IOWA DEPARTMENT OF PUBLIC HEALTH, BUREAU OF RADIOLOGICAL HEALTH
LUCAS STATE OFFICE BUILDING, 5TH FLOOR, 321 EAST 12TH STREET, DES MOINES, IOWA 50319
APPLICATION TO ADD A CLASSIFICATION TO AN EXISTING GENERAL DIAGNOSTIC TECHNOLOGIST,
NUCLEAR MEDICINE TECHNOLOGIST, OR RADIATION THERAPIST PERMIT TO PRACTICE

INSTRUCTIONS FOR COMPLETING THIS FORM:

Print or type the required information. Provide the appropriate document(s). Send the completed form and the fee
indicated below in a check or money order made payable to: lowa Department of Public Health, Bureau of
Radiological Health Lucas State Office Building, 5th Floor, 321 East 12th Street, Des Moines, I1A 50319

*Please include a copy of proof of a passing score on ARRT or NMTCB examination (as appropriate). Current
membership is not required.

To add General Diagnostic Technologist:

Submit this application, a copy of proof of passing the ARRT General Diagnostic Radiography certification exam,
and the nonrefundable $25 amendment fee to the address above.

To add Nuclear Medicine Technologist:

Submit this application, a copy of proof of passing the ARRT or NMTCB Nuclear Medicine Technologist certification
exam, and the nonrefundable $25 amendment fee to the address above.

To add Radiation Therapist:

Submit this application, a copy of proof of passing the ARRT radiation therapy certification exam, and the
nonrefundable $25 amendment fee to the address above.

If you have any questions, please contact: *

Charlene Craig Phone: 515-281-0415 Email: charlene.craig@idph.iowa.gov

APPLICANT’S INFORMATION:

First Name: *

Middle Name:

Last Name: *

Street Address: *

City: * State: * Zip: *
Phone Number 1: * Phone Number 2:
Email: SSN: *

Permit Number *




CATEGORY TO BE ADDED:

General Diagnostic Technologist

Nuclear Medicine Technologist

Radiation Therapist

EMPLOYER INFORMATION: (Use additional pages for employer information if necessary)

Contact Type: * Current Employer

First Name: *

No Employer

Previous Employer

Last Name: *

Phone Number: *

Email Address:

Business Name: *

Street Address: *

City: *

Comments:

State: *

Zip Code: *

Contact Type: * Current Employer

First Name: *

No Employer

Previous Employer

Last Name: *

Phone Number: *

Email Address:

Business Name: *

Street Address: *

City: *

Comments:

State: *

Zip Code: *

OUT OF STATE LICENSES:

below

State of Issuance: *

If you have a current, expired, or inactive permit or license in another state, please list the details

Type of License: *

License Number: *

License Expiration Date: *




CLASSIFICATION INFORMATION:

General Radiologic Technologist permit

Certification Organization: *

American Registry of Radiologic Technologists(ARRT)

ARRT Registration Type: *

ARRT Registration#:*

Do you maintain current ARRT registration? * Yes No
ARRT Expiration Date: *

(MM/DD/YY)
ARRT Biennium End Date: *

(MM/DD/YY)

Radiation Therapist

Certification Organization: *

American Registry of Radiologic Technologists(ARRT)

ARRT Registration Type: *

ARRT Registration#:*

Do you maintain current ARRT registration? *

Yes

No

ARRT Expiration Date: *

(MM/DD/YY)

ARRT Biennium End Date: *

(MM/DD/YY)




NUCLEAR MEDICINE TECHNOLOGIST

ARRT or NMTCB Registration Type: * ARRT NMTCB

ARRT or NMTCB Registration#:*

Do you maintain current ARRT or NMTCB Yes No
registration? *

ARRT or NMTCB Expiration Date: *

(MM/DD/YY)

ARRT or NMTCB Biennium End Date: *

(MM/DD/YY)

Privacy Act Notice: Disclosure of your social security number on this application is required by 42 U.S.C. § 666(a)
(13) and lowa Code § 252J).8(1). The number will be used in connection with the collection of child support
obligations and as an internal means to accurately identify licensees, and may be shared with taxing authorities as
allowed by law including lowa Code § 421.18.

| hereby certify and declare under penalty of perjury that the information | provided in this document, including
any attachments, is true and correct. | am responsible for the accuracy of the information provided regardless of
who completes and submits the application. | understand that providing false and misleading information in or
concerning my application may be cause for disciplinary action, denial, revocation, and/or criminal prosecution. |
also understand that | am required to update answers or information submitted herewith if the response or the
information changes.

In submitting this application, | consent to any reasonable inquiry that may be necessary to verify or clarify the
information | provided on or in conjunction with this application.

| understand that this information is a public record in accordance with lowa Code chapter 22 and that application
information is public information, subject to the exceptions contained in lowa law.

| have read the Administrative Rules governing this profession and | agree to comply with those provisions.

SIGNATURE OF APPLICANT DATE
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