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Are you an active-duty member of the United States Armed Services? 

Are you a veteran of the United States Armed Services? 

 Are you the spouse of a veteran of the United States Armed Services? 

 Are you the spouse of an active member of the United States Armed Services? 

If you answered “Yes” to any of these questions, you may qualify for a reduction in 
your application fees. You can find information about the Florida Department of 

Health’s commitment to serving members and veterans of the United States Armed 
Forces and their families online at  

http://www.flhealthsource.gov/valor. 

http://www.flhealthsource.gov/valor
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Fees are subject to the date the license is issued. All licenses expire on February 28, every even-numbered year. 
Applicants must be at least 21 years of age. 

Select one method of licensure as an Acupuncturist (3801): 

 Examination (1022)- $405.00 

   Endorsement by NCCAOM Certification (1020)- $405.00 

 Endorsement through another State License (1030)- $405.00 

       
  

1. PERSONAL INFORMATION

 

 
 
 
 

 
 

 

 
 

 

 
 
 
 

 

 
 
 

 
 

Application for 
Acupuncture License 

Board of Acupuncture 
P.O. Box 6330 

Tallahassee, FL 32314-6330 
Fax: (850) 412-2681 

Email: mqa.acupuncture@flhealth.gov 

Do Not Write in this Space 
For Revenue Receipting Only 

Total fee of $405.00 includes the following: 
 

Application Fee  (non-refundable)  $200.00 
Initial Licensure Fee (refundable)       $200.00 
Unlicensed Activity Fee (refundable)  $5.00 

Fees must be paid in the form of a cashier’s check or money order, made payable to the Department of Health. Requests 
to withdraw or for a refund must be made in writing. Fees are refundable for up to three years from the date of receipt.  
 

Name: ______________________________________________________________________   Date of Birth: _______________ 
Last/Surname   First   Middle                 MM/DD/YYYY 

Mailing Address: (The address where mail and your license should be sent) 

___________________________________________________  _______  __________________________________ 
Street/P.O. Box       Apt. No.     City  

________________________________ ________  ___________________ _________________________________ 
State     ZIP       Country         Home/Cell Telephone 

Physical Location: (Required if mailing address is a P.O. Box- This address will be posted on the Department of Health’s website.) 

___________________________________________________  _______  __________________________________ 
Street  (Place of Employment)    Suite No.     City  

________________________________ ________  ___________________ _________________________________ 
State     ZIP       Country         Work/Cell Telephone 

EQUAL OPPORTUNITY DATA: 
We are required to ask that you furnish the following information as part of your voluntary compliance with 41 CFR Part 60-3-
Uniform Guidelines on Employee Selection Procedure (1978); 43 FR 38295 and 38296 (August 25, 1978). This information is 
gathered for statistical and reporting purposes only and does not in any way affect your candidacy for licensure. 

Gender:      Male Race:    Native Hawaiian or Pacific Islander Hispanic  or Latino  White 
     Female    American Indian or Alaska Native  Black or African American Asian 

   Two or More Races  

 
 

Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the 
line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email 
address with the board office. 

Yes No Email Address: ____________________________________________________ 

Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records 
request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing. 
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 Board of Acupuncture 
Financial Responsibility 

Name: _____________________________________________ 

The Financial Responsibility options are divided into two categories: coverage and exemptions. 
Choose only ONE option that best describes your situation, unless you choose option 4 in the “Financial Responsibility 
Coverage” section. Not making a choice or choosing more than one option will make this form invalid. Staff is unable to 
advise you on which option to choose. If you have questions regarding an option, consult your legal counsel, insurance 
company, or financial institution. 

FINANCIAL RESPONSIBILITY COVERAGE 

1. I hereby certify that I have professional liability coverage in an amount not less than $10,000 per claim, with a
minimum annual aggregate of not less than $30,000.

2. I hereby certify that I have an irrevocable letter of credit, established pursuant to ch. 675, Florida Statutes, in an
amount not less than $10,000 per claim, with a minimum aggregate availability of credit no less than $30,000.

3. I hereby certify that I have obtained a surety bond in an amount not less than $10,000 per claim, with a minimum
annual aggregate of not less than $30,000.

4. I am exempt from financial responsibility coverage (If you choose this option you must choose one option from
the exemption category below.)

EXEMPTION CATEGORIES OF FINANCIAL RESPONSIBILITY COVERAGE 

1. I practice exclusively as an officer, employee, or agent of the federal government, or of the state or its agencies or
subdivisions.

2. I practice only in conjunction with my teaching duties at an accredited acupuncture school.

3. I do not practice in the state of Florida.

I understand that providing false information may result in disciplinary action or criminal penalties as provided in s. 456.067, 
456.072, 775.082, 775.083, and 775.084, Florida Statutes. 

   Applicant Signature ____________________________________________________  Date ________________ 
 MM/DD/YYYY 

Board of Acupuncture 
4052 Bald Cypress Way Bin C-06 

Tallahassee, FL 32399-3257 

This form is required 
for ALL applicants. 
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Complete verifications must be sent directly from the licensing agency 
to the board office at MQA.Acupuncture@flhealth.gov, or mailed to:  

Board of Acupuncture 
4052 Bald Cypress Way Bin C-06 
Tallahassee, FL 32399-3257 

Board of Acupuncture License Verification Request

Part I: To be completed by applicant (Florida requires verification of all your current and previously held 
licenses.) 

Name: ____________________________________________________________________________________ 

Address: __________________________________________________________________________________ 

Name original license was issued under: _________________________________________________________ 

License Number: _____________________________________ State: _________________________________ 

I hereby authorize release of any information regarding my licensure status to the Florida Board of Acupuncture.  

Applicant Signature: _________________________________________________ Date: __________________ 
MM/DD/YYYY 

Part II: To be completed by state licensing agency 

All verifications must be in English and include the following criteria: 

* Typed on an official state form or letterhead
* Include an official board seal
* Signature and title of state board official

  The following information must be included in all verifications: 

* Licensee name * License number * State or jurisdiction of licensure
* Licensure status * Is license in good standing?
* Date of issuance/expiration
* Licensure method (examination or endorsement)
* Has this license ever been encumbered (denied, revoked, suspended, surrendered, limited, placed

on probation)?
* If this license has ever been encumbered, please provide certified copies of documentation

regarding the action with the completed license verification.


