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STATE VERIFICATION FORM RECIPROCITY LICENSURE REQUEST

	has made application for reciprocal licensure in
name of applicant
the Commonwealth of Massachusetts. According to the information he or she has filed, the applicant states he or she is currently licensed in your state. Please complete the following and return one (1) copy to the applicant within ten (10) days.
APPLICANT NAME 	


ADDRESS		




DATE OF BIRTH: 	SOCIAL SECURITY NUMBER.: 	
Mandatory

LICENSE NUMBER.: 	DATE ISSUED : 	EXPIRATION DATE: 	

1. Is the above information the same as your records indicate? Yes □	No □
If no, please explain: 	


2. Was your state the state of the applicant’s original licensure? Yes □ No □
If yes, give date: 	.
If no, what do your records indicate as the state of original licensure? 	

3. Did the applicant take a written examination for licensure? Yes □	No □
If yes, which examination(s): 	

Exam Series No.: 	Total Raw Score:	Scale Score:	

4. According to your records, is the applicant in good standing with your Board at this time?
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Yes□	No □
If no, please explain: 	


5. According to your records, has the applicant ever been disciplined by your Board or any other state agency? Yes □ No □

If yes, please explain: 	



6. Was the applicant required to do an Administrator In Training program in your state? Yes□	No□
If yes, was program completed? Yes □ No □
Length of AIT Practicum: 	

7. Has the applicant, according to your records, ever been convicted of a felony? Yes □	No□
If yes, please explain: 	



8. Please make any additional comments in the space provided: 	




The Board appreciates your cooperation in supplying the information requested. Once you have completed the form please, place it in the envelope provided and sign your name across the envelope seal. Then send it to the applicant.


CHAIRMAN OR DESIGNATED ADMINISTRATOR: 	
Signature

DATE: 	 STATE: 	
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