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Texas Board of Chiropractic Examiners
333 Guadalupe Street, Suite 3-825
Austin, Texas 78701
(512) 305-6700
(512) 305-6705 Fax

REINSTATEMENT APPLICATION

APPLICANT’S NAME:

TEXAS CHIROPRACTIC LICENSE NUMBER:

1. FEES MUST BE PAID BY MONEY ORDER/CASHIER’S CHECK.
ALL FEES ARE NON-REFUNDABLE. Please submit the following fees:

= $145 application processing fee made payable to the Texas Board of
Chiropractic Examiners

CRIMINAL BACKGROUND INVESTIGATIONS:

Texas applicants are REQUIRED to have their fingerprints

processed at Morpho Trust USA. Morpho Trust will collect all
fingerprint fees and transmit your prints directly to the Department of

Public Safety and the FBI. Once the investigation has been completed,
the results will be sent directly to the Board.

If vou reside outside of Texas AND have submitted this

application for processing, please send an email to
licensing@thbce.state.tx.us requesting that a fingerprint card be mailed to

you. Once you have received the card, please register and take the card
to a local police station to have your prints taken.

2. Official letter of good standing or Certification of Licensure from ALL states or
countries that you have ever held a license. You are required to have been actively
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practicing in one of those states or countries for at least the past three (3) years.
The certification must include your license number, the issue date, the expiration
date, and must include information on any disciplinary action which may have
been taken against you.

3. Passport style color photo size 2 x 2” taken within the last six months.

4. Completed background check. An arrest record or conviction of crime does not
preclude acceptance of an applicant. However, if additional information or further
inquiry is deemed necessary there may be a delay in acceptance of the applicant.
The Board may reject an application based on their determination as to the
applicant’s moral character.

5. Additional information may be requested by the Board.

IMPORTANT NOTE: Do not have any documents sent to the
Board until you have submitted your application and fees. All
documents received prior to receiving your application will not be
kept and you will be required to resubmit them.
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Each applicant must answer all questions completely. Insufficient or false answers will cause the
application to be rejected. All information must be typewritten or PRINTED legibly in BLUE INK.

1. First Name: Middle Name Last Name

Maiden or Other Names:

2. Home Address: (No PO Box):

City: State: Zip Code:
Telephone Number: ( ) How long at this address?

Cell Number: ( ) E-mail address:

Fax Number: ( )

3. Office Address:

City: State: Zip Code:

Name of Practice:

Telephone Number: ( ) Fax Number: ( )

4. Social Security Number:

5. Date and place of birth: / /

1. If foreign born, give date of entry, immigration to this country, and date and place of naturalization:

6. Drivers License Number: State:

2. Name of Chiropractic College:

< Exact date of entry: day/month/year )

< Exact date of graduation: day/month/year ,

3. Under what name did you graduate?

4. What state(s) do you currently hold or have you in the past held a license in?

5. Are your licenses in full force? Yes/ No Suspended? Yes / No
Cancelled? Yes / No Voluntarily Dropped? Yes/ No Revoked? Yes / No

6. How long has the above license(s) been in force and effect?
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7. Have you ever been convicted of a misdemeanor or felony? Yes/ No
Failure to answer this question honestly can result in the denial of your application.

8. Have you ever been the subject of a disciplinary action by this Board or any other licensing agency?
Yes/ No
If yes, please send copies of all details.

9. Are there pending complaints against you in any other states or countries? Yes/No

My name is

(First) (Middle) (Last)

My date of birth is

My address is

(Address), (City), (State), (Zip) and (Country)

I declare under penalty of perjury that the foregoing is true and correct. | understand that no one else may
submit this form on my behalf and that | am accountable and responsible for the accuracy of any answer or
statement on this form.

Further, | understand it is a violation of the Texas Chiropractic Act, section 201.5025 and the Texas Penal
Code, section 37.10, to submit a false statement to the TBCE.

Signature: Date:

SHOULD YOU HAVE ANY QUESTIONS REGARDING THIS APPLICATION,
PLEASE CONTACT OUR LICENSING DEPARTMENT AT
licensing@tbce.state.tx.us
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Texas Board of Chiropractic Examiners
333 Guadalupe Street, Suite 3-825
Austin, Texas 78701
Telephone: (512) 305-6700
FAX: (512) 305-6705

CERTIFICATION OF LICENSE (English only)

APPLICANT: Please complete the top portion of this request and forward it to the licensing board of every
state or country in which you have ever held a license to practice chiropractic.
(This form may be copied).

Name as it appears on license:

Address
Street number City State Zip

Date of Birth: License Number:

LICENSING BOARD: To assist the Texas Board of Chiropractic Examiners with evaluating
the above D.C.’s application, we would appreciate your completion of the following:

Name: License Number:
State: Status:
Date Issued: Expiration

Has the license ever been subject to discipline, suspension or revocation? [ ]Yes [ ] No

IF YES, please explain:

What was the basis for granting the applicant’s license in your state? (Please check one)
[ ] Examination [ ] Reciprocity [ ] Other

IF OTHER, please explain:

Signature of Certifying Official Date

Title

(OFFICIAL BOARD SEAL)
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