
 
 
 
 
 
 
 
 

 
 
 

ARKANSAS LICENSE VERIFICATION REQUEST 

 

 
Name:____________________________________________________________________________________ 

 

 

 

Arkansas Athletic Trainer License Number:______________________________________________________ 

 

 

 

 

Signature:__________________________________________________________ 
*By signing this document, I authorize the Arkansas State Board of Athletic Training to provide information to the listed entity below stating the 

current status of my Arkansas Athletic Trainer License including any claims filed with the Board against me.*  

 
____________________________________________________________________________________________________________ 

 

 

Address for Verification Request to be sent: 

 

 

 

Name:____________________________________________________________________________________ 

 

 

 

 

Street:____________________________________________________________________________________ 

 

 

 

 

City/State/Zip:_____________________________________________________________________________ 

 

 

 

 

E-mail Address:____________________________________________________________________________ 

 
 

Arkansas Department of Health 
Arkansas State Board of Athletic Training 

4815 W. Markham ST., Slot 73 •  Little Rock, AR  72205-3867 
(501) 683-4076  •  aratb@arkansas.gov  

 

 


