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Qualifications for Licensure

Expadite your application by applying onlina at www flhealihsource.goy

1. Must hold an active, unencumbered license issued by another state, the District of Columbia, or a territory of the
United States in a profession with a similar scope of practice, determined by the board ar the department, as
applicable. The term “scope of practice” means the full spectrum of funclions, procedures, actions, and services that
a health care practitioner is deemed competant and authorized o perform under a kcanse issued in this state.

2. Must have obtained a passing score on a national licensure examination or hold a national certification recognized
by ther board, or the: department if there is no board, as applicable o the profession for which the applicant is seeking
licensura in this state;

OR

An applicant for a profession that does not require a national examination or national certification is eligible for
licansura if the applicable board, or the department if there is no board, defermines that the jurisdiction in which the
applicant currently halds an active, unencumberad license meets established minimum education requirements and,
if applicable, examination, work experience, and clinical supervision requirements ane substantially similar to the
raquiramants for licenswre in that profession in this stata.

3, Must have actively practiced the profession for which the applicant is applying for at least two theae years during
the four-year period immediately preceding the date of submission of this application.

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

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

B, Must meat the financial responsibility reguiremants of 5. 456,048, Florida Statutes, or the applicable praclice act, if
required for the profession for which you are applying, The fellewing professions must demonstrate compliance with
financial responsibility as part of licensure.,

Acupuncturist {ch. 457) Chiropractic Physician (ch. 460) Denfist (ch. 466)

Medical Doctor {ch, 453) Padiatric Phiysician {ch. 461) Licensed Midwife {ch. 467)
Dsteopathic Physician (ch. Advancad Practice Registerad Nursa (ch. Anesthesiclogist Assistant (ch. 458,
458) 464 459)

7. Refario s, 4560145 2)(c), Flonda Statutas, for licensure ineligibility criteria.

g, All professions require Livescan screening with the exception of Emergency Medical Technicians (EMT]),
Paramadics, Pharmacy Interms, Phamacy Technicians, and Radiclogic Technologists. Visit
hitps:fflhealthsource oovbackaround-screening/bas-reguirements) for more information. Cedain peofaeeions raguire

5. Apply onling at www fhealthsource gov of submit your application, any applicable fees, and any supplemental
dacumentation fo the Departmant of Haalth at the address listad on tha application below.

10. Practitioner Profiling: Seclions 456,038 and 456.0391, Florida Statutes, requires practitioners to fumish specific
infarmation for publication on the Department of Heallth's website.

Medical Doctor (ch, 458) Chiropractic Physician [ch, 460} Advanced Practice Registered Nurse
Osteapathic Physician (ch. 459) | Podiatric Physician (ch. 461) (ch. 464)
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Do Mot Write in this Space
For Revenue Receipting Only

Mobile Opportunity by Interstate
Licensure Endorsement (MOBILE)

Department of Health
Fl orl (-:[a P.0. Box 6330
HEAL-I-I'I Tallahassee, FL 32314-6330

Fees must be paid in the form of a cashier's check or money arder, made payable to the Department of Health, Certain
feas are rafundable for up o three years rom the dale of recaipl. Bequests for a refund must be made in wriling. Rafer 1o

pages 12 and 13 to determine the appropriate fee to submit with your application,

List the profession you are applying for:

(Examples: Dantist, Medical Doctor, Osteapalhic Physician, Regisbensd Nurse, Licensed Prachcal Murse, ¢,

1. PERSONAL INFORMATION

[ ETF Date of Birth:
Lasli'Surmame Firgt Pl MR DD Y

Mailing Address: (The addrass whara mail and your licensa should be sent)

StreellP.0. Box Apl Mo, City

State ZIP Counitry Home/Cell Telephone

Physlcal Address: (Required if malling eddress (s a P.O. Box- This address will be posted on the Department of Health's website. )

Straet Suite Mo, Cily
Staie ZIF Country Waork!Cell Telephone
EQUAL OPPORTUNITY DATA:

We ara reguired to ask that you furnish tha follewing information as part of your woluntary compliance with 41 CFR Pari 80-3-
Unifarm Guidelines on Employes Selaction Procedure (1978); 43 FR 38285 and 38286 (August 25, 1678). This information is
gathered for statistical and reporting purposes only and does not in any way affect your candidacy for licensure.

Gender: Pl Faace: Mative Hawaiian or Pacific Islandear Hespanic ar Lating Wihile
Female American Ingdian or Alaska Malive Elack ar African American Asian
Twao or Mome Races

Email Notificatlon: To be nodified of the status of your application by emad, check the “Yes® box and fill in your emall address on the
lime provided. If you choose 1o be notifled via emall you will be responsible for checking your emall regulary and updating your ernail

address with the boasd office,

Yes i [a] Email Address:

Under Florida kaw, emall addresses are publc records. If you do not want your emad address relessad in response to & public records
requast, do nol provide an email address or send slectronic mail 1o owr office, Instead contact the office by phone ar in wting.
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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 Departrment of Health is required and
authorized to collect Social Security numbers relating to applications for professional licensure.
Additionally, section (s.) 456.013(1)(a), Florida Statutas, authorizes the collection of Social Sacurity
numbers as part of the general licensing provisions.

Last Name:

First Name:

Middle Name:

U.5. 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
408.2598, Florida Statutes, Social Sacurity numbers are usad to allow efficient screening of applicants and
licenseas by a Title IV-D child support agency to ensure compliance with child support obligations. Social
Secunty numbers must also be recorded on all professional and cccupational license applications and will
be used for license identification pursuant to Personal Responsibility and Work Opportunity Reconciliation
Act of 1896 (Welfare Reform Act. 104 Pub. L. Section 317). Clarification of the S5A process may be
reviewsd at www. ssa.gov or by calling 1-800-T72-1213.
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Mame:;
3. APPLICANT BACKGROUMND

A List any other name(s) by which yvou have been known in the past, Attach additional sheets if necessary,

B. Do you hald an active, unencumbered license issused by anoiher sfate. the District of Columbia, ora pall S
Heledestae ar terrilory of the United Stales in a profession with a similar scope of practice as defined in &,
456 01452 Wal2d.. Florida Statuies, in speastiss the profession for which you are applying? Yes

Mo
. List all health-related licenses {active, inactive, or lapsed). Attach additional sheeis if necessary.
Original Date Expiration Stat
Li:ln: o License # State/Country Issued Date Li:;-.::u:f
¥p (MMIDDIYYYY) | (MM/DDYYYY)

Staff will attempt to complate verifications anline. If unavailable anline or if the online varification lacks
sufficient detail, you will be required to request an official verification from yvour state, License venfications
must be received directly from the licensing authority. & copy of your license will not be accepled in lieu of
afficig] warification from the licensing agency,

D. Have you actively practiced the profession with- ; ;
Hlesida=tatates for which you are applying for at least two Hheee yaars dunng the ﬁ:lur—year periad
immediately preceding the date of submission of the B application? e Mo

Note: If you responded “No™ to question D, you may be ineligible for licensure under this method per
seciion 456.0145(2)a)d., Florda Stalutes,

E. Hawe vou obtained a passing score on & national licensure examination or do you hold a national certification
recagnized by the board for the profession for which you are applying? Yas Mo

If “Yes,” complete one of the following:

Date of Examination
Licensure Examination [MM/DDIYYYY) OR
- i Date of Certification
Mational Cerfification (MM/DDIYYYY)

Board staff will obiain national scores from the examination vandor, if available, Applicants must submit
proof of national certification,

F. Doesvyvour profession require a national licensure examination or national certification? Yes Mo

If “MNo," submit evidence that yow mest the established minimum education requirements and, if applicable,

examination, work experience, and clinical supervision requirements that are substantially simnilar to the
requirements Tar licansura in your prafession in Flornda.

4. AVAILABILITY FOR DISASTER

Would vou be willing 1o provide health services in special needs shellers or 1o help staff dizaster medical
assistance teams during times of emargency or major disastar? Yas Mo
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If you respond "Yes,” your name will be added to a listing that is available to the Department of Health if a disaster
is declared. If you live in an area where you may be able to help vou will be called on if needed.
Mame:

This information is exempt from public records disclosure.

5. HEALTH HISTORY

Physical and Mental Health Disorders Impacting Ability to Practice

A_ Dwring the last two years, have you bean traated for or had a recurranca of a disgnosad physical or mental
disorder that impaired or would impair vour ability to practice? Yes Mo

B. Inthe last two years, have you been admitted or referred Lo a hospital, facility or impaired practitioner program
far treatment of a disgnosed meantal or physical disorder that impaired your ability to praciice? Yes Mo

Substance-Related Disorders Impacting Ability to Practice

C. During the kast five years, have vou been freated for or had a recurrencs of a diagnosed substance-related
{alcohol or drug) disorder that impaired or would impair your ability 1o practice? Yes MNa

D. During the last five years, were you admitted or directed into a program for the treatment of a diagnosed
substance-related (alcohol or dreg) disorder or, if you were previously in such a program, did you suffer a
relapsa’? Yes Mo

E. During the last five years, have vou been enrclled in, required to enter, or participated in any substance-
refated (aloohol aor drug) recovery program or impaired practiliones program for treatment of drug or alcohal
abuse? es Mo

If a "Yes" response was provided to any of the guestions in this section, provide the following documenis
diractly to the board office:

A letter from a Licensed Health Care Practitioner, wha is qualified by skill and training to address tha
candition identified, which explains the impact the condition may have on the ability to practics the
profession with reasonable skill and safety. The letter must specify that the applicant is safe 1o practice
the profession without restrictions ar specifically indicate the restrictions that are necessary.
Documentation provided must be dated within one yvear of the application date,

A written self-explanation, identifying the medical condition{s] or occurrenca(s); and current status.
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Mame; _

6. DISCIPLINE HISTORY

A Are you currently the subject of a disciplinary proceeding in a jurisdiction in which you hold a license or by the
United States Department of Defense for reasons related to the practice of the profession far which you ars

applying? Yes Mo

E. Have vou ever had any disciplinary action taken against your license to practice any health care related
prafession by the lcensing authorty in Florida or in any other state, junsdiction, o country? Yas M

C. If you responded “Yes" to question B, have you had disciplinary action taken against any license by the
licensing autharity in any state, jurisdiction, or country within the last five years? Yas Mo NiA

. Do you have a complaint, an allegation, or investigation pending before a licensing entity in any LLS,
jurisdiction or terrifony? Yes Mo

E. Hawe you ever had a license 1o practice a health care profession revoked or suspendad by any U5,
jurisdiction or territory or voluntarily surmendered any such license in ew of having disciplinary action taken

against the icensa? YEs Mo

Note: If you responded “Yes"” to any question in this sectlon, you may be ineligible for licensure under
this method par section 456.0145(2), Florida Statulas.

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

Mame of Agency State {::tl:lm} Final Action m?
b M
¥ M
¥ N
¥ 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, Final Order, and proof of compliance of any obligations, if

applicable.
F. Hawve you bean reporiad 1o the National Praclitionar Data Bank (MPDB)Y Yes Bl

G, If you responded "Yes" to question F, have you successiully appealed 1o have your name remaved from
the data bank? Yes Mo [

Staff will complets a MPDE query. For mare information, visit the MNational Practitionar Data Bank at
https-weww_npdb hrsa goviexd/selfiquenyd SOHome isp.

MNote: A person is ineligible for licensure under this method if they have baen reporied to the Mational
Practitioner Data Bank, unless the applicant has successfully appealed 1o have their name remaoved from the
data bank per saction 456.0145{2)(c), Florida Stalutas.

Licensure may ba permissible if the reporied adverse action was a resull of conduct thal would ol constituls
a vinlation of any Florida law or rule. Licensure in this case may be subject to conditions such as resinictons
ar probation per section 456.0145(21(c), Florida Stalutes,
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Mame; _
7. CRIMINAL HISTORY

For fhe gquestion below, you must include all misdameaanors and felonies, sven If adjiudication was withiald
Reckless dnving, dnving white fcense suspended or revoked (DWLSR), driving under the inflience (DU} ar
driviryg wihile impaired (DWI) are not minor fralfic offenses for purposas of this quastion.

Parsuant o 5. 842.0585(6)h), Flonda Slafufes, and 5. 343 058(6)(b), Flonda Sfafules, an applicant seeking o be
feensed by the Departrent of Health must disclose expunged and sealed criminal history records,

Hawe you aver been convicted of, or entered a plea of guilly, nolo contandars, or no contest Lo any crimea in any
jurisdiction other than a minor traffic offense? Yes No

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

Offense Jurisdiction {"wg[‘:'r“mﬂ Final Disposition AL::I::J?

Y N

| | | Y N
Y N

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

A written self-explanation, describing in detall the circumstances surrcunding each offense; including
dates, city and state, charges, and final resulis.

Final Dispositions and Arrest Records for all offenses. The Clerk of the Couwrt in the arresting
jurisdiction will provide youw with these documents. Unavailability of these documents must come in the
form of a letier from the Clark of the Court,

Completion of Sentence Documents. You may obtain documents from the Depariment of Correclions.
The report must include tha start date, end data, and that the conditions were mal.

8. CRIMINAL AND MEDICAID /| MEDICARE FRAUD QUESTIONS

IMPORTANT NOTICE: Applicants for llicensure, cerlification, or registration and candidates for examinalion may
be excluded from licensure, carification, or ragistration if their felony convictions fall into carain time frames as

established in 5. 456,0635(2), Florida Statutes,

1. Have you been convicled al, of entered a plea of guilly of nolo contendens, regardless of adjudicabion, 1o a
feleny under chapter (ch.) 409, Florida Statutes (relating fo social and economic assistance), ch, 817, Florda
Statutes (relating to fraudulent practices), ch, 893, Florida Statules {relaling 1o drug abuse prevention and
contral), or & similar felony offensea(s) in another state or jurisdiction’? Yes Mo

If you responded "Mo™ to the guestion above, skip to guestion 2,

a. Ii*¥es" o1, for the felonis of the first or second degree, kas il bean mone than 15 years from he date of
the plea, sentanca, and completion of any subsaguent probation? Yas [

b. 1f*¥es" to 1, for the felonies of the third degree, has it besn more than 10 years from the date of the plaa,
santencea, and complalion of subsagquent probation (this queston doas not apply 1o felonies of the thind
degree under 5, 883, 13(6)(a), Florida Statutes)? Yes Mo

o IF*es" 1o 1, for the felonies of the third degree under 5. 393, 136)(a), Florida Statutes, has it been more
than five years from the date of tha plaa, sentence, and complation of any subsequent probation?
Yes Mo

d. 1f*¥es" to 1, have you successiully complated a drug court program that resulted in tha plea for the falony
offense being withdrawn or the charges dismissed? Yes MNo
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klame;

2. Hawve you been convicted of, or entered a plea of guilty or nolo contendere, regardless of adjudication, o a
felony undar 21 U.5.C. 55, 801-870 {relating to controlled substancas)ar 42 U.S5.C. 55, 1395-1386 (ralating o
public health, welfare, Medicare and Medicaid issues)? Yes Mo

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

a. |f*¥es" to 2, has it bean mora than 15 years before the date of application since tha sentence and any
subsequent period of probation for such conviction or plea ended? Yes Mo

4. Have you ever been terminated for cause from the Florida Medicaid Program pursuant to s. 408,913, Florida
Statutes? Yes Mo

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

a, I you have been terminated but reinstated, have vou been in good standing with the Florida Medicaid
Program for the most recent five vears? Yes Mo

4, Have vou ever been terminated for cause, pursuant to the appeals procedures established by the state, from
any other stale Medicaid program? Yas Mo

If you responded "Mo™ to the question above, skip to question 5.

a, i "™es" to 4, have yvou been in good standing with a state Medicald program for the most recent five
years? Yes Ma

b, Did termination coour at least 20 years before the date aof this application? Yas Mo

5. Are you currently listed on the United States Department of Health and Human Semvices' Office of the
Inspactor General's List of Excluded Individueals and Entities (LEIE)? fas [

a. IMyou responded “Yes® to the question above, are you lieled because you defaulted or are delinguent an
a siudent loan? g [

b. If you rasponded "Yes™ to quesbon 5.a., is the student loan default ar delinguancy the only reasan you
are listed on the LEIE? Yes Mo

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

A written self-explanation for each question including the county and state of each termination or
canviction, date of each termination or conviction, and coples of supporting documentation,

Supporting documentation that includes court dispositions, agency orders, and completion of senfence
documants, if applicable,
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Mame;

9. LIVESCAN PRIVACY STATEMEMNT (for professions requiring background screenimg only)

| have bean provided and read the statemant from the Florida Deparimant of Law Enforcement regarding the
sharing, retention, privacy and right to challenge incorrect criminal history records and the “Privacy Statement”
documant from the Federal Bureau of Investigation (found in the forms following this application ).

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 fingerprints electronically, The Department of

Health accapls alectronic fingerprinting offarad by Livascan service praviders thal ara approved by the Florida Department
aof Law Enforcemant. For a list of approved vendors, visit our website at;
htbpssewew flhealthsource. gov'background-screaning'.

Typically, background results submitted by Livescan are received by the board within 24-72 hours of being processed
The board cannaot accep! hard fingearprint cards or results. Al resulls must be submitted electironically by tha Livascan

sarvice provider,

The Florida Department of Health retains fingarprints on any applicant in the Care Provider Clearinghouse. Ona of the
requirements for your Livescan 1o be retained in the Care Provider Clearinghouse is a photograph must be taken by the
Livescan sarvice providar at tha time of fingerprinting. Your background scraening raesults will b= retained for five yaars.
Licensees will be notified when their retention date is approaching and will be provided instructions on how to retain their

fingerprints to aveid having 1o submit a new background screening.

ORl I ORI ORI
Profession Number Profession Number Profession Number
Anesthesiologist . )
Acupunctura (ch. 457) EDOH4500Z | Assistant (ch. 458, | EDOH4s10z | Sihietic Trainer ich. 468 | ppygs007
453) Partl X1l
i ina Assigtan hir ctic Chnical Laborat
ich. 464 Part Il) EDOHO3B0Z Professions (ch. 460) EDOHI016Z ;ﬂr‘iﬂnﬂal ch. 483 Pard | EDOH4530F
Dental Professions (ch, 4661 | EDOH4560F mw:h. 458 Part X} EDOHASTOE | Elecinolysis (ch. 478) EDOHAS80F
, Hearing Aid ,
Genelic Counselor (ch. 483 | enoparenz | Specialist (ch. 484 | EDOH45007 | Massage Therapist ch. | enapienoz
Fart Il Bart Il 4801
Mantal Health
) Medical Physicist (ch. Professions
44014
Murge Mursing Home
Michenfary (ch. 487} EDOH4620F | (LPNIEM/APEN) ich. | EDOH44 207 | Administrator (ch. 468 ECOH4B40F
464 Part Il
Deccupational Therapy (ch, . -
: . Optometry {ch, 4531
458 Part [l EDOIHARSDF ian h. 4 EDOH4GE0F toim ch, 453 EDOIHAET
Cirthatist, Prosthetist, and Osteopathic \
Pedorthist :::h. 468) EDOH3451F _P"--.-'s.in:ian (ch, 450} EDOHZ015L | Pharmacist (ch. 485 EDOH4B80F
. Physician Assistant Podiatric Professions
FPhysical Therapy (ch. 456) EQOHAE90F (ch. 458 459] EDOH4AT0Z ich. 461} EQOQH2017E
Respiratory Cara (ch. . School Psycholo ch.
Peychology (ch. 490) EDOH4T10E 468 Part V| EDDH4T208 490) EDOH4 7308
= k]
Pathalogy and Audiology EDOH4740F
ich. 468 Partl)
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klame;

10. APPLICANT SIGNATURE

I, the undersignead, state that | am the parson referred to in this application for icansure in the siate of Florida.

| have carafully read the guestons in the foregoing application and have answersd them complately. Thesa
statemants are frue and correct, | recognize that providing false information may result in danial of
cerification/licensure, disciplinary action against my cedificationficense, or criminal penalties pursuant to s, 456,067,
Florida Statutes. | have raad ch. 458, Florida Statutas, the practice act govarning tha profession for which | am
applying, and the Florida Adminisirative Code chapter governing the profession for which | am applying,

| hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past and
present), and all governmental agendces and instrumentalities {lecal, state, federal, or foreign) 1o release 1o the Florda
Department of Health information which is matanal to my application for licensure,

Should | furnish any false information in this application, | hereby agree that such act constitules causea for denial,
suspension, or ravocation of my cerification/licensa to practice the profession for which | am applying in the state of
Florida. Florida law requires me o immediately inform the board of any material change in any circumstances or
candition stated in the application which takes place betwean the initial filing and the final grantimg or denial of the
license 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 afier the initial
filing with the Depariment of Health.

Applicant Signatura Date
Yo may print out this application and sign i or sign digitally, MRMDDNY Y Y'Y
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Total Fees by Profession - The following chart shows the total fee breakdown for each profession, Fees must be paid in
the form of a cashier’s check or rarey crder, made payable 1o the Daepartmsent of Heailth. Licensure Fees, Unlicensed

Activity Fees, and Additional Fees are refundable for up o three years from the data of receipt. The Application Fees are
non-refundable. Requests for a refund must be made in writing.

Profession Application | Licensure ;':t'i':i'n:ﬁ Additional Fees | Total Fee
Acupunciung - Acupunchurnist 320000 F200.00 $5.00 405,00
Athletic Training - Athletic Trainer S100.00 H100,00 35.00 520500
Chiropractic Meadicine
Chiropracltic Physician - - 35.00 - $5.00
Chiropractic Physiclan's Assistant F100.00 F100.00 5.0 SPFE® - 5100.00 530500
Clinical Laboratory Personnel
Director $90.00 $65.00 $5.00 §160.00
Supervisor $70.00 $55.00 $5.00 $130.00
Technologist 350.00 345,00 35.00 S100.00
Technician $25.00 F25.00 $5.00 255,00
Dentistry
Denlisl £300.00 35.00 5305.00
Dental Hygienist™™ - $;§'§ﬁ|§' $5.00 $;§ﬂ5g§r
Dental Radiographar - £35.00 - £35.00
Dietetics and Nutrition -
Dialitian/Mulbritionist $05.00 380.00 #3200 #170.00
Electrolysis - Elecirologist 100,00 F100,00 $5.00 820500
Emergency Medical Services
Emergancy Medical Technician - $35.00 - $35.00
Paramedic $45.00 . $45.00
Genetic Counseling - Genetic Counselor - - 55,00 - 35.00
Hearing Aid Specialists = Hearing Aid
Speciaﬁﬂ P 9 $320.00 $5.00 $325.00
Massage Therapy - Massage Therapist $50.00 $100.00 $5.00 §155.00
Medical Physicists - Medical Physicist 550000 F100.00 55.00 - 560500
Medicine
hadical Doctor 535000 £350.00 35.00 MIC A" 5705.00
Resident, Intern, and Fellow $200.00 . - - $200.00
Houss Physician F300.00 - - - S300.00
Physician Assistant $100.00 $200.00 $5.00 - £305.00
Anesthesiologist Assistant $150.00 $100.00 $5.00 $255.00
Mental Health Professions
Chinical Social Waorker 510000 F75.00 55.00 - 5180.00
Marriage and Family Therapist £100.00 £75.00 25.00 - 5180.00
Rlanlal Heallh Counsalor £100.00 27500 35.00 - 5180.00
Midwifery - Licensed Midwife H200.00 $500.00 5.0 F250.00 595500

Student Loan

Nursing Forgiveness
cerlified Mursing Assistant - - - - F0.00
Licensed Practical Nurse $50.00 $50.00 35.040 55.00 110,00
Registered Murse 50,00 550,00 55.00 55,00 5110.00
Advancad Practice Registerad Nursa $50.00 F50.00 $5.00 55.00 5110.00
Hursing Home Administrators - Mursing
Harme .ﬂ?t!miniatral-:lr ’ ] 3500.00 ¥5.00 ) ¥505.00
Occupational Therapy
Docupational Therapist £100.00 #75.00 $5.00 - 5180.00
Diccupational Therapist Assistant £100.00 275.00 35.00 - 5180.00
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Profession Applcation | Licansure ;‘::ﬁ;‘;i‘i Additional Fees | Total Fee
Opticianry - Optician** - iﬁ%g%' $5.00 - ;ﬂﬁg;”
Optometry - Optometris - $300.00 5500 - §305.00
Orthotists and Prosthetists
Prosthetist-Crthotist $400.00 $400.00 $5.00 - $805.00
Qrthatist $400.00 $400.00 35.00 . $805.00
Prosthetist 540000 H400.00 35.00 - 580500
Orihatic Fitter £400.00 £400.00 25.00 - 5&05.00
Orkatic Filter Assistant $400.00 $400.00 F5.00 - 580500
Pedorthist $400.00 $400.00 $5.00 - $805.00
Osteopathic Medicine
Osteapathic Physician - $200.00 36.00 MICA"" 5305.00
Intern, Resident, and Fellow . $100.00 - . $100.00
Pharmacy
Pharmacist S5100.00 F190.00 35.00 - 520500
Registared Pharmacy Technician £50.00 350,00 25.00 - 5105.00
Physical Therapy
Physical Therapist $100.00 $75.00 $5.00 - $180.00
Fhysical Therapist Assistani S100.00 375,00 E5.00 - S180.00
Podiatric Medicing
Podiatric Physician . $350.00 35.00 535500
. L . T5.00
Cerified Podiatric X-Ray Assistant - - 35.00 'GEII't?'II;NiEII'I Fan 80,00
Psychology - Psychologist §200.00 $100.00 $5.00 - §305.00
ﬁ;’;;ﬂj,ﬁ;gf““‘“g'i“ - Sehool $175.00 $175.00 $5.00 - $355.00
Speech-Language Pathology and
Audiology
Audiclogist™ £75.00 ﬂggﬁ or | sso0 . $;gg§g;'
Audiclogist Assistant §75.00 550.00 $5.00 - $130.00
Speech-Language Pathologist** £75.00 E;gg;:?g;r $5.00 - 51522;]3;'
Speech-Language Pathologist Assistant 575.00 $50.00 $5.00 - 130,00

*8PF - Supervising Physician Fee

"*This profession's Licensure Fee is based on the length of time the initial license will be valid, Depending on what point
duriryg the licensure bignnium you apply, your Licensune Fas may be diffarant

**Florida Birth-Related Neurological Injury Compensation Association (NICA) Fund - Al allopathic and ostecpathic
physicians licensad in Florida are required to pay into the MICA fund unless gualified for exemption, Visit
wiww nica comimedical-providers! for information on NICA participating, non-participating, and exempt.

“Participating,” is for Florda licensed physicians who practice obstetrics or perform abstetrical services on a full or part-
time basis and do not meet any of the exemption criteria. NICA Participating: $5,000.00 in addition to the total fze sted
above,

"Non-participating,” is for Florda licensed physicians who do nol practice obstelrics or perform obstletrical services and
do not meet any of the exemption criteria. NICA Non-Participating: $250.00 in addition to the total fee listed above,

To datarming if you qualify for examplion review the exemplions al tha MICA websile isted above. Applicants who gqualify
for MICA exemplion are not required to su nm-'r a MICA fee in an:l-::lnl-::nn tl::- 1he tu:r1al fea Ilsten:! at:u:n're Exemm appllcanls muat
submit proof of axemplion. Beferfe-snd seesplate o gop

fepocigiion hll’"l" Enrrn” CR-pace 17 e 8 ‘I'-u'-n.l rrF.n::\-.rn
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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

This notice is to inform you that when you submit a set of fingerprints to the Florida Department of Law
Enforcement (FOLE) 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
Scraaning Clearinghouse. By submitting fingerprints, you are authorizing the dissemination of any state 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 1993, as amended, and section 243.0542, Florida Statutes.
“Specified agency” means the Department of Health, the Dapartment 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 for Person
with Disabilities when these agencies are conducting stale and national criminal history background screening
on persons who provide care for children or persons who are elderly or disabled. The fingerprints submitted will
be retained by FDLE and the Clearinghouse will be notified if FOLE receives Florida arrest information on you.

Your Social Security Number (55N) 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 agencias are allowed to release a copy of the state and national criminal record
information to a person who requests a copy of his or her own record if the identification of your record was
based on submission of the person’s fingerprints. Therefore, if you wish to review your record, yvou may
request that the agency that is screening the record provide you with @ copy. After you have reviewad the
criminal history record, if you balisve it is incomplate or inaccurata, 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 to be in
error, the FBI should be contacted at 304-625-2000. You can receive any national criminal history record that
may partain to you directly from the FBI, pursuant to 28 CFR Sections 16.30-16.34. You have the right to
obtain a prompt determination as to the validity of your challenge before a final decision is made about your
status as an employee, volunteer, contractor, or subcontractor.

Until the criminal history background check is complatad, you may be denied unsupervised access to childran,
the elderly, or persons with disabilities,

The FBI's Privacy Statement follows on a separate page and contains additional information.
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LIS Department of Justice
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 genarally
authorized under 28 U.5.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 and/or orders of the Altormey General of the United States, or other authorized authorities,
Examples include, but are not limited to: 5 U.S.C. 9101, Pub.L.84-29; Pub.L.101-604; and Executive Orders
10450 and 12968, Providing the requested information is voluntary; however, failure to furnish the information
may affect timely completion of approval of your application.

Social Security Account MNumber (SSAN): Your S5AN is needed to keep records accurate 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 9397 also
asks Federal Agencies to use this number to help identify individuals in agency records.

Principal Purpose: Certain determinations, such as employment, sacurity, licensing and adoption, may ba
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 order to identify other
information that may be pertinent to the application. During the processing of this application, 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 1o the reguesting agency andfor o the agency conducting the
investigation. The FBI may alzo 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 alzo retain the fingerprints and other submitted information for other
authorized purposes of such aganayiias).

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
1874 (5 USC 552a(b)) and all applicable routine uses as many ba published at any time in the Fedaral
Register, including the routine uses for the FBI Fingerprint dentification Records System (Justice, FEI-009)
and the FBI's Blanket Routine Uses (Justice/FBI-BRU). Routine uses include, but are not limited to, disclosure
to: appropriate governmantal authorities responsible for civil or criminal law enforcement countarintelligence,
national security or public safety matters to which the information may be relevant; to State and local
governmental agencies and nongovernmental entities for application processing as authorized by Federal and
State legislation, executive order, or regulation, including employment, security, licensing, and adoption
checks; and as otherwise authorized by law, treaty, executive order, regulation, or other lawful authority. If
other agencies are involved in processing the application, they may have additional routine uses.

Additional information: The requesting agency andlor the agency conducting the application investigation will
pravide additional infermation 1o the specific circumstances of this application, which may include identification
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 W
Orita

This form is only for the professions that require Livescan. HEALTH

Take this farm with you to the Livescan service provider, Check the service provider's requirements to see if you nead to
bring any additional items,

-

Background scresning results are obtained from the Florida Departmeant of Law Enforcament and the Federal
Bureau of Investigation by submitting a fingerprint scan using the Livescan method,

= You can find Livescan service providers at: hiip:/wwew fihealthsource gov/background-screening.

*  Livescan screenings done by Florikda Police or Shenfl's Departiments require that you kagin inte the FOLE Civil
Applicant Payment System (CAPS) at hitps-Vcaps idle.sfate fl.us and pay a fee before results will be raleasad to
our office,

= Applicants may use any Livescan service provider approved by the Florda Department of Law Enforcement to
submit their background screening to tha Departmeant of Health.

& |fyou do not provide the correct Criginating Agency Identification (OR1) number to the Livascan service providear
applicable board offices will not receive yvour background screening results; ORI #s are listed by profession on
page 10

= YWou must provide demagraphic information to the Livescan service provider at the tima your fingerprints are
taken, including your Secial Security number [(S5M).

= Typically, background screening results submitted through a Livescan service provider are received by the board
within 24-T2 hours of baing processead.

= |f you ablain your Livescan from a sarvica provider who does nof caplure your phaota you may be required to ba
reprinted by ancther agency in the fuiure,

MNamse SEME
Aliases: Drate of Birth:

MDD YYY
Citizenship: Flace of Birth:
Addrass: Apt, Mumber;
City: State: ZIF
Waeighi: Height: Eye Color: Hair Color:
Racs: Sew
(W-White/Latinola); B-Black; A- Asian; MA-Mative American; U-Unkncwn) (M= Male; F=Female)

Transaction Control Number (TCRN#):

[This will be providad o you by the Livescan sarvice provider.)

Keep this form for your reconds,
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Acupuncture ONLY Board of Acupuncture
Financial Responsibility

Mama:

The Financial Responsibility options are divided info wo categories; coverage and exemptions,

Choose only ONE oplion that best describes yvour siluation, unless yvou choose option 4 in the *Financial Responsibility
Coverage” saclion. Mol making a choice or choosing mora than cne oplion will make this form invalid. Staff i unable o
advise you on which option 1o choose, If vou have questions regarding an option, consult your legal counsel, insurance
company of financial institution.

FINANCIAL RESPONSIBILITY COVERAGE

1. | hereby cerfify that | have professional liability coverage in an amount not less than 510,000 per claim, with a
minimum annual aggregale of not less than $30,000.

2. | hereby cerify that | have an irrevacable letter of credit, established pursuant te ch, 6735, Flerida Statutes, in an
amount not lass than $10,000 par claim, with a minimum aggregate availability of cradit no less than $30,000.

3. | heraby cerify that | have oblainad a surety bond in an amount not less than 510,000 per claim, with a
minimum annual aggregate of not less than 330,000

4. | am exempt from finrancial responsibility coverage (if you choose this option you must choose one option
from the exemplion 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
or subdivisions.

2. | practioe only In conjuncticn with my teaching duties at an accredited acupunciurne schoal.

3. | do not practice in the state of Flarida,

| 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 Statutes.

Applicant Signature Date

MBADDY ™YY
Board of Acupuncture
4052 Bald Cypress Way Bin C-06
Tallahassee, FL 32399-3257
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Chiropractic Medicine Florida Board of Chiropractic Medicine

ONLY

Marma:

Financial Responsibility

The Financial Responsibility opfions are divided info two categonias: covarage and axemplions. Choose only ONE oplion
that best describes yvour situation, unless you choose optien 3 in the “Financlal Responsibility Coverage" section, If you
pravidad financial responsibaity information 1o a hospital or alsewhans, be consislent when choosing.

Be advised, failing to choose an option or choosing more than cne option will make this form invalid and will delay your
licensure, Department staff is unable to advise vou on which option to choose. If you have questions regarding an option,
cansult your persanal lagal counsel, insurance company of financial instibution for adwvice.

2.

3

FINANCIAL RESPONSIBILITY COVERAGE

I have cbtained and will maintain professional liability coverage in an amount not less than $100,000, and in
compliance with Rule 648217 008{1), F.A.C. {Proofl of coverage must come directly from the company.)

I hiave ohtained and will maintain an unexplred revocable leter of credit as defined in ch, 675, Florida Statutes, in
an amount no less than 5100000 per claim, with a minimum aggregate availability of credit not less than
F300,000, and in compliance with Rule 64B2-17.009(2), FAC

I am exempt from financial responsibility coverage (if you choose this opfion you must choose one option
from the exemption category below),

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

I practice exclusively as an officer, emploves, or agent of the federal government, or of tha state or its agencies or
subdivisions.,

I practice anky in conjunclion with my teaching duties at an accrediled school or in ks main teaching hospitals.

I have no malpractice exposure because | do not practice in the state of Florda,

Section 456.067, Florida Statutes: Penalty for giving false information, - In addition to, or in lew of, any other discipline
imposed pursuant o s 456 072, Flarida Statutas, the act of knowingly giving false information in the course of applying for
ar obiaining a license for the Department of Health, or any board thereunder, with intent to mislead a public servant in the
performance of his or her duties, or the act of altempling 1o obtain or eblaining a license from the Depariment of Health, of
any board thereunder, to practice a profession by knowingly misleading statemants or knowing misreprasentations
constitutes a felony of the third degree, punishable in s, 775,082, 3, 775,083, or 5, 775,084, Florida Statules,

Applicant Signature Date

MMDDAYYYY
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Florida Board of Podiatric Medicine
Financial Responsibility

Podiatric Medicine OMLY

The Financial Responsibility options are divided inte two categories: coverage and exemptions, Choose anly ONE option
that best describas your situation, unless you choose option 4 in the “Financial Responsibility Coverage" section. If you
provided financial responsibility information to a hospital or elsewhens, be consistent when choosing,

Ee advised, failing to choose an option or choosing more than one option will make this form invalid and will delay your
licensure, Department staff is unable o advise yvou on which option to choose. If you have questons regarding an oplion,
cansult your persanal legal counsel, insurance company of financial instibution for advice.

FINANCIAL RESPONSIBILITY COVERAGE

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

2. I have obtained and will maintain an unexpired irrevocable letter of credit as definad in ch. 675, Florida Statutes, in
an amount no less than $100,000 per claim,

3, Ihave established and will maintain an escrow account consisting of cash or securities eligible for deposit in
accordance with 5. 625.52, Florida Statutes, in an amount of rot less than $100,000.

4. lam exempt from financial responsiblility coverage (If you choose this opfion you must choose one oplion
from the exemption category balow).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

1. I practice exclusively as an officer, emploves, or agent of the federal government, or of tha state or its agencies or
subdivisions.,

2. lpractice only in conjunction with my teaching duties at an accredited podiatric medicine schoal/college or in its
main leaching hospitals.

3, I'have no malpractice exposure because | do not practice in the state of Florida,

Section 456.067, Florida Statutes: Penally for giving false information- In addition to, of in leu of, any other discipline
imposed pursuant to s. 456 072, Flonida Statutes, the act of knowingly giving falze information in the course of applying for
or oblaining a license for the Depardment of Health, or any board thereunder, with intent to mislead a public servant in the
performance of his or her duties, or the act of attempling o obfain or obiaining a license from the Deparimant of Haalth, or
any board thereunder, to practice a profession by knowingly misleading statements or knowing misrepresentations
constitutes a felony of the third degres, punishable in 5. 775082, 5. 775083, or 5. 775.084, Florida Statutes.

Applicant Signature Diate

MM/DDYYYY

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
MOA PodiatricMedicined@flhealth.gov or by mail to:

Board of Podiatric Medicine
40052 Bald Cypress Way Bin C-08
Tallahassee, FL. 32399-3258
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Dentistry ONLY Board of Dentistry
Financial Responsibility

Mama:

The Financial Responsibility oplions are divided into two categories: coverage and exemptions, Choose only ONE opfion
that besl describas yvour sitluaton, unless yvou choose option 3 in the “Financial Responsibility Coverage” section. If you
provided financial responsibility information to a hospital or elsewhare, be consistant when choosing.

Be advised, failing to choose an option or choosing more than cne oplion will make this form imvalid and will delay your
licensure, Dapartmant staff is unable to advise you on which oplion to choose. If you have guestons regarding an oplion,
consult your personal legal counsed, insurance company or financial institution for advice.

FINANCIAL RESPONSIBILITY COVERAGE

1. I'have obtained and will maintain professional liability coverage in an amount of not less than $100,000, with a
minimum annual aggregate of nol less than $300,000, from an authorized insurer as defined under 5, 624,09,
Florida Statutas, from a surplus lines insurer as definad under 5. 626.914(2), Florida Statutes, from a risk retention
group as defined under 3, 627,942, Florida Statutes, from the Joint Undensriting Association established under 5,
B27.351(4), Florida Statutes, or through a plan of sell-insurance as provided in 5. B27.357, Florida Stalutes.

2. I have obtained and will maintain an unexpired irrevocable letter of credit as definad in ch. 675, Florida Statutes, in
an amount no less than 5100000 per claim, with a minimum aggregate availability of credit not less than
£300,000.

3. 1 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, emploves, or agent of the federal government, or of the state or its agencies or
subdivisions.

2. | practice anly in conjunction with my teaching duties at an accredited school or in its main teaching hospitals.

3. lhave no malpractice exposure because | do not practice in the state of Florida,

Section 456.067, Florida Statutes: Penalty for giving false information - In addition to, or in lieu of, any oiher discipline
imposed pursuant to & 456,072, Florda Statutes, the act of knowingly giving false information in the course of applying for
ar obigining a licensa for the Department of Health, or any board thereunder, with intant to mislead a public servant in the
performance of his or her duties, or the act of attempling o obfain or ebtaining a license from the Depariment of Health, or
any board thereunder, 1o praciice a profession by Knowingly misleading stataments or Knowing misreprasentabons
constitutes a felony of the third degree, punishable in 5. 775,082, 5, 775,083, or 3. 775,084, Florida Statutes,

Apphcant Signature: Date:

MDD Y

Board of Dentistry
4052 Bald Cypress Way Bin C-08
Tallahassee, FL 32399-3258
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Licensed Midwife ONLY Council of Licensed Midwifery

Financial Responsibility

Florida
Mame: HEALTH

The Financial Responsibility options are divided into two categories: coverage and exemptions, Choose only ONE opfion

that best describes your situation, unless you choose option 2 in the “Financlal Responsibility Coverage™ section, Mot

making a choice or choosing mare than one option will make this form invalid. Staff is unable to advise you on which oplion

to choose, If you have questions regarding an option, consult your legal counsel, insurance company or financial institution,
FINANCIAL RESPONSIBILITY COVERAGE

1. | hawe obtained and will maintain professional liability coverage in an amount of not less than $100,000 par claim,
with & mimimum annual aggregate of nat less than $300,000, from an authorized insurer,

2. Lam exempl from financial responsiblity coverage (I you choose this oplion you must choose one oplion from
the exemption category below).

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE

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

2. | have an inactive license, and do nol practice in the state of Florida.
3. | practice only in conjunction with my teaching duties at an approved midwifery school,

4, |donet practice in the state of Florida, | will submit proof of professional liability coverage at least 15 days prior to
praclicing midwifery in this slate.

5. | have no malpractice exposure in the stale of Florida.

| confirm that these statemeanis are true and correct and recognize that providing false information may result in
disciplinary aclion against my lcense or criminal penalties as provided in g, 456,067, 456,072, 467 201(5), 467 203(1)a},
775.082, 775.083, and 775.084, Florida Statutes.

Apphcant Signature Data

RNYDDNY Y Y'Y
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Department of Health

Practiioner Profile

Page 1 of3 HEALTH

This form Is only for the professions that require a practitioner profile, isted below, This form must be submitted
with your application. Seclions 456,038 and 456 0391, Florida Statutes, requires practiioners to fumish specific
information for publication on the Depariment of Health's website

Marme

Medical Doctor (ch. 458) Chirapraclic Physician (ch. 460) Advanced Practice Registerad Nurse (ch.
Osteopathic Physician (ch. 459) | Podiatric Physician (ch. 461) 464

1. BACKGROUND F EDUCATION AND TRAINING

A List the yaar you legally began o practice your professian, Yaar:
Y
B. List in chronalegical crdar all schoosds ar training programs allended, including graduoate eduocation, whathar
completed or not. Attach & separate sheet if neceasary

o Dates of Attendance: Date Degrese
5‘“‘““:;,: rainkng School Address From-To Recslved
Prog (MMIDDIYYYY) (MM/DD/YYYY)

]

]

la

ta

C.  Listin chronological order all professional and posigraduate training attended, List all programs you began,
whether or not you completed or recaived cradit for the training.

Dates of Attendance: Credit
Program Name | Address Specialty Area From-To :
(MM/DDIYYYY) RACEARCI
to W M
1] Y M
(1] Y M

. Are you carlibad by any specially board recognized by the Florida board thal regulates the prolession you ara
applying for? Yes Mo

If you responded "Yes," complete the following:

Board Name Certification/Specialty/Subspecialty "““'ﬂmﬂh“
| |
2. ACADEMIC FACULTY APPOINTMEMNTS
A Do you currently hald a faculty appointment at an accradited madical school? Yes /[]
B. Have yvou had the responsibility for graduate education within the [ast 10 years? Yo Me
If you responded "Yes," complate the following:
Mame of Institution City/State Title of Appointment
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Department of Health

Practiioner Profile
Page 2 af 3

Mame: H EALTijI

3. STAFF PRIVILEGES (Nof required for APRNs)

A Do you currently haold staff privileges in any haspital, haalth institution, clinic, or madical facility? fas Mo
If you responded "Yes," complete the following:
Mame of Facility Chty/State Type of Privileges From-To (MM DD YY)
iy
e

B. Hawve yvou aver had any staff privilegas deniad, suspanded, revoked, modibed, rasincted, nol reneswed, ar
placed on probation, or have you been asked fo resign or take a temporary leave of absence or otherwise acted

against by any facilily? s Mo
If you responded "Yes,” complete the following:
Under
Mame of Facility Address From-To (MM/DDMY YY) Appeal?
o] ¥ ¢
1o ¥ I

i you responded “Yes" to B, you must provide the following:
A written self-explanation on a separate sheel describing in detail the circumstances.

Supporting decuments from the applicable entity.
4. DISCIPLINE HISTORY

Ao Within the previous 10 years, have you ever had any final disciplinary action taken against you by a specialty
board recognized by the Amencan Board of Medical Specialties, the American Osteopathic Association, the
Ameancan Chiropractic Association, mational nursing specialty board recognized by the Board of Nursing, or
ather similar national organization? Yes o

B. Within the previous 10 years, have vou ever had any final disciplinary action taken against you by the licensing
agancy in this state or any jurisdiction? Yas Mo

G Within the previous 10 years, have you ever had any final disciplinary action taken against you by an institution
such as a licansad hospital, health maintenance arganization, pre-paid haalth clinic, nursing home, or
ambulatory surgical center in this state or any jurisdiction? Yes Hao

0. ‘Within the previous 10 years, have you ever been asked o or allowed to resign from or had any staff privileges
restricted or not renewed by any medical health-related institution in lieu of facing disciplinary action ar during

any pending investigation inta your practoe? Yas Mo
If you responded "Yes" to any of the questions in this section, complete the following:
Action Date Under
Name of Agency State (MMIDDIYYYY) Final Action . 17
) N
Y |
i N
Y M

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 disciplinany 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 you had any liability claims or actions for damages for personal injury settled or finally
adjudicated in an amount that exceeds $100,0007 Yies Mo

if you responded “Yes" to any of the gquestions 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 at the appropriate link below)

Allopathic Physiclans: hitps:iflboardofmedicing. gowiformsexhibit-i-form. pdf
Dsteopathic Physicians: hiips:/floridasostecpathicrmedicing goviformsieshibit-1-form._pdf

A copy of the complaint and disposition for each case

For judgements when the incident{s) of malpractice occurred after Novembaer 2, 2004, the entire
case record must be submitted in electronic format (either POF ar TIFF), prefarably ana DWVD (do nat
send originals), The record must inchude:

Imitial andfor amended complaint
Trial transcripts

Evidentiary exhibits

Final judgemeant

. & & @

6. LIABILITY CLAIM HISTORY [Podiatric Physicians Only)

Within the last 10 vears have vou had any liability claimis) or action(s) for damages for personal injury seffled or
fimally adjudicated in an amount that exceeds 55,0007 Yies Mo

If you responded “Yes," complete the Exhibit 1 form for each case (found at
hitpslondaspodiatncmedicine.goviforms’Form - Exhibit 1pdl)

7. PRACTITIOMER SIGNATURE

|, the undersigned, state that | am the parson referred to in this Florda Practitioner Profile. | have carefully read the
profiling guestions and have answered them completely, These statements are rue and correct,

Apphcant Signatura Dale

MMDDA Y'Y
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