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Qualifications for Licensure

Expedite your application by apolying onling at www finealthsource gov

1. Musl hold an acltve. unencumbered hoense issued by anolher state, the Distnet of Columbia, or a lerritory of Lthe
United States in a profession with a similar scope of practice, determined by the board or the departmeant, as
applicable The term “scope of practice” means the full spectrum of functions, procecuras. aclions, and services thal
a health care practitioner is deemed compelant and authorized to perform under a boanse issued in this slate.

2. Must hava obtained a passing scare on a national licensure examination or hold a national certification recognized
by the board, or lhe department if there is no board, as applicable to the prolession for which Lhe applicant s seexing
licensura in this state;

OR

An applicant far a professian that does not require a national examination or natianal certificatian is aliginle for
licensure if Ihe applicable board, or the department if there is no board, determines that the jurisdicbon in which the
applicant currently holds an active, unencumbered license mesats established minimum education requirements and
if applicanle, examination, work experience, and clinical supervision requirements are substantially similar o the
requiremants for licensure in thal profassion in this state.

3. Must have actively practiced the profession for which the applicant 15 applying for at least two years during the
four-year period immediately preceding the dale of submission af Lhis applicalion.

4. Must not be. at the time of submission of the application, the subject of a disciplinary proceeding in a jurisdiction
in which he ar she holds a license or by the United States Department of Defense for reason related to the practice
of tha profession far which the applicant is applying.

5. Must not have had disciplinary action taken against you in the five years immediately preceding the date of
submession of the appheation

3. Must meet the financial responsibility reqguiremants of 5. 456.048. Florida Slatutes, or the applicable praclice acl, if
requirad for the prafesswan for which you are applying. The following professions must demanstrate camplance with
financial responsibilily as parl of licensure.

[ Acupuncturist {ch. 457) | Chiropractic Physician (ch. 460) ] Dentist (ch. 466)
| Meadical Doctor {ch. 458) | Podiatric Physician (ch. 461) | Licensed Midwife {ch. 457)

Osteopathic Physician (ch. Advanced Praclice Regislered Nursa (ch, Anesthesiclogist Assistant (ch. 458,

459) 444) 459)

7. Refartos. 456.0145(2)(c), Flonda Statutes. for licensure ineligibility criteria.

8. All professions require Livescan screening with the exception of Emergency Medical Technicians (EMT),
Paramadics, Pharmacy Interns, Pharmacy Technicians, and Radiologic Technologists, Visit
htips://flhealthsource covibackaround-screenina’bas-reguiremeants! for more infarmation.,

9. Apply anline at www flhealthsource gov or submit your application, any applicable fees, and any supplemental
dacumentation to the Department of Health at the address hsled on the applicabon below,

10. Practitioner Profiling: Sections 456.039 and 456.03%91. Florida Statutes. requires praclitioners to furnish specific
information for publication on the Department of Health's wehsite,

Medical Doctor {l:h. 458:| Chimpracﬁc Phyﬁician [l:h. 460) ) Advanced Praclice Reg“:',lered Murse

Osteopathic Physician (ch, 459) | Padiatric Physician (ch 461) {ch 464)
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Mobile Opportunity by Interstate Do Not Write in this Space

. For Revenue Receipting Only
Licensure Endorsement (MOBILE)
Department of Health

Floréda P.O. Box 6330
HEALTH Tallahassee, FL 32314-6330

Fees must be paid in the form of a cashier's check or money arder, made payable ta the Department of Health, Certain
fews are refundable for up 1o three years [rom the date of receipl. Requests for a refund must be made in wnling. Rafer to
pages 12 and 13 o determinge the appropriate fee lo submit wath your applicatian.

List the prolession you are applying for:

(Examples: Dentist, Medical Doctor, Osteapalhic Physician, Registered Nurse, Licensied Pracbcal Nurse, etc.)

1. PERSONAL INFORMATION

Name: Date of Birth:
Lasl/Surname First Micddie MMIDODIYYYY

Mailing Address: (The address whare mail and your license should be sent)

Stresl/P.O Bax Apl No.o City

Slate ZIP Counlry Home/Cell Telephane

Physical Address: [Required « mailing addreas is a P.O. Box- This address will be posted on the Deganment of Health's website.)

Street Suile No Cily
State ZIP Country Work/Cell Telephone
EQUAL OPPORTUNITY DATA:

W are requirad to ask that you furnish the following information as part of vour volunlary compliance with 41 CFR Part 60-2-
Undorm Guidelines on Employes Selection Procedure (1978); 43 FR 38205 and 38206 (August 25, 1978). Tnis informaton s
gatherad for slatistical and reporting purpases only and dees notin any way attect your candidacy for licensure.

Gender Male Race Native Hawaiian ar Pacific Islander Hespanic or Latino While
Female American Indian or Alaska Native Black or AMfncan Amerncan Asian
Two or More Races

Emalil Notification: To be notifiea of the status of your appicabion by emad, checs the "Yes' box &nd fill in your email 2ddress on the
line prowvded. It you cnecse 1o te notlied via email you will te resaoensible tor chec<ing your email regulany and updating your email
address with the board office. '

Yes No email Address:

Under Flonda law, emal addresses are gublc records. If you do not want your emad address relezsed in responae to & public records
reguest, ¢o nol provide an email acdress or send lectrome mail 1o our oflice. Instead cantact the oflice by phane or in writing.
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2. SOCIAL SECURITY DISCLOSURE

This information is exempt from public records disclosure.

Pursuant to Title 42 United States Code § 666(a){13). the Department of Health is required and
authorized to collect Social Secunty numbers relating 1o applications for professional licensure
Additionally, section (s.) 456.013(1)(a}, Florida Slatutes, autharizes the collection of Sacial 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 s. 456.013(1). 409.2577. and
409.2598, Florida Statutes. Socia!l Security numbers are used to allow efficient screening of applicants and
licensees by a Title IV-D child supporl 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 usad 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 www ssa gov or by calling 1-800-772-1213.
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Name:
3. APPLICANT BACKGROUND

A List any ather name(s) by which you have been known in the pasl, Altach additional sheets if necessary

B Do you hold an active, unencumbered license issued by another state. he Dislrict of Columbia, or a termilory
of the United States in a profession with a similar scope of practice as defined in 5. 456.0145(2)(2)2., Florida

Statutes. in the profession far which you are applying? Yies Na
G, List all health-relatecd licenses (active, inactive, or lapsed). Attach additional sheets if necessary
; Original Date Expiration
L::en:e License # State/Country Issued Date Sl-t_'a:::s:f
yp (MM/DD/YYYY) | (MM/DD/YYYY)

Staff will attempt to camplate verifications anline. If unavailable onling or if the online verficaton lacks
sufficient delail, you will be required to reguest an official venfication from your state. License venlhications
must be receivad diractly from the licensing authority. A copy of your license will not be accepted in lieu of
afficial verfication from the licensing agency,

D. Have you actively practiced the profession for which you are applying for at least two years during the four-
year pernod immediately preceding the date of submission of the apphication? Yes N

Note: If you responded “No" to question D, yau may be ineligible far licensure under this method per
section 456.0145(2)(2)4., Flonda Statutes

F. Have you obtained a passing score on a national licensure examination or do you held & natonal certification
recagnized by the board for the profession for which you are applying? Yes Nao

If “Yes."” complete one of the following:

z Date of Examination
Licensure Examination (MM/DD/YYYY)
OR
" < Date of Certification
National Certification (MM/DD/YYYY)

Board staff will obtain national scores from the examination vendor. if available. Applicants must submit
oroof of national certification,

F. Daes your profession require a national licensure examination or national certfication? Yes No

If “Neo," submit avidence that you mesat the established minimum education requiremants and. i apolicable,
examination, work experience, and clinical supervision requirements thal are substantially similar to the
requirements for licensure in your profession in Flonda.

4. AVAILABILITY FOR DISASTER

Would you be willing 10 provide health services in special needs shelters or 10 help staflf disaster medical
assistance leams during times of emargency or major disaster? Yes No

It you respond “Yes." your name will be acded to a listing that s available lo the Deparlment of Health il a disasler
is declarad. If you live in an area where you may be able 1o help you will be called on if needed.
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Name:

This information is exempt from public records disclosure.

5. HEALTH HISTORY

Physical and Mental Health Disorders Impacting Ability to Practice

A During the last twa years, have you been traatad for or had a recurrenca of a diagnosed physical or mental
disorder that impaired or would impair your ability to practice? Yeas Na

B. Inthe last two years, have you been admitled or referred to a hospital, facility or impaired practitioner program
for treatment of a diagnosed mental or physical disorder that impaired your ability to practica? Yes MNa

Substance-Related Disorders Impacting Ability to Practice

C. During ne last five years, have you been treated for or had a recurrence of a diagnosed substance-related
{alcobol or drug) disorder thal impaired or would irmpair your ability 1o practice? Yes Na

0. During the last five years, were you admittec or cirected into a program for the treatment of a diagnosed
subslance-related (alcoho! or drug) disorder or, il you were previously in such a program, did you suller a
relapsa? Yes No

E During the last live years, have you been enrolled in, required to enler, or participated in any subslance-
related (alcohel or drug) recavery program or impaired practitioner program for treatment of crug or alcohol
abuse? Yes MNo

If a "Yes" response was provided to any of the questions in this section, provide the lollowing documents
diractly to the board office:

A letter from a Licensed Health Care Practitioner, who is qualified by skill and training to address the
candition identified, which explains the impact the condition may have on the ability to practica the
profession wilh reasonable skill and salety. The letler must specify thal the applicant is safe to praclice
the profession without restrictions or specifically indicate the restnctions that are necessary.
Dacumentatan provided must be dated within one year of the apphcation date.

A written self-explanation, identfying the madical condition{s) or accurrenca|s), and current status
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MName:

6. DISCIPLINE HISTORY

A

C.

Are you currently the subject of a disciplinary proceeding in a jurisdiclion in which you hold a license or by the
United States Departmeant of Defense for reasons ralated to the practice of the profession for which you are
applyng? Yes No

Have you ever had any disciplinary acticn taken against your keense to practice any health care relatec
prafession by the licensing authorty in Florida or in any other slate, jurisdiction, or country? Yos No

If you responded “Yes" to question B, have you had disciplinary action taken against any license by the
licensing authonly in any slate, jurisdiction, or country wathin the lasl five years? Yes Mo MNA

Do you have a complaint, an allegaton, or investigation pending befare a heensing entity in any U S,
jurisdicbon or territory? Yes Mo

Have you ever had a license o practice a health care profession revoked or suspended by any U.S5.
jurisdiction or territory or voluntarily surrendered any such license in lau of having disciplinary action taken
against the license? Yes No

Note: If you responded “Yes'" to any question in this section, you may be ineligible for licensure under
his melhod per secbion 456.0145(2), Flonda Statules.

If you responded "Yes" to any of the questions in this section, complete the following:

Name of Agency State {:’::::m) Final Action AL;:::?
Y N
Y N
% N
h N

If you responded “Yes" to any of the questions in this section, you must provide the following:

A written self-explanation. describing in detail the circumstances surrcunding the disciplinary action

A copy of the Administrative Complaint, Final Order, and proof of compliance of any obligations, if
applicable
Have you bean reporled 1o the National Practitioner Data Bank (NFPDB)? Yes Mo

If you responded "Yes" to question F, have you successiully appealed Lo have your name remawed from
the data bank? Yes No MN/A

Staff will complele a NPDB guery. For more information, visit the Mational Practitioner Dala Bank at
nttos Jwww nodh hrsa coviext/selfquery'SQHome . sp

Note: A person is ineligible for licensure under this method if they have been reporied to the National
Practitioner Data Bank, unless the applicant has successfully appealed 10 have their name remaved from the
data bank per section 456.0145{2)(c), Flonda Statutes.

Licensure may ba permissible i the reported adverse action was a result of concuct hal would not constilute
a viclation of any Florida law or rule. Licensure in this case may be subject to conditions such as resinctions
ar probatan per section 456 0145(2)(¢), Flonda Statutes.
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MName:
7. CRIMINAL HISTORY

For the question below, you must include all misdemeanors and felonies, even if adjudication was withheid.
Reckless dnving, dnving while license suspended or revoked (DWLSR), dnwving under the influence (DU} or
drnvirig witle impaired (DWI are not minor traflic offenses for purposes of this quastion.

Purseant to 5. 942.0585(6)(h), Florida Statutes, and s. 943.059(6)(b), Flonda Statutes. an applicant seeking to be
ficensed by the Deparlment of Health must disclose expunged and sealed critmnal stary records

Have you aver been convicted of, or entered a plea of guilly, nolo conlendere, or no contest o any cnme In any
wrisdiction ather than a2 minar traffic offense? Yes No

If you responded "Yes" in this section, complete the following:

= Date P Under
Offense Jurisdiction (MM/DDIYYYY) Final Disposition Appeal?
Y N
Y N
| Y N

If you responded “Yes" in this section, you must provide the following:

A written self-explanation, describing in detail the circumstances surrounding each offense, including
dates, city and state, charges, and final results.

Final Dispositions and Arrest Records far all offenses. The Clerk of the Caourt in the arresting
jurisdiction will provide you with these decuments. Unavailability of Ihese documents must come in Lhe
form of a letter from the Clerk of the Court.

Completion of Sentence Documents. You may obtain documents fram the Department of Carrections.
The report must include the starl date, end dale. and that the conditions were met.

8. CRIMINAL AND MEDICAID / MEDICARE FRAUD QUESTIONS

IMPORTANT NOTICE: Apghcants for licensure, cenification, ar registraton and candidates for @xamination may
he excluded from licensure, cerification. or ragistration if thair felony convictions fall into carain time frames as
established in 5. 456,0635(2), Florida Statutes

1. Have you been convicled of, or entered a plea of guilly or nolo contendere, regardless ol adjudicabon, 1o a
felony undar chapter {ch.} 409, Flarida Statutes (relating to social and ecanomic assistance), ch. 817, Flanda
Statules (relating Lo fraudulent practices), ch. 8493, Florida Statutes (relating to drug abuse prevention and
contral), or a similar felony offensa(s) in another state or jurisdiction? Yes Na

If you responded “No” to the question above, skip to question 2,

a1 *Yes 1o 1. lor the lelomes of the first or second degree, has it been more than 15 years frem the date of
the plea. sentence. and completion of any subsaquent probation? Yas No

o

If*¥es" 10 1. for the felones of the third degree. has it been mare than 10 years fram the date of the plea,
sanlence, and completion of subseguent probation (this gqueston doas not apply to felonies of Lhe third
degree under 5. 893.13(6)(a), Florida Statutes)? Yes No

¢ 1 *Yes"to 1 for the felones of the third degree under . 893.13(6)(a), Florida Statutes, has it been more
than five years from the date of the plea, sentence, and completion of any subsequent probation?

Yes Na

d. 1§ “Yes" 1o 1. have you successiully completed a drug court program that resulted in the plea for the felony
offense being wathdrawn or the charges dismissed? Yes No
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Name:

7 Have yau been canvicted of, or entered a plea of guilty or nolo contendere, regarcless of adjudicaban, 10 a
felony under 21 U.S.C. ss. 801-970 (relating to controlled substances) or 42 U.5.C. ss. 1395-1396 (relating to
public health, welfare, Medicare and Medicaid issues)? Yes No

If you responded “No” to the question above, skip to question 3.

a. li*Yes" o 2. has it bean mora than 15 years before the date of application since tha sentence and any
subsequent penad of prabation for such conviction ar plea ended? Yes Na

3 Have you aver heen terminated for cause from the Flonda Medicaid Program pursuant te s 409913, Florida
Statules? Yes Na

If you responded “No™ to the question above, skip to question 4,

a. If you have heen tarminated but reinstated, have you been in good standing with the Florida Medicaid
Program foe the maost recent five years? Yes Mo

4  Have you ever been lerminated for cause, pursuant to the appeals procedures established by the state, from
any olher slate Madicaid program? Yes No

If you responded "No™ to the question above, skip to question 5.

a. If"Yes’ ta 4, have you been in good standing with a state Medicaid pragram far the most recent five
years? Yes No

b. Did lermination cocur al leasl 20 years belore the date of his applicaton? Yus No

5 Are you currently listed on the United States Department of Health and Human Services' Office of the
Inspector General's Lisl of Excluded Individuals and Entities (LEIE)? Yaes No

a. Ilyou responded “Yes' lo the question above, are you lisled because you delaulted or are delinguent on
a student loan? Yes Mo

b. If you responded “Yes™ to question 5.a., is the student loan default or delinquency the only reason you
are listed on the LEIE? Yes MNo

If you responded “Yes" to any of the questions in this section, you must provide the following:

A written self-explanation far each question including the county and state of each termination or
canvichan, date af each termination or conviction, and cepies of supporting dacumentation.

Supporting documentation that includes court dispositions. agency arders. and complation of sentence
decuments, if applicable.
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MName;

9. LIVESCAN PRIVACY STATEMENT (for professions requiring background screening only)

| have been provided and read Lhe staterment from the Florida Department of Law Enforcement regarding Lhe
sharing. retantian, privacy and nght 1o challenge incarrect criminal nistery records and the "Prvacy Statement”
decument from the Federal Burgau of Investigation (lound in the lorms following thes applcation).

The board will not receive your Livescan results if you do not confirm the above statement by checking the box.

All applicants, including out-of-state applicants, are required to submit their fingerpnnts electronically. The Department of
Health accepls eleclronic fingerprinting offerad by Livescan service providers that are approved by the Florida Department
of Law Enfarcemeant. For a list of approved vandors, visit aur website at:

ntlo /iwww flhealthsource gavibackground-screening/,

Typically, background results submitted by Livescan are received by the board within 24-72 hours of being processed
The beard cannot accep! hard fingerprint cards or results. All results must be submilled eleclronically by the Livascan

sarvice provider

The Flarida Department of Health retains fingarprints on any applicant in the Cara Provider Clearinghouse. One of the
requirements for your Livescan to be retained in the Care Provider Clearinghouse is a photograph must he taken by the
Livescan service provider al the time of hingerprinting. Your background screening resulls will be retained for five years.
Licensees will ba notified when their relention date is appraaching and will he provided instructions on how te retan their

Ingerpnnts 1o avoid having Lo submil a new dackground screening

) ORI . ORI ORI
Profession Niiber Profession Number Profession Niifaber
Anesthesiologist . . ,
Acupincture (oh. 457) EDOH4500Z | Assistant ich. 458, | EDOH4510z | Athletic Trainericn 488 | pnayieonz
= . | Parl XIl} —_—
459) —
: : g . Clinical Laboratory
Certified Nursing Assistant Chirapractic = = -
ch. 484 Part Il) EDQOHO380Z Professions (ch. 460) EDOH20162 Eersonnel [ch. 483 Part | EDOH4530Z
. e ; . - ietetics/Nutrition e —— ,., -
Dental Professions (ch. 466) | EDOQHA45807 ch. 468 Part X EDDOH4570Z | Electrolysis {ch. 478) DOH4A5807
e Hearing Aid L s
Genelic Counselor {ch. 483 T 450N Massage Therapist (ch.
Part Il EDOH47502 ggicllﬂhbi {ch. 484 EDOH&5807 480) EDOH4B002
Manial Health
Medical Physicist (ch. Prolessions .
cal | {ch &5 ) e DOHA4S
Medical Doctar {ch. 458) EDOHZ0147 483 Part 1) EDORH&G107 [CSWIMET/IMHC) ich. EDOH45507
4491)
Nurse IrSin m
Midwifery (ch. 467) EDOHAG20Z | (LPN/BN/AFPRN] (ch. | EDOH4420Z | Administrator (ch. 468 EDOHA4E40Z
464) Part I1)
ggg‘;ﬂa‘:‘{"l'l';;" Theraoy (eh. | EnoH4RS50Z | Opticianry (ch. 484) | EDOR4660Z | Optometry (ch._d63) EDOH46707
Dnhoﬁst, Prosthetist, and Osteopathic . :
—_ 5 5 - e S - -
Pedorthist (ch, 468) EDOH34512 Physician (ch. 459) EDOHZ015Z | Pharmacist (ch. 465) EDOH4B80Z
. Physician Assistant Padiatric Professions
Y SICE e ) H R - . : s 1 . L )
Physical Therapy {ch. 488) EDOH46907 (ch. 458, 459) EDOB4TOZ ich. 461) EDOHZ20177
, Respiratory Cars ich. | -~ . »nne | School Psyehology (ch. 2
Psychology (ch. 480) EDOH4710Z 468 Parl V) EDOH&TZ0L 490 EDOH4730Z
Speech-Languaqge
Fathology and Audiology EDOHATACZ

ich 468 Part |}
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Name:

10. APPLICANT SIGNATURE

I, the undersigned, state that | am the person referred to in Lhis applicabion for licensure in the state of Florida.

| have carelully read the guesbons in the loregaing application and have answered them complotely. These
statements are true and correct. | recognize that providing false information may result in denial of
certficatien/licensure, disciplinary action against my certificaton/license, or cnminal penalbes pursuant to s, 456 067,
Florida Statutes. | have read ch. 456, Florida Stalutes, the practice act governing the profession for which | am
applying, and the Florida Administrative Code chapter gaverning the profession for which | am apolying,

| heraby autharize all haspitals, institutions or arganizations, my references, personal physicians, employers (past and
present). and all governmental agencies and instrumentalities (local, state, federal, or foreign) to release to the Flonda
Department of Health information which is matanal to my application for licensure.

Should | furnish any lalse information in this apphcation, | hereby agree that such act constitutes cause for denial.
suspension. ar revocation of my cenification/license to practice the profassion for which | am applying in the state of
Florida. Flonda law requires me o immediately inform the board of any material change in any circumstances or
condition stated in the application which 1akes place between the initial filing and the final granting or denial of the
icense and to supplement the information on this apphication as neeced

Section 456 013(1)(a). Florida Statutes, providas that an incomplete application shall expire one year afier the initial

liing with the Depanment of Health

Applicant Signature Date
You may pant out this application and sign @t or sign digitally. MMDDYYYY
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Total Fees by Profession - The fallawing chart shows the total fee breakdown for each profession. Fees must be pad in
1he form of a cashier's check or money order, made payable 1o the Department of Health. Licensure Fees, Unlicensed

Activity Fees, and Additional Feas are refundable for up to three years from the date of receipt. The Application Faes are
non-refundable. Reguests for a refund must be made in writing,

Profession App‘l:i::tion an?:r;:uro ::t';:;;ii: Additional Fees | Total Fee
Acupuncture - Acupunctunst S20000 | 520000 35 00 5405 00
Athletic Training - Athletic Trainer S100.00 | H100.00 36500 S205.00
| Chiropractic Medicine |
Chiropractic Physician - : - $5.00 - $5.00
Chiropractic Physician's Assistant 2100 .00 $100.00 3500 SPFET - 510000 $305.00
| Clinical Laboratory Personnel
Direcior $980.00 $65.00 $5.00 - 5160.00
Supervisor $70.00 $565.00 3500 $130.00
Technologist $50.00 $45.00 3500 §100.00
Technician $2500 |  $25.00 8500 $55.00
| Dentistry
Dentist $300.00 $5.00 $305.00
T : A -
Deantal Hygienist®” - o:;zi??_lt?r $5.00 - :.*E—;;I:JE'E';JI
Dental Radiographer - $35.00 - - $35.00
Diet_gfic.lq anq‘Nutritlon - $85.00 $80.00 $5.00 $470.00
Diatitian/Nulritionis!
Electrolysis - Electralogist 510000 | 10000 35.00 5205.00
| Emergency Medical Services |
Emergancy Medical Techmcian - | $35.00 - $35.00
Paramedic [ §45.00 345 00
Genetic Counseling - Genetic Counselar - | 55.00 35.00
Hearing Aid Specialists - Hearing Aid $320.00 55,00 Eastan
Specialist
Massage Therapy - Massage Therapist $50.00 510000 35 00 515500
Medical Physicists - Medical Physicist 5500.00 $100.00 3500 - 5605.00
| Medicine
Medical Doctor $350.00 $350.00 $5.00 NICA™"" §705.00
Resident, Intermn, and Fellow $200.00 . $200.00
House Physician $300.00 - - - 5300.00
Physician Assistant 5100.00 $200.00 $5.00 - 5305.00
Aneslhesiclogist Assislant $150.00 $100.00 $5.00 - $255.00
| Mental Health Professions
Clinical Sacial Worker $100.00 $75.00 $5.00 - §180.00
Marriage and Family Therapisl $100.00 |  §75.00 $5.00 - 5180.00
mMental Health Counselor $100.00 | $75.00 35.00 $180.00
Midwifery - Licensed Midwfe §200.00 | $500.00 35.00 2250 00 595500
Student Loan
bl Forgiveness
Certified Nursing Assistant - - - - 30.00
Licensed Pracucal Nurse $50.00 $50.00 35 00 $5.00 $110.00
Registered Murse $50.00 $50.00 35.00 55.00 $110.00
Advanced Practice Ragisterad Nurse $50.00 $50.00 35.00 $5.00 §110.00
Nursin? .qufe {&dministrators - Nursing ) $500.00 $5.00 i $505.00
Home Administralor
| Occupational Therapy
Occupalional Therapist $100.00 $75.00 $5.00 - $180.00
Occupabional Therapist Assislant 10000 | 37500 $5.00 - 5180.00
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Application

Licensure

Unlicensed

Profession Foe Fee Activity Fee Additional Fees | Total Fee

Opticianry - Optician** s %;2;‘23’ $5.00 - 2‘31;10""

Optometry - Optameatrist - [ $300.00 35.00 53205.00
| Orthotists and Prosthetists |

Prosthetsl-Ortholist 540000 | $400.00 35.00 $805.00

Qrihatist $400.00 5400.00 3500 80500

Prosthetist $400.00 5400.00 $5.00 - $805.00

Orthotic Fitter $400.00 $400.00 $5.00 . 5805.00

Ornthatic Fitter Assistant $400.00 $400.00 3500 $805.00
- Pedorthist $400.00 $400.00 35.00 $805.00
| Osteopathic Medicine

Osteopalhic Physician - $300.00 $5.00 MICA"" 5305.00

Intern, Resident, and Fellow $100.00 $100.00
. Pharmacy

Pharmacist $100.00 $190.00 35.00 - 529500

Regislerad Pharmacy Technician $50.00 $50.00 $5.00 - 5105.00
_ Physical Therapy

Physical Therapist $100.00 $75.00 3500 $180.00

Physical Therapist Assistant 5100.00 $75.00 $5.00 - 5180.00
| Podiatric Medicine

Podialric Physician $350.00 $5.00 $355.00

Certified Padiatric X-Ray Assistant : : $5.00 coara00 | sa0.00

Psychology - Psychologist $200.00 $100.00 $5.00 - 5305.00

pmpol Eeyehnlogisi oo s17500 | $175.00 $5.00 : 5355.00

Psychalogist

Speech-Language Pathology and

Audiology

Audiolocgist Assislant $75.00 530.00 35.00 = $130.00

Speech-Language Pathologist™ s7500 | SO0 | ss.00 - S0 o

Speech-Language Pathologist Assistant 7500 [ $50.00 35.00 $130.00

*SPF - Supervising Physician Fee

“*This profession’s Licensure Fee 8 based on the length of time the initial license will be valid. Depending an what point
during the licensure biennium you apply, your Licensure Foe may be ciflerent

“**Florida Birth-Related Neurological Injury Compensation Association (NICA) Fund - Al allopating and estespathic
physicians licensad in Florida are required to pay into the NICA fund unless qualified for exemption. Visit
www nica com/medical-provicderss for information en NICA participating, non-participating, and exempt,

“Participating,” is for Flonda licensed physicians who praclice obstelrics or perfarm absletncal senices on a full or part-
tima basis and do not maet any of the examption criteria. NICA Participating: $5,000.00 in addition to the total fee listed

abave,

"Non-participating,” is lor Flonda licensed physicans who do nol practce obstetnes or perlorm obslelrical services and
do net meet any of the exemption criteria. NICA Nen-Participating: $250.00 in addition te the tatal fee listed above,

To datermine if you gualify for examption review the exemptions al the NICA website lislad above. Applicants who qualify
for NICA exemptian are not requered ta submit a NICA fee in acdition to the tetal fee listed abave. Exempt applicants musit

submit prool of exemption.
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FLORIDA DEPARTMENT OF LAW ENFORCEMENT

NOTICE FOR ALL APPLICANTS SUBMITTING FINGERPRINTS WHERE CRIMINAL RECORDS RESULTS
WILL BECOME PART OF THE CARE PROVIDER BACKGROUND SCREENING CLEARINGHOUSE

NOTICE OF:
*» SHARING OF CRIMINAL HISTORY RECORD INFORMATION WITH SPECIFIED AGENCIES,

« RETENTION OF FINGERPRINTS,
« PRIVACY POLICY, AND

*+ RIGHT TO CHALLENGE AN INCORRECT CRIMINAL HISTORY RECORD

Trhis notice is to inform you that when you submit a set of fingerprints to the Florida Department of Law
Enforcement (FDLE) for the purpose of conducting a search for any Florida and national criminal history
records that may pertain to you, the results of that search will be retumed to the Care Provider Background
Screening Clearinghouse. By submitling fingerprints, you are authorizing the dissemination of any slate and
national criminal history record to be employed, licensed, work under contract, or serve as a volunteer,
pursuant to the National Child Protection Act of 1983, as amended, and section 943.0542, Florida Statutes
“Specified agency” means the Departmenl of Heallh, the Department of Children and Family Services the
Division of Vocational Rehabilitation within the Department of Education, the Agency for Health Care
Administration, the Department of Elder Affairs, the Department of Juvenile Justice, and the Agency far Person
with Disatilities when these agencies are conducling state and natienal criminal history background screening
on perscens who provide care for children or persons who are elderly or disabled. The fingerprints submitted will
be retained by FOLE and the Clearinghouse will be notified if FDLE receives Flonda arrest information on you.

Your Social Security Number (SSN) is needed to keep records accurate because other people may
have the same name and birth date. Disclosure of your SSN is imperative for the performance of the
Clearinghouse agencies' duties in distinguishing your identity from that of other persons whose
identification information may be the same or similar to yours.

Licensing and employing agencies are allowed ta release a copy of the state and national cniminal record
information to a person who requests a copy of his or her awn record if the identification of your record was
based on submission of the person’s fingerprints. Therefore, if you wish to review your record, you may
request that the agency that is screening the record pravide you with a copy. After you have reviewed lhe
criminal history record, if yvou believe it is incomplete or inaccurate. you may conduct a personal review as
provided in 5. 943.056. Florida Statutes, and Rule 11C-8.001, F.A.C. If national information is believed te be in
errar, the FBI should be contacled at 304-625-2000. You can receive any national criminal history record that
may pertain t¢ you directly from the FBI, pursuant to 28 CFR Sectlions 16.30-16.34. You have the nght 1o
obtain a prompt determination as to the validity of your challenge before a final decision is made about your
status as an emgloyee, volunteer, contractor, or subcontractor.

Until the cnminal history background check is completed, you may be denied unsupervised access to children,
the elderly, or persons with disabilities

The FBI's Privacy Statement follows on a separate page and contains additional information,
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US Department of Juslice
Federal Bureau of Investigation
Criminal Justice Information Services Division

PRIVACY STATEMENT

Authority: The FBI's acquisition, preservation and exchange of information requested by this form is generally
authorized under 28 U.S.C. 534. Depending on the nature of your application, supplemental authorities include
numerous Federal statutes, hundreds of State statutes pursuant to Pub. L 92-544, Presidential executive
orders, regulations andlor orders of the Attarney General of the United States, or other authorized authonlies.
Examples include. but are not limited to: 5 U.5.C. 9101; Pub.L.94-29: Pub.L.101-604; and Executive Orders
10450 and 12968, Providing the requested information is voluntary; however, failure to furnish the information
may affect imely completion of approval of your application.

Social Security Account Number (SSAN): Your SSAN is needed to keep records acourale because other
people may have the same name and birth date. Pursuant to the Federal Privacy Act of 1974 (5 USC 552a),
the requesting agency is responsible for informing you whether disclosure is mandatory or voluntary, by what
statutory or other authority your SSAN is solicited, and what uses will be made of it, Executive Order 8387 also
asks Federal Agencies to use this number 1o help identify individuals in agency records.

Principal Purpose: Cerlain determinations, such as employment, security, icensing and adoglion, may be
predicated on fingerprint-based checks. Your fingerprints and other information contained on (and along with)
this form may be submitted to the requesting agency, the agency conducting the application investigation,
and/or FBI for the purpose of comparing the submitted information to available records in arder to wenlify ather
information that may be pertinent to the application. During the processing of this apglication, and for as long
hereafter as may be relevant to the activity for which this application is being submitted, the FBI may disclose
any polentially pertinent information to the reguesting agency and/or to the agency conducling the
investigation. The FBI may also retain the submitted information in the FBI's permanent collection of
fingerprints and related information, where it will be subject to comparisons against other submissions received
by the FBI. Depending on the nature of your application, the requesting agency and/or the agency conducting
the application investigation may also retain the fingerprints and other submitted information for other
authorized purposes of such agency(ias),

Routine Uses: The fingerprints and information reported on this form may be disclosed pursuant to your
consent, and may also be disclosed by the FBI without your consent as permitted by the Federal Privacy Act of
1974 (5 USC 552a(b)) and all applicable routine uses as many be published at any time in the Federal
Register, including the routine uses for the FBI Fingerprint Identification Records System (Justice. FBI-009)
and the FBI's Blanket Routine Uses (Justice/FBI-BRU). Routine uses include, but are not imited to, disclosure
lo: appropriate governmental authorities responsible for civil or criminal law enforcement counterintelligence,
national security or public safety matters to which the information may be relevant; to State and local
governmenlal agencies and nongavernmental entities for application processing as authorized by Federal and
State legislation, executive order, or regulation, including employment, secunty, licensing, and adoption
checks: and as otherwise authorized by law, treaty, executive order, regulation, or other lawful authority. If
olher agencies are involved in procassing the application, they may have acditional reuling uses.

Additional information: The requesting agency and/or the agency conducting the application investigation will
pravide additional information to the specific circumstances of this applicaton, which may include dentification
of other authorities, purposes, uses and consequences of not providing requested information. In addition, any
such agency in the Federal Executive Branch has also published notice
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Department of Health
Electronic Fingerprinting

This form is only for the professions that require Livescan.

Florida
HEALTH

Take this form with you ta the Livescan service provider. Check the service provider's requirements to se2 if you nead to

arng any additional items.,

= Background screening results are obtainad from the Florida Departmant of Law Enforcement and the Federal
Bureau of Investigatan by submitting a fingerprint scan using the Livescan methad,
s You can find Livescan service praviders at: hiip/lwwew fthealthsource gov/background-screening.

o Livescan screenings done by Flanda Police ar Shent's Depantments reguire that you lagin into the FOLE Cwil
Applicant Payment System (CAPS) at hitps (caps.idle state fl.us and pay a fee before results will be releasad to

aur affice,

+  Appheants may use any Livescan service provider approved by the Flonda Department of Law Enfarcement to

submit their background screening to the Department of Health.

+ |f you do not provide the correct Criginating Agency Identification (ORI} number to the Livescan service provider
applicable board offices will nat receive yaur background screening results; ORI #s are listed by profession an

page 10.

« You must provide demographic information to the Livescan service provider al the time your fingerprints are

taken, including your Social Security number (SSN).

s Typically, background screening resulls submitted through a Livescan service provider are recewved by the board

within 24-72 hours of baing processed.

e | you oblain your Livascan from a service provider who does not capture your photo you may be required to be

reprnted by another agency in the future,

Name SEN#

Alases: Date of Birth:
MM/DDYYYY

Citizenship: FPlacs of Birth:

Addrass: Ant. Number:

City: State: ZIP:

Wesghl: Height: Eve Color: Hair Calor

Race: Sex:

A-White/lLatinola); B-Black; A- Asian; NA-Native American; U-Unknown)

Transacton Control Number (TCN#),

(M= Male; F=Female)

(This will be provided to you by Lhe Livescan service provider.)

Keep this form for your records.
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Acupuncture ONLY Board of Acupuncture

Financial Responsibility

Nama:

The Financial Rasponsibility options are divided into two categories: coverage and exemptions.

Choose only ONE option that best descnbes your siduation, unless you choose option 4 in the “Financial Responsibility
Coverage” saction. Not making a cheice or choosing more than one option will make this form invalid. Staff is unable to
advise you an which aptien to choase. If you have questions regarcing an optan, consult your legal counsel, insurance
campany or inancial insbitution.

FINANCIAL RESPONSIBILITY COVERAGE

1. | hereby certify that | have professional liability coverage in an amount not less than §10,000 per claim. with a
minimum annual aggregate of nol less than $30,000

2 | hereby certify that | have an irrevocable letter of credit, established pursuant to ch. 675, Florica Statutes, in an
amount nol lass than $10,000 per claim, with a minimum aggregate availability of cradil no less than $30,000.

3. | hereby certify that | have obtained a surety bond in an amount not less than §10,000 per claim, with a
minimum annual aggregate of not less than §30,000

4 | am exempt from financial responsibility coverage (if you choose this option you must choose one option
from the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice exclusively as an officer, employee, ar agent of the federal government, or of 1he state ar s agencies
ar subdivisions,

2 | practice only In conjunction with my tleaching cuties at an accrediled acupunciure school

3 | do not practice in the state of Flonda,

| understand that providing false information may result in disciplinary action or criminal penalties as provided in 5.
456 067, 456.072, 775.082, 775.083, and 775.084, Florida Stalutes.

Applicant Signature Dale

MMDOYYYY
Board of Acupuncture
1052 Bald Cvpress Way Bin C-06

Tallahassee, FL 32399-3257
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Chiropractic Medicine Florida Board of Chiropractic Medicine
ONLY

Financial Responsibility

Narmea:

The Financial Responsibility options are divided into two catlegories: coverage and exemptions. Choose only ONE option
that hest describes your situaton, unless you choose option 3 in the “Financlal Responsibility Coverage" section. If you
provided hnancal responsibility information Lo a hospital or elsewhere, be consislent when choosing.

Be advisad, failing 1o choase an option ar chaosing more than one option will make this form invalid and will delay your
licensure, Department staff 1s unable to advise you on which optan ta chaose, If you have queshans regarcing an option,
consult your personal lagal counsel, insurance company or financial institution for advice.

FINANCIAL RESPONSIBILITY COVERAGE

1. | have obtained and will maintain professional liability coverage in an amaunt not less than $100,000. and in
comphiance with Rule 8482-17 00%(1), ¥ .A.C. (Prool of coverage must come directly from the company.)

2. | nave obtaned and will maintain an unexpired irrevocable letter of credit as defined in ch. 675, Florida Statutes, in
an amount no less han $100,000 per claim, wilh @ rmanimum aggregate availabilily of credit nol less Lhan
£300.000, and in compliance with Rule 64B2-17.009(2) FAC

3. | am exempt from financial responsibility coverage (if you choose this option you must choose one option
from the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice exclusively as an officer, employae, or agent of the federal government, or of tha state or its agencies ar
subidivisions.

2. | practice onty in conjunction with my teaching dulies al an accredited schaol arinits main teaching hospilals
3. | have no malpractice exposure because | do not practice in the stale of Flonda,

Sechon 456 067, Flarda Statutes: Penalty far giving false infarmatan, - In aadition to, or in lieu af, any other ciscipline
imposed pursuant Lo s. 456 072, Flonda Statules. the act of knowingly giving false information in the course of applying for
ar ohtaining a license for the Department of Health, or any board thereunder, with inlent to mislead a public servant in the
perdarmance of his or her duties, or the act of attempting to obtain or obtaining a license from the Depaniment of Heallth, or
any board thereunder. 1o practice a profession by knowingly misleading statements or knowing misreprasentations
cansiutes a felony of the third degree, punishable in s 775082, 5. 775,083, ar s. 775,084, Florida Statutes,

Applcant Signature Dale

MMIDDIYYYY
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Florida Board of Podiatric Medicine
Financial Responsibility

Podiatric Medicine ONLY

Namea:

The Financial Responsibilty options are dwvided into two categanes coverage anc exemptions, Choose only ONE option
that best describes your situation, unless you choose option 4 in the “Financial Responsibility Coverage” section. If you
orovided financial respansibility information ta a hoespital or elsewhere, be consistant when choesing,

Be advisad, failing to choase an option ar chaosing more than one option will make this form invalid and will delay your
licensure. Department stafl is unable to advise you on which opton la cheose, If you have queshans regarzing an oplion,
consult your personal legal counsel, insurance company or financial institution for advice.

FINANCIAL RESPONSIBILITY COVERAGE

1. | have obtained and will maintain professional liability coverage in an amount of not less than $100,000. (Proof of
coverage must come directly from the company.)

2. | have obtained and will maintain an unexpirad irravocable letter of cradit as definad in ch. 675, Flarida Statutes, in
an amount na less than $100,000 per claim,

Lad

| have established and will maintain an escrow account conasting of cash or securities eligibie for deposit in
accordance with s. 625.52. Florida Slatules, in an amount of not less than $100,000.

4. 1 am exempt from financial responsibility caverage (if you choose this option you must choose one option
from the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies ar
subdivisions.

2. | practice only in conjunction with my teaching duties at an accredited podiatric medicine school/college orin its
main teaching hospilals,

3. | have no malpractica exposure hecause | do not practice in the state of Flonda.

Seclben 456.067, Florida Stalutes: Penally for giving false information- In addition Lo, or i lieu of, any other discpline
imposed pursuant to 5. 456.072, Florida Statutes, the act of knowingly giving false information in the course of applying for
ar obtaining a license for the Department of Health, or any board thereunder, with intent to misleac a public servant in the
performance of his or her duties, or the act of attempting to obtain or obtaining a license from the Depariment of Haalth. or
any beard thereunder 1o practice a profession by knaowingly misleading statements or knowing misreprasentatians
conslilules a felony of the third degree, punishable in s. 775.082, s. 775.083. or 5. 775.084. Florica Slatules,

Applicant Signature _ Date

MMIDDIYYYY

If you selected options one or two in the “Financial Responsibility Coverage™ section, provide
proof of liability coverage sent directly by the insuring company to the board by email at
MQA.PodiatricMedicine@flhealth.gov or by mail to:

Board of Podiatric Medicine
4052 Bald Cypress Way Bin C-8

Fallahassee, F1. 323409-3258
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Dentistry ONLY Board of Dentistry

Financial Responsibility

Namea:

The Financial Respensibility options are divided into two categonas: coaverage and exemptions, Choose only ONE option
that besl describes your siluaton, unless you cheose option 3 in Lhe “Financial Responsibility Coverage” section. If you
providad financial responsibility information to a hospital or elsewhere, be consistent when choosing.

Be advised, faling to choase an option ar choosing more than ene option will make this form invalid ana will delay your
licensure. Department staff is unable to advise you on which option to choose. If you have gquesbons regarcing an option,
consult your personal legal counsel, insurance company o financial institution far advice.

FINANCIAL RESPONSIBILITY COVERAGE

1. | have obtained and will maintain prafessional liability coverage in an amaunt of not less than $100,000, with a
mnimum annual aggregalte of not less than $300,000. from an authorized insurer as defined under s, 624.09,
Florida Statules. from a surplus lines insurer as defined under s, 526.914(2), Florida Statutes, from a nisk retention
group as defined under 3, 627 942, Florida Statutes. fram the Joint Undenwriting Assaciation established under s
B27.351(4), Flonda Statules. or through a plan of sell-insurance as provided in 5. 627.357, Flornida Stalutes.

2. | have obtained and will maintain an unexpirad irrevocable letter of cradit as definad in ch. 675, Flarida Statutes, in
an amount na less than $100,000 per caim, with a minimum aggregate avalability of credit nol less than
£300,000.

3. | am exempt from financial responsibdity caverage (if you choose this option you must choose one option
from the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice exclusively as an officer, employee, or agent of the faderal government, or of tha slate or its agencies or
subCvISIONsS.,

2. | practice only in conjunction with my teaching duties al an accredited school or in its main teaching hospilals.

3, | have no malpractice exposure hecause | do not practice in the state of Flonda,

Secton 456 067, Florida Statutes: Penalty for giving false information - In addition to, or in lisu of, any ather discipline
imposed pursuant 1o s, 456 072, Flonda Statutes. Ihe act of knowingly giving fatse infarmation in the course of applying for
or obtaining a licensa for tha Department of Health, or any board thereunder, with intent to mislead a public servant in the
perfarmance of his or her duties, or the act af atempting to obtain or obtaining a license fram the Depantment of Health. ar
any board \hereunder. o practice a profession by knowingly misleading stalements or knowing misrepresentabions
canstitutes a feleny of the third degree, punishable in s 775082, 5. 775,083 ars. 775,084 Floriaa Statutes,

Apphcant Signature Date:

MMDDYYYY
Board o/ Dentistry

4052 Bald Cvpress Way Bin C-l18

Tallahassee, FI32349-3258
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Licensed Midwife ONLY Council of Licensed Midwifery

Financial Responsibility ——
Florida
Name HEALTH

The Financial Responsibility options are divided into two categores: coverage and exemptions. Choose only ONE option
that best describes your situation, unless you chaose option 2 in the “Financial Responsibility Coverage™ section. Not
making a choice or choosing more than one option will make this form invalid. Staff is unable to advise you on which option
to choose. If you have questions regarding an optian, consult your legal counsel, insurance company ar financial institution,

FINANCIAL RESPONSIBILITY COVERAGE

1. | have cbtained and will maintain professional liability coverage in an amount of not less than $100,000 per claim,
with a minimum annual aggregate of not less than $300,000. fram an autharized insurer.

[

| am exempt from financial respansibility coverage (if you choose this option you must choose one option from
the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. | practice exclusively as an afficer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions.

2. | have an inactive license, and do nol practce in the stale of Flonida.
3. | practice only in conjunction with my teaching duties at an approved midwifery schoal,

4. | do not practice in the state of Florida. | will submit proaf of professional liability coverage at least 16 days prior to
practicing midwifery i this slate.

5. | have no malpractice exposure in the slate of Florida,

| confirm that these statemenis are true and correct and recognize that providing false information may rasull in
~disciplinary action against my heense or criminal penalties as provided in s, 456 067, 456,072, 467 .201(5), 467 203(1)(a),
775082, 775.083, and 775.084, Florida Statules.

Apphcant Signature Date

MMDDIYYY'Y
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Department of Health

Name

Practitioner Profile
Page 1 0f 3

infermation for publication an the Departmeant of

Health's website

T TE———————T—

HEALTH

This form is only for the professions that require a practitioner profile, listed below. This form must be submitted
with your application. Sections 456.039 and 456.03%1, Florida Statutes, requires practiioners to furnish specific

| Medical Doctor {ch. 458)

| Chiropractic Physician (ch. 460)

Advanced Praclice Regislered Murse (ch,

Osteopathic Physician (ch. 459) | Padiatric Physician (ch. 461) 464)
1. BACKGROUND / EDUCATION AND TRAINING
A List the yaar you leqally began to practice your profession, Yaar:
YYYY

B Listin chronological order all schools or training programs altended, including graduale education, whether
completad or nat, Attach a separate sheet if necessary

S Dates of Attendance: Date Degree
s;:':g‘:,l;r: ﬁ::.‘r;g School Address From-To Rocoivid
{(MM/DDI/YYYY) (MM/DD/YYYY)
la
! o |
lo
lo '
C. Listin chronological erder all professicnal and posigraduate training attencec, Lt all pregrams you began,
whether or not you completed or recaived cradil for the training.
_ Dates of Attendance: Credit
Program Name / Address Specialty Area From-To Received?
{(MM/DD/YYYY)
to g N
to ¥ = N
to h 4 N

D. Are you cerlified by any specialty board recognized by the Florida board that regulates the prolession you are

applying for? Yes No

If you responded "Yes,” complete the following:

Date of Certification
Board Name Cenrtification/Specilalty/Subspecialty IMMIYYYY)
2. ACADEMIC FACULTY APPOINTMENTS
A Do you currently hold a faculty appointment at an accradiled medical school? Yes No
B Have you had the responsibilily foe graduale education within the last 10 years? Yis MNo

If you responded “Yes," complete the following:

Name of Institution

City/State

Title of Appointment

DH-MQA-5101, Revised 10,2025, Rule 64813-4.0041, F.A.C.
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Department of Health
Practitioner Profile e T —
PH_’(:' : l?_I'. )

glelgfe sl
Name HEALTH

3. STAFF PRIVILEGES (Not required for APRNs)

A Do you currently hold slaff privileges in any hospilal, health institution. clinic. or madical facility? Y es No
If you responded “Yes,” complete the following:
Name of Facility City/State Type of Privileges From-To (MM/DD/YYYY)
! o
to

B. Have you ever had any staff privileges demead, suspended, revoked, modified, restncled, not renewed, or
placed an probation. or have you heen askad 1o resign or take a temporary leave of absence or othenvise acted

againsl by any lacilily? Yes Mo
If you responded “Yes," complete the following:
Name of Facility Address From-To (MM/DD/YYYY) | Under
Appeal?
o | ¥ N
\ o Y N

If you responded “Yes” to B, you must provide the following:
A written self-explanation cn a separale sheel describing i detal the circumslances.
Supporting documents Irom the applicable entity.
4. DISCIPLINE HISTORY

A Within the pravious 10 years, have you ever had any final disciplinary action taken against you by a specialty
voard recognized by the Amencan Board of Medical Specialties, the American Osleopalhic Association. the
Amearican Chiropractic Association, national nursing specialty board recognized by the Board of Nursing, or
ather similar naticnal arganizatien? Yes Na

B Within the pravious 10 years, have you ever had any final disciplinary action taken against you by the licensing
agancy in this stale or any jurisdiction? Yes MNao

C. Within the previous 10 years, have you ever had any final disciplinary action laken againgl you by an nstitution
such as a licensed hospital, health maintenance organization. pre-paid health clinic, nursing home, or
ambulatory surgical center in this state or any junisdiction? Yes MNa

D. Within the pravious 10 years, have you aver heen asked to or allowed to resign froam or had any staff privileges
restricled or not renewed by any medical health-related institution in lieu ol facing disciplinary acbon or during
any pending invastigation into your practica? Yeas No

If you responded “Yes" to any of the questions in this section, complete the following:

Name of Agency State ":.::gm) Final Action AL;:::'I-?
Y N
Y N
' Y N
1 JEFY N

If you responded “Yes" to any of the questions in this section, you must provide the following:
A written self-explanation. describing in detail the circumstances surrounding the disciplinary action,
A copy of the Administrative Complaint and Final Order.
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5. LIABILITY CLAIM HISTORY (Allopathic and Osteopathic Physicians Only)

\Within the last 10 years have yau had any liability claims or actions for damages for personal injury settled or finally
agjudicaled m an amount that exceeds $100,0007 Yes No

If you responded “Yes" to any of the questions in this section, you must provide the following:
A written self-explanation listing your involvement in each case
Completed Exhibit 1 form for each case (found al the appropriate link below)

Allopathic Physicians: https /flboardofmedicine goviformsiexhibit--form pdf
Osteopathic Physicians: hitps://floridasosteopathicmedicing .gov/forms/exhibit-I-form. pdf

A copy of the complaint and disposition for each case

For judgements when the incident(s) of malpractice occurred after November 2, 2004, the entire
case record must be submitted in electronic format (either POF or TIFF), preferably on a DVD (do nol
send originals), The record must include

Initial and/or amended complaint
Trial transcripts

e« Evidentiary exhibits

Final judgemant

6. LIABILITY CLAIM HISTORY (Podiatric Physicians Only)

Within the last 10 years have you had any liability claim(s) or actan(s) for damages for personal injury settled or
inally adjudicated in an amount that exceeds $5,0007 Yes No

If you responded “Yes," complete the Exhibit 1 form for each case (found at
htlps /Mlondaspodiaticmedicine.goviforms/Form - Exhibit | pdf)

2. PRACTITIONER SIGNATURE

I, the undersignad, state that | am the parson referred to in this Florida Practitioner Profile. | have carefully read the
prafiling cuestions and have answered them completely. These slatements are lrue and correcl.

Apphcant Signalture Date

MMDDYYYY
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