APPLICATION  FOR  LICENSURE  BY  RECIPROCITY

A CELMO CERTIFICATE WILL SIGNIFICANTLY ACCELERATE THE PROCESS OF APPROVING A RECIPROCAL LICENSE APPLICATION. (www.arbo.org)

Please return this application with fee of $150.00 payable to the Kansas State Board of Examiners in Optometry to: Jan Murray, Executive Officer, Kansas State Board of Examiners in Optometry, 3109 W. 6th, Suite B, Lawrence, KS  66049.

TO THE KANSAS STATE BOARD OF EXAMINERS IN OPTOMETRY:

I, ___________________________________, hereby petition the Kansas State Board of Examiners in Optometry for a therapeutic license by reciprocity, under the laws of the State of Kansas and the Rules and Regulations of the Kansas State Board of Examiners in Optometry.  To evidence my qualifications and right to take such an examination, I show the following:

1.   My full name is _______________________________________________________

     My present address is: __________________________________________________

                                                                          (Street)

                                         __________________________________________________

                                            (City)                                                      (State)    (Zip Code)

     My phone number is _________________  My email address is__________________

    My social security number is* ___________________________________.

2.  My age is ________and I was born on the ________ day of ________________,

20_____, in ____________________________________________________________.

                              (City)                                    (County)                            (State)

     My marital status is:___________________________________________________

     My spouse's name (if married) is:_______________________________________

3.  Have you ever previously filed an application for admission to practice optometry in the State of Kansas? __________ If yes, please explain.

*You are required to provide your social security number as part of this application pursuant to 42 U.S.C.§ 666(a)(13) and K.S.A. 74-148. Your social security number will be used for identifying you, reporting to the National Practitioner Data Bank or Healthcare Integrity and Protection Data Bank and will be provided to the Kansas Department of Revenue pursuant to K.S.A. 74-139 and Kansas Social Rehabilitation Services pursuant to K.S. A. 74-148 and 39-758

4. Have you ever been examined by any other state and/or national licensing board?____________  If yes, give dates, places, and results (pass/fail) of the examination.

5.   Are you currently licensed to practice in any other jurisdictions?_______ If yes, list where.

6.   Have you (a) ever had a license to practice optometry in any state revoked or suspended or ever voluntarily surrendered such a license; or (b) been the subject to any disciplinary action; or (c) within the 24 months preceding this application been the subject of an investigation or proceeding that could have lead to disciplinary action by any state professional licensing authority?  If your answer to any of these questions is yes, please explain, giving dates, places, and reasons. (Use back of this form if necessary.)

7.   Have you ever been refused an optometry examination in any jurisdiction? ________  If yes, give dates, places, and reasons.

8.   Have you ever changed your name by court order or otherwise? ________   If  yes,  please explain.

9.   Have you ever been convicted of any criminal offense(s) other than minor traffic violations? ________   If yes, give date(s),  place(s), and nature of offense(s).

10. Criminal Background Check:

A. Follow instructions for fingerprinting at http://www.accesskansas.org/kbi/criminalhistory/request_fingerprint.shtml
B. Fingerprint cards may also be obtained from the Kansas Board of Examiners in Optometry.

C. Contact your local law enforcement to arrange to be fingerprinted. Or, you may have it done at the KBI in Topeka Monday, Wednesday and Friday, 9:00 am to noon and 1:00 – 3:00 pm.

D. Direct KBI to send the results of the criminal background check to the KS Board of Examiners in Optometry, 3109 W 6th St Ste B, Lawrence KS 66049.

E. It takes about 3-4 weeks for the Board of Optometry to receive the results of the background check, so be sure to complete this part of your application in plenty of time for the Board to have your results 30 days prior to the exam. 

11. My education was acquired at the following places and times:  (PLEASE BE SURE TO SUBMIT ALL TRANSCRIPTS OF SCHOOLS LISTED BELOW)

 (a)  I graduated from the _________________________________High School in 

            ___________________________________________in the year ____________.

                                                (City)                      (State)

(b)  I attended the following colleges or universities and received the following degree or degrees on the dates mentioned:

(c)  I have spent ________ years in the study of optometry in the schools named below during the times mentioned:

 (d)  I served as an extern, intern, or preceptor for ____________________                                                                                          

    (length of time)

          at _______________________________________________________(location)     

(e)  I received the degree of Doctor of Optometry from __________________                                                                              

(School)

          on the ________day of _______________, 19____.  

(f)  In addition to copies of transcripts from schools listed in (a), (b), and (c) above, an applicant must provide a copy of his/her diploma from optometry school.

12.  I offer the following as proof of at least three consecutive years of active practice in __________, which is a reciprocal state with Kansas, prior to the date of application for reciprocal licensure:

13. If graduated before 1999, provide evidence of a 15 hour course in the use of oral drugs in ocular therapeutics. Kansas also requires proof of 24 hours of glaucoma education and co-management of at least 20 glaucoma patients. At least 10 of those 20 must be confirmed with glaucoma. Provide proof of 48 hours of continuing education in the two years prior to applying.

14. Provide the location where you intend to practice optometry in Kansas.

15. Proof of Good Character:  Three written character references must accompany this application; two must be from optometrists familiar with the applicant's work.  If the applicant is a recent graduate, one reference shall be from the academic supervisor.  For all other applicants, one reference shall be from the current or most recent work supervisor.  References from individuals other than optometrists may be accepted under extenuating circumstances and shall address the applicant's moral character.  The Board requests, but does not require, that at least one of the certificates provided be signed by a Kansas optometrist in actual practice. For the convenience of the applicant, the certificates are on separate sheets that can be mailed to persons asked to confirm good character. Please have the certificates mailed back to you and then forward them to the Secretary-Treasurer of the board along with the rest of the application.  ATTACH A PHOTO OF YOURSELF (at least 2 X 3”) TO EACH FORM BEFORE SUBMITTING IT TO YOUR REFERENCES.

16.  I submit the names and addresses of these persons, who are not related to me, to whom reference may be made:

      _______________________________________________________________________

      _______________________________________________________________________

      _______________________________________________________________________

17.  Verification:

     STATE OF ______________________    COUNTY OF _______________________

     ______________________________________ being duly sworn, deposes, and says he/she is the petitioner (applicant) above named and that he/she has carefully read the above statements and that the same are true and correct; and if granted a license to practice optometry in Kansas will adhere strictly to the ethics of the profession, and abide by the rulings of the Kansas State Board of Examiners in Optometry.

                                        ______________________________________

                                        (Applicant's signature)

                                        Subscribed and sworn to and before me this _____ day of 

     __________19____.

             (SEAL)      

                                        ______________________________________

                                        (Notary Public)

                                        My commission expires: _______________

CERTIFICATE OF GOOD CHARACTER

I, ______________________________________, certify that I have known the applicant, ____________________________________, for _________years and he/she is of good moral character.  I also certify that the attached photograph is a likeness of the said applicant.  I (AM)  (AM NOT) familiar with the applicant's  work in the field of optometry.  I hereby recommend said applicant for a license to practice optometry in the State of Kansas. 

_____________________________________   ________________________________

(Signature)                                   



(Date)

_____________________________________________________________________

(Street Address)                        (City)           (State)         (Zip)

To the applicant:  Please attach a recent photograph (at least 2 x 3”) to this page before submitting to certifier for signature.

----------------------------------------------------------------------------------------------------

CERTIFICATE OF GOOD CHARACTER

I, ______________________________________, certify that I have known the applicant, ____________________________________, for _________years and he/she is of good moral character.  I also certify that the attached photograph is a likeness of the said applicant.  I (AM)  (AM NOT) familiar with the applicant's  work in the field of optometry.  I hereby recommend said applicant for a license to practice optometry in the State of Kansas. 

______________________________________   ________________________________

(Signature)                                   


(Date)

________________________________________________________________________

(Street Address)                        (City)           (State)         (Zip)

To the applicant:  Please attach a recent photograph (at least 2 X 3”) to this page before submitting to certifier for signature.

CERTIFICATE OF GOOD CHARACTER

I, ______________________________________, certify that I have known the applicant, ____________________________________, for _________years and he/she is of good moral character.  I also certify that the attached photograph is a likeness of the said applicant.  I (AM)  (AM NOT) familiar with the applicant's work in the field of optometry.  I hereby recommend said applicant for a license to practice optometry in the State of Kansas 

____________________________________   ________________________________

(Signature)                                   


(Date)

_______________________________________________________________________

(Street Address)               
       (City)           (State)         (Zip)

To the applicant:  Please attach a recent photograph (at least 2 X 3”) to this page before submitting to certifier for signature.

SWORN RECIPROCITY STATEMENT BY OPTOMETRIC LICENSING AUTHORITY

The following information shall be supplied by the optometric licensing authority governing the state in which the applicant is currently licensed to practice optometry.

1.   The applicant,__________________________________, is currently licensed and in good standing in the state of ____________________.  The applicant holds license number _________.

2.   The applicant's license has never been limited, suspended, or revoked nor has the applicant ever voluntarily surrendered such a license; and (b) has never been the subject of any disciplinary action; and (c) within the 24 months preceding this statement has not been the subject of an investigation or proceeding that could have lead to disciplinary action by any state professional licensing authority EXCEPT AS LISTED ON THE OPPOSITE SIDE OF THIS STATEMENT. 

3.   The applicant is currently in active practice and has been in active practice for at least the past three consecutive years in this state.

4.   The applicant was examined by the Board of Optometry on  ________________.

                                                                                                          (Date)

5.  List below the areas covered by the examinations and the grades (pass/fail) received by the applicant in each area. (USE REVERSE SIDE IF ADDITIONAL SPACE REQUIRED)

6.   Please state whether or not Kansas optometrists are allowed the privilege of licensure by reciprocity in your state. ______________________________

7.   The applicant IS/IS NOT licensed to use diagnostic pharmaceutical agents.

8.   The applicant IS/IS NOT licensed to use therapeutic pharmaceutical agents.

9.    The applicant IS/IS NOT licensed to prescribe pharmaceutical agents for the


treatment of glaucoma.

10.  The applicant IS/IS NOT licensed to prescribe oral pharmaceutical agents.

11.   Other comments:

Statement form completed by:  

___________________________________________________

               (Board member's name)                (Title)

________________________________________________________________________

(Street address)         
      (City)              (State)             (Zip)

                              _______________________________________________

                               (Signature)

15.  Verification:

                                        STATE OF ____________________________

                                        COUNTY OF ___________________________

                                        Subscribed and sworn to and before me this ______day of 

     _________19_______

          (SEAL)   

                                       ______________________________________

                                       (Notary Public)                         

                                       My commission expires: _______________

(If a seal is not available, please have a notary public verify this form. Thank you)
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