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Date:       
Company Name:  
     
Attention:
     
     
Address:

     



     
City:


     




State:
     

Zip:      
Telephone:

     




Fax:         
*****LICENSE VERIFICATION*****

Fill in the italicized blanks only.

Practitioner Name:
     






License Number:
     
******************************************************************************************

Original License Date: ________________



Expiration Date: ________________

Is the practitioner active?







 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no

Is the practitioner in good standing?






 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no

Are there any disciplinary actions initiated or pending against this practitioner?
 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no

Has this practitioner’s license ever been denied, limited, suspended or revoked?
 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no

******************************************************************************************

For Board Use Only

Signature: __​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________

Printed Name:  ______________________________________________________________________

Title:  ______________________________________________________________________________

Date:  ______________________________________________________________________________
101 East Capitol Avenue, Suite 415, Little Rock, AR, 72201


Phone (501) 682-6167; Fax (501) 682-6165


� HYPERLINK "http://www.psychologyboard.arkansas.gov" �www.psychologyboard.arkansas.gov�
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