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VERIFICATION OF INTERNSHIP

	SECTION 1 – TO BE COMPLETED BY APPLICANT
To be eligible for a license in the State of Louisiana, an applicant shall have completed an internship of 300 hours in exercise physiology under the supervision of a licensed exercise physiologist.

Complete Section 1 of this form and forward to a licensed exercise physiologist for completion of Section 2.


I am applying for licensure to practice clinical exercise physiology in the state of Louisiana. This is authorization to release all information in your files concerning me, favorable or otherwise, to the Louisiana State Board of Medical Examiners.

Printed Name: _________________________________

SS#: _________________________________________  

Street Address: _________________________________

City: ____________________________ State: ______________Zip: ________________

Signature: _____________________________________________     


	SECTION 2 – TO BE COMPLETED BY A LICENSED EXERCISE PHYSIOLOGIST
Please verify the records of the above applicant who is applying for a Clinical Exercise Physiologist license in the State of Louisiana.
I verify that the above referenced Clinical Exercise Physiologist served a 300-hour internship under my supervision.

Name of institution where served: _____________________________________

Dates of Internship (300 hours): Start date:________________________  End date:________________________

Was the internship successfully completed?  ______Yes   ______No
Comments:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date:______________________ 		Printed Name:________________________________________________________
					Signature: ___________________________________________________________
					Name of Institution:____________________________________________________
					Address:______________________________________________________________

DO NOT RETURN TO APPLICANT
Mail to: 
Louisiana State Board of Medical Examiners
630 Camp Street
New Orleans, LA 70130
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