Arkansas Department of Health Radiologic Technology
Licensure Program Limited Scope of Practice in Radiography
Examination Application

This application is designed for use by the candidates seeking state licensure for Limited Scope of Practice in
Radiography

Social Security #

Your Birth Date:

Suggestion regarding this next If you are concerned as to what name you should use when registering for this
. . examination, utilize your drivers license or passport as a guide. Your FIRST and LAST
Important step: names must match your valid, government issued photo 1D, middle name or initial
are optional. If you have changed your name for any reason, update your ID to reflect
your correct information, then register with the corrected information. NOTE: The
accuracy of your address is no longer a consideration to be admitted to the exam.

SECTION (1) Candidate Information

Please print clearly

Last Name:

First Name: Middle Initial:

Address or

P.0. BOX

(City) (State) (Zip

Daytime Phone # Evening Phone #

Email address: @

*See suggestion listed above regarding names matching ID’s
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All applicants are required to complete the Core Module of the Limited Scope of Practice in
Radiography Examination administered by the American Registry of Radiologic Technologists
with a score of 70% or higher. The selected skeletal modules also require a score of 70% or higher
in order to receive a Limited Skeletal License in the State of Arkansas.

SECTION (2) Modules of Examination: (Check all modules in which you desire to test)

CORE

CHEST

EXTREMITIES

SKULL/SINUS

SPINE

PODIATRY

SECTION (3) Statement of Facts

1, the undersigned, hereby verify that all statements and information contained in this application are true and correct. |
hereby verify that | have read and understand all rules and regulations set forth by the Arkansas State Board of Health
pertaining to the use of ionizing radiation in the practice of Limited Skeletal radiography and the operation of Medical X-
Ray equipment.

/ /20
( Print Name ) ( Date)

( Signature )
SECTION (4) Instructions and Fees
MAIL THIS APPLICATION FORM AND YOUR $100.00 CHECK OR MONEY ORDER TO:
Arkansas Department of Health
Radiation Control Section
Radiologic Technology Licensure Program
Freeway Medical Building
5800 W. 10™ Street, Suite 100
Little Rock, AR 72204

If this form is not completed in its entirety and/or testing fee is not included, this application will not be
processed.

All fees are nonrefundable

You may download additional applications from our website @ www.healthy.arkansas.gov/rtl
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