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-- INSTRUCTIONS 1'NSWER EACH QUESTION, RE~.D T~IE STATEMENTSNTYHOATR FHOA~~~v;~szr~~E:~~L;_ ~-~~~:~~~~~~ ~~g~~~~\;~~Ns~:A~N~~~OU QR ANY SUCH ACTIONS 
1 WITHIN THE LP.ST YE.~R HAVE YUU BEEN CONVICfED OF A FELO ' 

PENDING BY A~IOTHER STATE'S LICENSURE/CERTIFICATION AUTHORITY? NO __ YES -----/ Z.t0 
' ' 0 ~ 0 Y"S t/ HOVRS OF PRACTICE PER WEEK------2. ARE YOU PRESENTL 'I WORKING IN YOUR LICENSED/CERTIFIED PROFESS I N? I _(___ " • _ O~ !rv-< 

V''He~T IS THE AO,D1fSS OF YOUR PR<fviARY P.),ACE OF EMPLOYMENT? STREET 0 ~-t ~~+ 1 ) ltl ¥bo _ qq-T::·n~---
C,ITY~F\::~ STATE{...±_ ZIP ({)f.:, 1112 TYPE OF AGENCY~'--="""~ I 1'\IC PHO~ C;!:_ OG'fJ£, 

4 WHft.T IS THE A~DRESS OF YOUR RESIDENCE? STREET Z e;ej~v-e,..v CITY _C.r-r>YV.. STATE · ZiP---

PHOGIE # g ~ - (, }f"- ()OO s 
--'7"1 D J_ IF YOU HAVE - N CERTIFIED BY ANY AMTRICAN SPECIALTY BOARD IN THE PAST YEAR, 5. HIGHEST DEGREE HELD __ ___::__!,_!,.t__ ___ ---:,--- 1 1 o ( 

lrM ?t>tf 11'4 cH 02 "" 5:1 rN<.-.e- t " • 
PLEASE SPECIFY BOARD AND DATE DY- "iODO NO INRI E IN THIS AREA ~ 

020004 0097 0193 01 022343 0056500 081211 s 
'7. IF 'IOU ARIC N·i OPTOMETRIST, ARE YOU QUALIFIED TO HOLD YOURSELF OUT AS AUTHORIZED TO PRACTICE ADVANCED OPTOMETRIC CARE? _ YES -----NO 

8. IF YOJ ,,,RE AN EMT. - " ~MT·I, OR '1RT, OR HOLD A LICENSE/CERTIFICATE IN A LEAD OR ASBESTOS DISCIPLINE. PROVIDE REFRESHER COURSE COMPLEfiON DAfE ---------

AND COURSe APPROVAL NUMBER · , ST r·OMPI y WI-H NIAND/ 
2_ iF YOU Afk 1, C.HIRO~R..ICTOR. DENTAL HYGIENIST, OCCUPATIONAL TI-IERAP!ST OR ASSISTANT, OPTiCIAN, OPTOMETRIST, OR SOCIAL ~ORKER, YOU tv~~;~ ~7 -_ ., 1 _ ,. 

TORY r.;or•llii'JUING EDUCATION REQUIREMENTS FOR LiCENSE RENEWAL: PHYSICIAN ASSISTANTS AND ADVANCED PRACTICE RNs MUS! MAINTAIN CER • i•·lvA, ION 1-RO>ol THE 

1\lftTIONAL C!::RTIFYING BODY THAT QUALIFIED THEM FOR INITIAL LICENSURE, IN ORDER TO RENEW SUCH LICENSES. . _ _ __ s· 

. POOIATRI~ O"'TEOPATHIC OR HOM;oOPATHIC PHYSICIM', OP10MErHIS1 OR PIIY ,. 

i O. ~L;~~U~:~,~~~E:::~~r;,;:~~~~~::~~~~;:~~~:~~~~:~~T ~~:~~:=A~~~C;:.:~~~~~~:~;c~ROFESSIO~~L :IABILITI IGISURANCE OR OTHER INDEMNITY 1\Gt,I~IGT LIA3lLITY f'OS PFiO 

FE3S\ON.t,L iv'1/-\U:JRI\CT!CE, !f\l t-.CCORDANCE WITH CT GENERAL STATUTES 

·, VER.IFY TH~T IT IS ACCURATE f,~!D THAT I SATISF-'Y THE REQUii=iEMENTS LISTED ~.DOVE .~S THEY 1 H!\VE: Rf\fi 1 ~'i'i~::~ THE li\JFORfvl.A.TlON PROV!DED AND REQUESTED ON THIS CARD. 

~L~~ ;,, 
---- ~-· ··--------------
0;.\TF 

INSTRUCTIONS AI"SWER EACH QUESTION, READ THE STATEMENTS THAT FOLLOW AS THEY RELATE TO YOUR LICENSE, AND SIGN BELOW 

1. WITHIN THE LAST YEAR HAVE YOU BEEN CONVICTED OF A FELONY OR HAVE YOU ~?NY DISCIPLINARY ACTION TAKEN AGAINST YOU OR ANY SUCH ACTIONS 
PENDING BY ANOTHER ST.I\TE'S LICENSURE/CERTIFICATION AUTHORITY? NO YES 

2. ARE YOU PRESENTLY WORKING IN YOUR LICENSED/CERTIFIED PROFESSION? NO ___ YES ~ H~~ S OF P.-EACTIC,f PE~ WEEK __ 2-_' __ C' ----
3. WHAT IS THE A,ODRESS OF.YOUf3/PRIMARY PL(ICE OF E~PLOYMENT? STREET f () 5Q ~)<t,V (3 t ~ ~-(__.. 

ciTY \;h ... >t 1·\t\,-p~~-- STAT(rl:::_ ziPV(;, II C TYPE oF_A<jiENcY M<-J.._, t..t.,A ~-"~"-'o"'---"'-'--~,.+----"'~-=--~ 
4. wHAT 1s THE ADDRE;p oF YouRJ'ESIDENcE? sTREET z. B e 1 ha v ~ ciTY-""'--=-=:'-'-"-""'-'-'---

PHONE # $ bt - G· :$ f- l)o 0 £ 
5. HIGHEST DEGREE HELD 1\11 Q 6. IF YOU HAVE BEEN CERTIFIED BY ANY AMERICAN SPECIALTY BOARD IN THE PAST YEAR, 

PLEASE SPECIFY BOARD AND DATE 

t DO NOT WRITE IN THIS AREA t 

020002 0072 0143 01 022343 005&500 082412 s 
7. IF YOU ARE AN OPTOMETRIST, ARE YOU QUALIFIED TO HOLD YOURSELF OUT AS AUTHORIZED TO PRACTICE ADVANCED OPTOMETRIC CARE? __ YES __ NO 

8. IF YOU ARE AN EMT, EMT-1, OR MRT, OR HOLD A LICENSE/CERTIFICATE IN A LEAD OR ASBESTOS DISCIPLINE, PROVIDE REFRESHER COURSE COMPLETION DATE-----
AND COURSE APPROVAL NUMBER------

9. IF YOU ARE A CHIROPRACTOR, DENTAL HYGIENIST, OCCUPATIONAL THERAPIST OR ASSISTANT, OPTICIAN, OPTOMETRIST, OR SOCIAL WORKER, YOU MUST COMPLY WITH MANDA

TORY CO~JTINUir'G EDUCATION REQUIREMENTS FOR LICENSE RENEWAL; PHYSICIAN ASSISTANTS AND ADVANCED PRACTICE RNs MUST MAINTAIN CERTIFICATION FROM THE 
NATIONAL CERTIFYING BODY THAT QUALIFIED THEM FOR INITIAL LICENSURE, IN ORDER TO RENEW SUCH LICENSES. 

10.1F YOU ARE LICENSED AS AN APRN, DENTAL HYGIENIST, CHIROPRACTIC, NATUROPATHIC, PODIATRIC, OSTEOPATHIC OR HOMEOPATHIC PHYSICIAN, OPTOMETRIST OR PHYSI· 

ClAN/SURGEON WHO PROVIDES DIRECT PATIENT CARE SERVICES, YOU MUST MAINTAIN PROFESSIONAL LIABILITY INSURANCE OR OTHER INDEMNITY AGAINST LIABILITY FOR PRO
FESSIONAL MALPRACTICE, IN ACCORDANCE WITH CT GENERAL STATUTES. 

I HAVE REVIEWED THE INFORMATION PROVIDED AND REQUESTED ON THIS CARD. I VERIFY THAT IT IS ACCURATE AND THAT I SATISFY THE REQUIREMENTS LISTED ABOVE AS THEY 

,AJPLY TO ~y CENSE/CE5'IFICATE;. o( .,_ _ .1 
1./) a? ~~<-4'PI /A_c) I v-. J ~ 

I 
SIGNATURE DATE 

't.',. 


