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MUST BE TYPED (fillable form) 

OR  

BLOCK PRINTED


ATTACH PHOTO HERE

APPLICATION FOR ACUPUNCTURE DETOXIFICATION SPECIALIST
	Name: Last
     
	First
     
	Middle
     
	Suffix (Sr., Jr.)
     
	Suffix (MD/DO)
     

	List all names in which you have ever been known:
     

	Social Security Number
     
	Driver’s License Number & State
     

	Address
	Home Address
	Street & Number

     
	City
     
	State
     

	
	
	Zip + 4
     
	County/Parish

     
	Country if not U.S.

     
	Telephone (Area code, number).
     

	
	Preferred Mailing Address
	Street Number or Post Office Box

     
	City

     
	State

     

	
	
	Zip + 4
     
	County/Parish
     
	Country if not U.S.
     
	Telephone (Area code, #, Ext.)
     

 FORMTEXT 
     
	Pager Number
     

	Identification
	Race
     
	Sex

     
	Weight

     
	Height

     
	Eyes

     
	Hair

     
	Marks

     

	Birth

(must submit ORIGINAL or Certified Copy of birth certificate)
	Place

     
	Date

     
	Are you a U.S. Citizen?

     

	
	If not native born citizen of the U.S., give the following information:


	Type of visa:

     

	
	
	If Naturalized, give certificate number:

     

	
	
	INS number:

     

	
	
	Petition number:

     

	
	
	Date issued:

     

	
	
	District court through which issued:

     

	Marital Status
	Spouses First Name:
     
	Last Name (if different from yours)

     

	U.S. Active Duty
	Branch
     
	Dates Served: 

From:                                To:      
	Discharge

     


	Education
	ADS Training

	High School

     
	Location
     

	City, State & Country, if not U.S.

     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/Year Graduated

     
	Month/Year Started
     
	Monty/Year Ended
     
	Specialty
     

	College/University

     
	Location
     

	City, State & Country, if not U.S.

     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started
     
	Monty/Year Ended
     
	Specialty
     

	College/University

     
	Hospital/Program
     

	City, State & Country, if not U.S.

     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/ Year Ended

     
	Degree
     
	Month/Year Started
     
	Month/ Year Ended

     
	Specialty
     

	College/University

     
	Location
     

	City, State & Country, if not U.S.

     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started

     
	Month/ Year Ended

     
	Specialty
     

	Professional School
     
	Location
     

	City, State & Country, if not U.S.

     
	City, State & Country, if not U.S.
     

	Month/Year Started

     
	Month/ Year Ended

     
	Degree

     
	Month/Year Started

     
	Month/ Year Ended

     
	Specialty
     

	Practice History and Non-Professional Activity (Do NOT include Training)

Account for ALL time not specified above, in chronological order, from High School to the present.

	From MO/YR
	To MO/YR
	City
	State or Country
	Employer or practice setting 
(Clinic, Hosp., Solo/Group, Etc.)
	Specialty or Activity

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	      /      
	      /      
	     
	     
	     
	     

	States in which license/certificate obtained and basis of licensure/certification:
     


1
Describe previous acupuncture detoxification activities in chronological order, indicating nature of such activities, positions held, location and address of such activities, and inclusive dates of such activities. If none – enter none
	     


2
State the name and address of licensed physicians/licensed acupuncturist who supervised your activities as an acupuncture detoxification specialist in the activities detailed above. If none – enter none
	     



3
Have you ever been appointed or employed at a licensed or accredited Louisiana hospital, medical school, or clinic to perform acupuncture detoxification for research purposes (enter yes or no) ?      , if so, state 

a. Name and address of such hospital, medical school, or clinic: 

	     


b. Inclusive dates of such employment or appointment:

	     


c. Provide a concise statement of the nature and purpose of the research conducted.

	     


d. Attach a copy of the protocol of such research program.

e. State whether or not a report was made of such research and the results thereof:      .  If so, state the title of such report and date thereof:     

	     


f. 
Identify by name, position, and address the person or persons directly responsible for or supervising such research: 

	     


g. Attach hereto a notarized certificate from each such person or persons attesting that you were employed or appointed to conduct such research; the nature and purpose of such research; and that such employment or appointment was performed satisfactorily by you in accordance with the research protocol.

Supervisory Arrangements:

In the event a certificate to practice as an acupuncture detoxification specialist is issued by this Board, describe in detail the following:

a. Name, title and professional address of the certified medical doctor or licensed acupuncturist licensed by this Board to practice by whom you will be employed. 

	Name
	Title
	Professional Address

	     
	     
	     


b.
Duties, services, and functions that will be assigned to you by such employer. 

	     


c. Address where you will perform such duties, services, and functions. 

	     


d. Attach a copy of the supervision agreement for such practice.

Attach a check or money order payable to the Louisiana State Board of Medical Examiners in the amount of $50.00 as an application and processing fee.  NO FEES ARE REFUNDABLE.

