicists
4052 Bald Cypress Way, Bin # C-07
Tallahassee, Florida 32399-3257
www.flhealthsource.gov
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APPLICANTNAME:

4. EDUCATION INFORMATION:

Please provide college/university education information as indicated below:

(School Name) (City/State or Country) (From: MM/DD/YYYY - To: MM/DD/YYYY) (Graduation Date) (Degree Awarded)

5. BOARD CERTIFICATION

Please check the appropriate box for the Certification Board and indicate the specialty. The enclosed verification form must be
completed and submitted by the appropriate Board.

[ 1 American Board of Radiology: Specialty:

[ ] American Board of Medical Physics: Specialty:

[ ] American Board of Health Physics: Specialty:

[ ] Canadian College of Physicists in Medicine: Specialty:

[ 1 Other Certifying Body:

Specialty;

[ 1 American Board of Science in Nuclear Medicine: Specialty:

6. LICENSURE INFORMATION:

Do you hold or have you ever held a STATE license to practice Medical Physicist

in this or any other state? [ 1YES| INO
/ / / /

License Number State/Country Original Date Issued Expiration Date
/ / / /

License Number State/Country Original Date Issued Expiration Date
/ / / /

License Number State/Country Original Date Issued Expiration Date

PLEASE NOTE: Verification of each license must be received directly from the licensing authority, regardless of status of license.

ALL AFFIRMATIVE ANSWERS MUST BE EXPLAINED IN DETAIL ON A SEPARATE SHEET.
DOCUMENTATIONSUBSTANTIATING THE EXPLANATIONISREQUIRED.

PROCEEDINGSand/or ACTIONS
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