DEPARTMENT OF HEALTH
ADVISORY COUNCIL OF MEDICAL PHYSICIST
4052 Bald Cypress Way, Bin # C0O7
Tallahassee, Florida 32399-3257
850/245-4355

APPLICATION INSTRUCTIONS

MEDICAL PHYSICIST

3.

If you are applying for a license in more than o specialty, you must submit a separate applicatioand fees for
each specialty for which a license is desired. Yaounay photocopy the application form.

FLORIDA LAWS & RULES:

You may download a copy of Section 483, Part IMyiHla Statutes and Rule Chapter 64B23, Florida ivistrative
Code, is available atww.doh.state.fl.us/mga/medphys/index.html It is important to read this in order to
determine your eligibility prior to applying, and familiarize yourself with the statutes and boarés regarding
your application for licensure.

APPLICANT'S QUESTIONS REGARDING APPLICATION ST ATUS:

Within thirty (30) days after the office receiveswy application and fee, we will send an acknowtedqgt letter
informing you of any deficiencies and the spediiens required to complete your application. Ity not receive
notice that we have received your application witfoirty-five (45) days of the date mailed, pleasetact this office.
As a reminder to all applicants, Section 456.01@)1F.S., provides that an incomplete applicatiopires one year
after initial filing with the department.

YES/NO QUESTIONS:

All questions with “Yes or No” answer must be mathketh either a “Yes or No”, unless otherwise irateed. No
other response is acceptable. For questions wadgalire a brief explanation or description to “Yesiswers, your
responses must be sufficiently detailed to aseetta relevant datemstitution/organization names, and a brief
synopsis of the reasons (i.e., the final chargesibstantiated allegations) the institution/orgatian took the
disciplinary or other action (i.e., probation, ltation, suspension, revocation, voluntary relinjoient in lieu of
disciplinary action, or any other adverse actiaHDWEVER, IF A QUESTION CONTAINED IS NOT
APPLICABLE ANSWER “N/A” IN THE NO COLUMN. Certified or civil notary documentation of final
disposition to “Yes” answers is required.

APPLICATION AND LICENSURE FEES:

A certified check, or money order in the approgriamount, made payable to the Department of Healllst be
attached to your application. The application feran-refundable. These fees are required by lawrentude the
following:

Application Fee - $500.00 per specialty*
Licensure Fee - $100.00 per specialty*
Unlicensed Activity Fee - $ 5.00 per spdgial

$605.00 per specialty*

* If you are applying for a license in more than o specialty, you must submit a separate applicatioand fees for

each specialty for which a license is desired. Yaounay photocopy the application form.

COMPLETING THE APPLICATION FORM — Complete the application form by printing

or typing the information on the form. Questiongst be answered fully and truthfully. Obtaininkicanse by
fraudulent misrepresentation is grounds for desfiglour application or revocation of your liceng@riginal
documentation must be submitted; photocopies afagige(s) are not acceptable. It is your respditgito notify
this office in writing if the answers to any of tgaestions change, even if the application is diregproved.
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a. License Specialty: Mark the appropriate box for the type of licefmewhich you are applying. If you are
applying for more than one specialty, a separgbiiGgtion must be submitted.

b. Applicant Profile Data: Complete this section.
Mailing Address: List the address where correspondence regardisgpplication may be received.

c. Board Certification: Complete this section by checking the box indrgathe appropriate
Board, for which you hold certificaticaiso indicate the specialty in which you holdtifieation. The
appropriate board that granted cedtifan must submit verification directly to the bdaffice.

American Board of Radiology

American Board of Medical Physics

Canadian College of Physicists in Medicine
American Board of Health Physics

American Board of Science in Nuclear Medicine

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

e. Applicant Medicare/Medicaid/Criminal History: If you answer “yes” to any questioexplain on a
separate sheet providing accurate details and $womies of supporting documentation.

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

h. Prevention of Medical Errors: A certificate showing completion of an approvela?ir course on the
prevention of medical errors must be submitted Withapplication.

SUBMISSION OF DOCUMENTS:

All applications and fees should be mailed to: Alpporting documents should be mailed to:
Department of Health Department of Health

Division of Medical Quality Assurance Division bfedical Quality Assurance
Advisory Council of Medical Physicists Advisoryp@ncil of Medical Physicists

Post Office Box 6330 4052 Bald Cypress Waw 8C-07
Tallahassee, Florida 32314-6330 TallahasseedBl82399-3257
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HEALTH

CONFIDENTIAL AND EXEMPT FROM PUBLIC RECORDS
DISCLOSURE

Florida Department of Health
Advisory Council of Medical Physicists

This page is exempt from public records disclosure. The Department of Health is required and authorized to collect Social
Security Numbers relating to applications for professional licensure pursuant to Title 42 USCA § 666 (a)(13). For all
professions regulated under Chapter 456, Florida Statutes, the collection of Social Security Numbers is required by
section 456.013 (1)(a), Florida Statutes.

Name:

Last First Middle

Social Security Number:

APPLICANT HISTORY: (If you answer YES to the following questions, please provide additional sheets, the
relevant dates and circumstances of such treatment and/or addiction along with the names and addresses of the
medical practitioners or hospitals who performed such treatment.)

1. Inthe last five years, have you been enrolledaquired to enter into, or participated in
any drug and/or alcohol recovery program or imghpeactitioner program for treatment
of drug or alcohol abuse that occurred within thstgive years? [ ]YES[ ]NO

2. Inthe last five years, have you been admitteafarred to a hospital, facility or impaired
practitioner program for treatment of a diagnoseshtal disorder or impairment? [ JYES[ ]NO

3. During the last five years, have you beendéaéor or had a recurrence of a diagnosed mental
disorder or that has impaired your ability to piaetwvithin the past five years? [ JYES[ ]NO

4. During the last five years, have you beentéakéor or had a recurrence of a diagnosed physical
disorder that has impaired your ability to practice [ IYES[ ]NO

5. Inthe last five years, were you admitted oeclied into a program for the treatment of a
diagnosed substance-related (alcohol/drug) disandéf you were previously in such a
program, did you suffer a relapse within the |last ffears? [ ]YES[ ]NO

6. During the last five years, have you been treabedif had a recurrence of a diagnosed
substance-related (alcohol/drug)disorder that impsired your ability to practice within the
last five years? [ ]YES[ ]NO

Advisory Council of Medical Physicists
4052 Bald Cypress Way, Bin # C-07
Tallahassee, Florida 32399-3257
www.flhealthsource.com

Form DH 1274 (6/2012) — Rule 64B23-2.001



HEALTH

APPLICATION for

ADVISORY COUNCIL OF MEDICAL PHYSICISTS
(1010 Revenue Receipt Validation Transaction — atlients)

LICENSE SPECIALTY FEES: $605.00

Please check the appropriate box for the typecehbe for which you are applying. If you are apyyfor a license in more than one
specialty, you must submit a separate applicatoreéch specialty in which you are seeking lice@sur

[ 1 Diagnostic Radiological Physicist (Client 600) [ 1 Medical Nuclear Radiological Physicist (Gent 6003)
[ 1 Therapeutic Radiological Physicist (Client 602) [ ] Medical Health Physicist (Client 6004)

(PLEASE PRINT or TYPE)

1. APPLICANT PROFILE DATA:

NAME:

(Last) (First) (Middle)

Have you changed your name through marriage ougir action of a court, or have you been

known by any other name? [ JYES[ I NO
If YES, list provide:
(Last) (First) (Middle)
2. ADDRESS:
a. MAILING ADDRESS:
(Street and Number) (Apt. #) (City) (State) (Zip)
b. PRIMARY LOCATION:
(Street and Number) (Apt. #) (City) (State) (Zip)
c. TELEPHONE: ( ) ( )
Primary: Area Code/Phone Number siBess: Area Code/Phone Number
d. EMAIL ADDRESS:
3. PERSONAL DATA:
a. Date of Birth:
(Month/Day/Year)

b. Birth Place:

C. We are required to ask that you furnish theWilhg information as part of your voluntary complia with Section 2, Uniform Guidelines
on Employee Selection Procedure (1978) 43 FR 382a@gust 25, 1978). This information is gatheredsiatistical and reporting purposes
only and does not in any way affect your candidacyicensure.

RACE: [ ]White [ ]Black [ ] Hispanic [] Asian/Pacific Islander [ ] Native Americgn ] Other
SEX: [ ]Male [ ]Female

d. Would you be willing to provide health servicessipecial needs shelters or to help
staff disaster medical assistance teams duringstohemergency or major disasters? [ 1YESNO
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APPLICANT NAME:

4. EDUCATION INFORMATION:

Please provide college/university education infdramaas indicated below:

(School Name) (City/State or Country)

5. BOARD CERTIFICATION

(From: MM/DIYYY — To: MM/DD/YYYY) (Graduation Date) (Degree Warded)

Please check the appropriate box for the Certifindoard and indicate the specialty. The encleseification form must be

completed and submitted by the appropriate Board.

[ ] American Board of Radiology: Specialty:

[ 1 American Board of Medical Physics: Spéygia

[ 1 American Board of Health Physics: Spdgial

[ ] Canadian College of Physicists in Medicin&pecialty:

[ ] Other Certifying Body

Specialty

[ T American Board of Science in Nuclear Mmadé: Specialty:

6. LICENSURE INFORMATION:

Do you hold or have you ever hel&@ATE license to practice Medical Physicist

in this state or any other state? [ BYE] NO
- [/ /
License Number State/Country Original Dataied Expiration Date
) /
License Number State/Country Original Dataied Expiration Date
) /
License Number State/Country Original Dataied Expiration Date
PLEASE NOTE: Verification of each license must be receiveédiy from the licensing authority, regardless tafss of license.
ALL AFFIRMATIVE ANSWERS MUST BE EXPLAINED IN DETAIL  ON A SEPARATE SHEET.
DOCUMENTATION SUBSTANTIATING THE EXPLANATION IS REQ UIRED.
PROCEEDINGS and/or ACTIONS
7. APPLICANT HISTORY:
a. Have you had angpplication for a professional license, or anyliaggion to
practice, denied by any state board or other gowental agency of any state or
country? [ TYES[ INO
b. Have you ever been notified to appear bedosdicensing agency for a hearing
on a complaint of any nature including, but loited to, a charge or violation
of the Medical Physicist practice act, unproif@sal or unethical conduct? [ JYES[ ]NO
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APPLICANT NAME:

If YES, please complete the following:

(Name of Agency) (City/State) (Date: MM/DD/YYYY) (Final Action)  (Under Appeal Y/N)

(Name of Agency) (City/State) (Date: MM/DD/YYYY) (Final Action)  (Under Appeal? Y/N)
8. LICENSURE ACTIONS:

a. Have you ever had a license disciplinedséxual misconduct or committed any
act in any other state that would constitute skmisconduct? [ 1YES[ INO

b. Have you ever had any professional licensecenBe to practice revoked,
suspended, or any other disciplinary action takesmiyy state or other jurisdiction? [ ]YESNOD

c. Have you been refused a license to practictheorenewal thereof in any state? [ 1YESNQ
9. CRIMINAL INFORMATION:

Have you ever been convicted of, or entered agfigailty, nolo contendere, or no
contest to any crime in any jurisdiction other tllaminor traffic offense? [ TYES[ INO

If YES, you must include all misdemeanors and feloniesnef adjudication was withheld by the court sattiou would not
have a record of conviction. Driving under thiiuance or driving while impaired is not a minoaffic offense for purposes
of this question.

(Offense) (Date: MM/DD/YYYY)  (Jurisdiction) (Fal Disposition) (Under Appeal Y/N)

(Offense) (Date: MM/DD/YYYY) (Jurisdiction) (Fal Disposition) (Under Appeal Y/N)

APPLICANT MEDICARE/MEDICAID/CRIMINAL HISTORY:

IMPORTANT NOTICE: Applicants for licensure, certi fication or registration and candidates for
examination may be excluded from licensure, ceriifation, or registration if their felony conviction

falls into certain timeframes as established in $tion 456.0635(2), Florida Statutes.. If you answ&'ES
to any of the following questions, please provida written explanation for each question including he
county and state of each termination or convictiondate of each termination or conviction, and copi®

of supporting documentation to the address belowSupporting documentation includes court dispositias
or agency orders where applicable.

10. Have you been convicted of, or entered a plea ittfiygar nolo contendere, regardless of adjudication
felony under Chapter 409, F.S. (relating to sogral economic assistance), Chapter 817, F.S. (rgltdi
fraudulent practices), Chapter 893, F.S. (relatindrug abuse prevention and control) or a sinfidlony
offense(s) in another state or jurisdictiorf# you responded NO, skip to 11) [ JYES[ INO

a. If“yes” to 10, for felonies of the first or secodégree, has it been more than 15 years from tiee da
of the plea or conviction, and completioraaf/ sentence or subsequent period of probation? [ IYES[ INO

b. If “yes” to 10, for felonies of the third degrd®s it been more than 10 years before the date of
the plea, sentence and completion of any subséquelation? (This question does not apply torfids
of the third degree under Section 893.13(6)(a)iffh Statutes). [ TYES[ INO
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APPLICANT NAME:

c. If“yes”to 10, for felonies of the third degraader Section 893.13(6)(a), Florida Statutes,itiasen
more than 5 years from the date of the plea, seatand completion of any subsequent probation? ]YES[ ]NO

d. If “yes” to 10, have you successfully completedragdcourt program that resulted in the plea for the
felony offense being withdrawn or the charges iisad?
(If “yes”, please provide supporting documentatiom [ TYES[ INO

11. Have you been convicted of, or entered a plea iitiyger nolo contendere to, regardless of
adjudication, to a felony under 21 U.S.C. s4.-80@0 (relating to controlled substances) or 42.0.S
ss. 1395-1396 (relating to public health, welfakéedicare and Medicaid issues)? [ 1TYES[ON

a. If“yes”to 11, has it been more than 15 years teetbe date of application since the sentence apd a
subsequent period of probation of such convictioplea ended? [ JYES[ INO

12. Have you ever been terminated for cause from thadd Medicaid Program pursuant to Section

409.913, Florida Statuteg® “No”, do not answer 12a.) [ TYES[ INO
a. If you have been terminated but reinstatede lyau been in good standing with the Florida
Medicaid Program for the most recent five years? [ 1YES[ INO
13. Have you ever been terminated for cause, pursoghetappeals procedures established by the state,
from any other state Medicaid prograr(i?“No”, do not answer 13a or 13b.) [ JYES[ INO
a. Have you been in good standing with adtdicaid program for the most recent five years? [ 1YES[ INO
b. Did the termination occur at least 20 gdzfore to the date of this application? [BS] ] NO

14. Are you currently listed on the United StateepBrtment of Health and Human Services Office
of Inspector General's List of Excluded induals and Entities? [ JYES[ INO

15. If “yes” to any of the questions 10 through 14 adyoan or before July 1, 2009, were you enrolled in
an educational or training program in the prof@ssn which you are seeking licensure that wasgeized
by this profession’s licensing board or the Deperit of Health?
(If “yes”, please provide official documentation veifying your enrollment status.) [ TYES[ INO

16. APPLICANT SIGNATURE:

| understand that these statements are true and cect and recognize that providing false information may result in
disciplinary action against my license or criminalpenalties pursuant to Sections 456.067, 456.07214%12, 461.013, 775.082,
775.083 and 775.084, Florida Statutes.

| hereby authorize all hospitals, institutions ororganizations, my references, personal physicianesmployers (past and
present) and all governmental agencies and instruméalities (local, state, federal or foreign) to retase to the Florida
Department of Health information which is material to my application for licensure.

| have carefully read the questions in the foregoig application and have answered them completely,ithiout reservations
of any kind, and | declare under penalty of s. 46012(2)(b), Florida Statutes, that my answers and dtatements made by me
herein are true and correct. Should | furnish anyfalse information in this application, | hereby agiee that such act shall
constitute cause for denial, suspension or revocati of my license to practice Medical Physicist inhe State of Florida.

I understand that my records are protected under he Federal and State Regulations governing Confidéality of Mental
Health Patient Records and cannot be disclosed wiblut my written consent unless otherwise provided ithe regulations. |
understand that my records are protected under thé-ederal and State Regulations governing Confidentiiy of Alcohol and
Drug Abuse Patient Records, 42CFR Part 2, and canhbe disclosed without my written consent unless berwise provided in
the regulations. | also understand that | may revke this consent at any time except to the extentahaction has been taken in
reliance on it.

APPLICANT SIGNATURE DATE
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HEALTH

LICENSE VERIFICATION
INSTRUCTIONS TO THE APPLICANT:
1. Complete the information in Part | only.
2. This form must be returned by the Council or &tpent which issued your license.

PART |: TO BE COMPLETED BY APPLICANT: (PRINT or T YPE)

Name

(Last) (First) (Middle)
Address:

(Street) (City) (State) (Zip/Postal Code)
DOB: / / License No.: tle ®f License:

PART Il: TO BE COMPLETED BY THE STATE BOARD OFFICE : (PRINT or TYPE)

The individual listed above has applied for liceesn Florida as a Medical Physicist. Before furtb@ensideration is given to
this application, we require the information reqadson this form. The Board may submit their stashdarification form in
lieu of completing this form, as long as you intgcahether or not discipline has been taken agtiadicense, and affix the
Board seal. This form should be mailed to the axidbelow.

Licensee Name:

(Last) (First) (Middle)

State: Title of License: License No.: Origswié Date: / /

THIS LICENSE IS CURRENTLY:
[ TActive [ ]lnactive [ ] Temporary [ Qther (Explain)

THIS LICENSE WAS OBTAINED BY:
[ ]Examination [ ] Grandfathering [ ] Reojgity/Endorsement

ACTION TAKEN AGAINST LICENSE:
[ 1 No Disciplinary Action Taken [ ] Disciplimg Action Taker

Please Affix
Board Seal

Print Name (Completing form) Title

Signature

* |If disciplinary action has been taken against titensee, please provide our office with any duentation regarding the disciplinary action.
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HEALTH

BOARD CERTIFICATION VERIFICATION

INSTRUCTIONS TO THE APPLICANT:
1. Complete the information in Part | only.
2. This form must be returned by the Council or &#&pent which issued your certification.

PART |: TO BE COMPLETED BY APPLICANT: (PRINT or T YPE)

Name

(Last) (First) (Middle)
Address:

(Street) (City) (State) (Zip/Postal Code)
DOB: / / Specialty for which you guplging:

PART Il: TO BE COMPLETED BY THE AMERICAN BOARD OFF ICE: (PRINT or TYPE)

The individual listed above has applied for licersn the State of Florida as a Medical Physi@store further
consideration may be given to this application reguire the information requested on this form. Bbard may submit their
standard verification form in lieu of completingstform, as long as the Board seal is affixed. Tdnsy should be mailed to
the address below.

Name:

Type of Certification:

Original Issue Date:

Certification Number:

THIS CERTIFICATION IS CURRENTLY:

[ JActive [ ]inactive [ ]JTemporary [ JO#r (Explain)

THIS CERTIFICATION WAS OBTAINED BY:

[ ]JExamination [ ]Grandfathering [ ]RecipitytEndorsement

Please Affix
Board Seal
Board
Print Name (Completing form) Title
Signature
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