FLORIDA DEPARTMENT OF

HEALT

BOARD OF ORTHOTISTS AND PROSTHETISTS
4052 Bald Cypress Way, Bin # C07
Tallahassee, Florida 32399-3257

850/245-4355

UPDATE SUPERVISOR FORM

REGISTRATION IN AN
ORTHOTIC OR PROSTHETIC INTERNSHIP/RESIDENCY PROGRAM

Please read these instructions and the laws gongetine practice of orthotics and prosthetics beforapleting this form.
Within 30 days receipt of this form, you will bense@ written status noticerYou can also visit the board’s web site for
additional information at www.doh.state.fl.us/mga/OrthPros/index.html

FORM PRPOCESSING:

No form is complete until all required documentaton is received Every question on this form must be answereddéduments
and photos become a permanent part of your filecandot be returned. You will be notified in wrdiif any additional
documentation is required to complete this forntni®are reviewed in date order receivedaritten notice of the status will be
sent to you at the mailing address you give inftis). The Board office must be notififld MEDIATELY in writing of any
changes to this form. Failure to do so could reauthe denial of this form or revocation of licens.EXAMPLES: change of
address, employment, licensure status in anothi, sr an incorrect answer to a question. Asrender to all applicants, please
understand that Chapter 456.013(1)(a), Floridaufst provides that an incomplete form shall expire year after initial filing
with the department.

MAILING ADDRESS:

List your complete mailing address, including dteeed apartment numbers and zip codes. The maitidgess given in this form is
where any correspondence from this office will betsincluding the permanent license. You caizata P.O. Box or practice
mailing address in lieu of a home address if yonotw@avoid having your home address listed on¥leb Site. If there is a change
in your mailing address, you must submit any chamgeiting . Include in your letter your full name, your sdaacurity number,
the complete new address and new telephone numbers.
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FORM CHECKLIST

Use the following checklist to help ensure that gend in all necessary documentation for licensutiee State of Florida.
1. FORM.

e All questions answered on all required pages aqdéstion not applicable, marked with N/A.
« All"YES" answers accompanied by an explanatioaffidavit, as instructed.

2. PHOTO. Attach (1) 2"X2" photo to applicat HEAD AND SHOULDERS ONLY.

3. ADDRESS. The correct mailing addressiedi, in full. If there is ANY CHANGE IN ADDRESS dug the
application process, you must immediatelyfnttie board office of any change in writing.

4. VERIFICATION(S) OF LICENSE IN ANOTHER STATOR COUNTRY.

MAIL APPLICATION TO:

Board of Orthotists and Prosthetists
4052 Bald Cypress Way, Bin #C07
Tallahassee, Florida 32399-3257
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FLORIDA DEPARTMENT OF

CONFIDENTIAL AND EXEMPT FROM PUBLIC
RECORDS DISCLOSURE

Florida Department of Health
Board of Orthotists & Prosthetists

Name:

Last First Middle

Social Security Number:

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 USCS § 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.

4052 Bald Cypress Way, Bin # C07
Tallahassee, Florida 32399-3257

DH-MQA 1133, 7/2009
Rule 64B14-4.100, F.A.C.



FLORIDA DEPARTMENT OF

HEALT

DEPARTMENT OF HEALTH
BOARD OF ORTHOTISTS & PROSTHETISTS

UPDATE SUPERVISOR FORM

REGISTRATION IN AN
ORTHOTIC OR PROSTHETIC INTERNSHIP/RESIDENCY PROGRAM

CATEGORY:
Profession: [ ] Orthotist [ ] Prosthetist
Program: [ ] Internship [ ] Residency

PROFILE DATA:

1. NAME:

(Last) (First) (Middle)

Have you changed your name through marriage or through action of a court, or have you ever been known by any
other name? [ ] Yes [ ] No

If yes, list name(s) (Last, First, Middle) and Date(s) of change and attach a copy of the legal document

2. a. MAILING ADDRESS:

(Street and Number) (Apt. Number)
(City) (County) (State) (Zip Code)
b. PRACTICE ADDRESS:
(Street and Number) (Apt. Number)
(City) (County) (State) (Zip Code)
3. TELEPHONE: (__) )
Home: Area Code/Phone Number Work: Area Code/Phone Number
4. PERSONAL DATA:
a. E-mail Address:
b. Date of Birth: c. Place of Birth:
(Month/Day/Year) (City/State/Country)

d. We are required to ask that you furnish the following information as part of you voluntary compliance with Section
2, Uniform Guidelines on Employee Selection Procedure (1978) 43 FR 38296 (August 25, 1978). This information
is gathered for statistical and reporting purposes only and does not in any way affect your candidacy for licensure.

RACE: [ ] Caucasian [ ] African-American/Black [ ] Hispanic [ ] Asian [ ] Native American [ ] Other

SEX: []Male [ ] Female STAPLE
e. Height: Weight: Eye Color: PHOTO
DO NOT GLUE,
PASTE OR TAPE
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5. INTERN/RESIDENT REGISTRATION STATUS: (Attach add itional sheets if necessary)

a. Do you now hold or have held a license or certificate of registration to practice any profession under Chapter 468,
Part XIV, F.S., in any state, U.S. territory or foreign country? [ ] Yes[ ] No

If yes, list all such licenses/registrations

(State) (fype of license) Stat_us) (month/year of issuance)
(State) (fype of license) Stat_us) (month/year of iIssuance)

* Each state must complete the attached verification form and submit it directly to the Board office.

6. UNDERGRADUATE AND GRADUATE EDUCATION INFORMATION : (Provide additional sheets if necessary)

Transcripts and/or certificates must be provide

Name and Location of Institution:

d directly to the board office from institution

Dates of Attendance:

Number of Hours Completed:

Type of Degree Earned and Date Received:

Name and Location of Institution:

Dates of Attendance:

Number of Hours Completed:

Type of Degree Earned and Date Received:

7. Please provide an explanation in changing superviso

8. SUPERVISOR'S INFORMATION (To be completed by In tern/Resident Applicant’s Supervisor)

Name of Supervisor:

Florida License #

Practice Location:

(Street Address)

(Apt #)

(city)

Telephone Number:  ( )

(State) (zip)

Date Internship/Residency Starts:

Month/Day/Year

DH-MQA 1133, 7/2009
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Date Internship/Residency Ends:

Month/Day/Year



NOTE: Registration is not to exceed 2 years

| agree to supervise the referenced resident/intern in accordance to the requirements set forth in Rule 64B14-
4.100(4) (a). | further agree that if this supervision is terminated for any reason, | shall inform the Board in writing
within five (5) business days. At the conclusion of the supervision period | shall complete the Verification of Clinical
Experience form confirming the completion of the training period. | will also include a detailed narrative of my work
experience and reasons for early termination of supervision.

The above information is true and correct to the best of my knowledge.

(Signature of Supervisor) (Date)
9. INTERN/RESIDENT AFFIRMATION

| agree to abide by the laws and rules of the state of Florida and to follow the direction of my supervisor in
accordance to the requirements set forth by Rule 64B14-4.100(4) (a). | further agree that if this supervision is
terminated for any reason, | shall inform the Board in writing within five (5) business days. | will also include a
detailed narrative of my work experience and reasons for early termination of supervision.

1, , certify the above information is true and correct.
Print Name

Signature of Internship/Residency Applicant Date
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