
Commonwealth of Massachusetts
COMMITTEE ON ACUPUNCTURE

200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
Telephone: (781) 876-8210    Fax: (781) 876-8383 

www.mass.gov/massmedboard
FULL ACUPUNCTURE LICENSE APPLICATION

Application Fee:  
Please enclose a check or money order in the amount of $300.00 made payable to the



Commonwealth of Massachusetts.  The application fee is non-refundable.

Check One:

 FORMCHECKBOX 
 U.S. Graduate


 FORMCHECKBOX 
 International Graduate

Legal Name (do not use nicknames or initials, unless they are part of your legal name)

__________________________________________________________________________________________

Last Name (type or print clearly)
       First


Middle

 
     Suffix (Jr., etc.)

 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

Indicate all degrees: ____________
___________
 ___________
Other Name(s) Used  - List any other name(s) you have used which may appear on your identifying documents, such as acupuncture education and examination records. If not applicable, check here   FORMCHECKBOX 

__________________________________________________________________________________________

Last  Name (type or print clearly) 

First

Middle


    Suffix (Jr., etc.)

Date of Birth:  _____/____/______  
Social Security Number: ____________________ 

          Month  Day    Year
National Provider Identifier (NPI)  Number_______________________________________
Place of Birth:______________________________________________________________________________


City




State/Province/Territory
        Country if not US* 
*Mailing Address:_____________________________________________ Telephone:  ____________________


             Number and Street









__________________________________________________________________________________________

City





State/Province/Territory
 
Zip (or postal) Code

Home Address:_____________________________________________ Telephone:  ______________________



Number and Street

__________________________________________________________________________________________

             City





State/Province/Territory

Zip (or postal) Code

Business Address:__________________________________________ Telephone:  _______________________




Number and Street

__________________________________________________________________________________________

             City





State/Province/Territory

Zip (or postal) Code

E-mail Address:__________________________

Fax #:_______________________________________ 

*All correspondence will be sent to your mailing address

1.  UNDERGRADUATE EDUCATION:  List below the colleges or universities you attended.  An official transcript with the registrar’s signature and official school seal is required . Please attach a separate sheet of paper if necessary.
Name of school: ___________________________________________________________________________
Complete mailing address: ___________________________________________________________________

Dates attended:  From: ________/__________  To: ________/__________



  (Month)
        (Year)
         (Month)
(Year)  
Date Degree Awarded:  ________/__________



  (Month)
        (Year)  
Name of school: ___________________________________________________________________________

Complete mailing address: ___________________________________________________________________

Dates attended:  From: ________/__________  To: ________/__________




  (Month)
        (Year)
         (Month)
(Year)  

Date Degree Awarded:  ________/__________




  (Month)
        (Year)  

List below the school(s) at which you completed three semester hour courses, or the equivalent, in general biology, human physiology, and human anatomy.  An official transcript with with the registrar’s signature and official school seal is required.
2.  HUMAN ANATOMY (3 semester hour course)

Name of school: ____________________________________________________________________________
3.  HUMAN PHYSIOLOGY (3 semester hour course)

Name of school: ____________________________________________________________________________
4.  GENERAL BIOLOGY (3 semester hour course)

Name of school: ____________________________________________________________________________
5.  ACUPUNCTURE EDUCATION:  List below the acupuncture school(s) you attended.  An official transcript with with the registrar’s signature and official school seal is required.
Name of school: ___________________________________________________________________________

Complete mailing address: ___________________________________________________________________

Dates attended:  From: ________/__________  To: ________/__________




  (Month)
        (Year)
         (Month)
(Year)  

Date Degree Awarded:  ________/__________




  (Month)
        (Year)  

Name of school: ___________________________________________________________________________

Complete mailing address: ___________________________________________________________________

Dates attended:  From: ________/__________  To: ________/__________




  (Month)
        (Year)
         (Month)
(Year)  

Date Degree Awarded:  ________/__________




  (Month)
        (Year)  

6.  SUPERVISED PRACTICE:  List the number of hours spent in the supervised diagnosis and treatment of patients for whom you  were solely responsible. (100 hours required) 
_____________
7.  CHINESE HERBAL THERAPY COURSES: List the number of hours of Committee on Acupuncture (COA) approved Chinese Herbal Therapy courses. (30 hours required)
 _____________
8.  ACUPUNCTURE LICENSES
Have you ever been licensed or registered to practice acupuncture in any other states?    FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO

List states and countries in which you are currently or were licensed, regis​tered or otherwise practiced acupuncture.
State (abbr.)

     License Number

       Date Issued

    Expiration Date
________

____________________
______/_____/_______

______/_____/_______

________

____________________
______/_____/_______

______/_____/_______

________

____________________
______/_____/_______

______/_____/_______

9.  LICENSES OTHER THAN ACUPUNCTURE
List states and countries in which you are or were licensed, registered or otherwise practiced a healing art other than acupuncture, such as message therapy, medicine, chiropractic, nursing dentistry, etc.
or  FORMCHECKBOX 
 None 

State (abbr.)

     License Number

      Date Issued


    Expiration Date
________

____________________
______/_____/_______

______/_____/_______

________

____________________
______/_____/_______

______/_____/_______

________

____________________
______/_____/_______

______/_____/_______

10.  CERTIFICATION EXAMINATIONS
List acupuncture licensure and certification examinations you have taken previously.  (Include the NCCAOM written exam, the NCCAOM practical exam of point location skills (PEPLS), the CCAOM CNT/Practical course, and state and foreign licensure examinations.)  Add a separate sheet of paper if necessary.

              Name of Examination



    Date Attempted

   Examination Result
__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed

__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed

__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed

__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed

__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed
__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed

__________________________________

_____/_____/______

 FORMCHECKBOX 
  Passed     FORMCHECKBOX 
   Failed
11.  BOARD CERTIFICATION(S)
Applicants for a full acupuncture license must be currently NCCAOM board certified.  Please indicate your board certification(s)  

 FORMCHECKBOX 
   Acupuncture

Expiration date:  ______/______/_______
 FORMCHECKBOX 
  Oriental Medicine

Expiration date:  ______/______/_______

 FORMCHECKBOX 
  Chinese Herbology

Expiration date:  ______/______/_______
Note:  Please provide a copy of your curriculum vitae listing  the dates of your professional activities and/or other work activities, in chronological order, from the date that you graduated from acupuncture school to the date that this application is signed for a full acupuncture license. Please provide information regarding any gaps between personal activities and /or other work activities..
12.  STATEMENT OF APPLICANT
I hereby certify under penalty of perjury under the laws of the Commonwealth of Massachusetts that all statements made in this application and all information submitted in connection with this application are true in every respect.  I understand that misstatements and omissions of material facts may be cause for de​nial of this application, or for suspension or revocation of a license, or other disciplinary action as appropriate.

I hereby authorize all hospitals, institutions, organizations, my references, personal physicians, employers, and all gov​ernmental agencies and instrumentalities (local, state, federal and foreign) to release to the Massachusetts Committee on Acupuncture any information, files or records requested by the Committee.

I hereby certify that I have read the acupuncture regulations contained in 243 CMR 4.00 and 243 CMR 5.00.

Signature:___________________________________________    Date: _______/_______/_______
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