AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION

Applicant: in the presence of a notary public, sign and date this form with attached photo.
Email to KSBHA _Licensing@ks.gov or mail it directly to the Kansas State Board of Healing Arts.

I, the undersigned, being duly sworn, hereby certify under oath that I am the person named in this application, that all statements |
have made or shall make with respect thereto are true, that | am the original and lawful possessor of and person named in the
various forms and credentials furnished or to be furnished with respect to my application, and that all documents, forms, or copies
thereof furnished or to be furnished with respect to my application are strictly true in every aspect.

I acknowledge that | have read and understand the application for Physical Therapist or Physical Therapist Assistant Licensure and
have answered all questions contained in the application truthfully and completely. | further acknowledge that failure on my part
to answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and state laws.

| authorize and request every person, hospital, clinic, government agency (local, state, federal, or foreign), court, association,
institution, or law enforcement agency having custody or control of any documents, records, and other information pertaining to
me to furnish to the Board any such information, including documents, records regarding charges or complaints filed against me,
formal or informal, pending or closed, or any other pertinent data, and to permit the Board or any of its agents or representatives to
inspect and make copies of such documents, records, and other information in connection with this application.

I hereby release, discharge, and exonerate the Board, its agents or representatives, and any person, hospital, clinic, government
agency (local, state, federal, or foreign), court, association, institution, or law enforcement agency having custody or control of any
documents, records, and other information pertaining to me of any and all liability of every nature and kind arising out of
investigation made by the Board.

I will immediately notify the Board in writing of any changes to the answers to any of the questions contained in this application if
a change occurs any time prior to a license to practice Physical Therapy being granted to me by the Board.

I understand my failure to answer questions contained in this application truthfully and completely may lead to denial, revocation,
or other disciplinary sanction of my license to practice Physical Therapy.

Applicant’s signature (must be signed in the presence of a notary)

Applicant
Photograph Applicant’s printed last name, first name, middle initial, and suffix (e.g., Jr.)

Attach a 2 x 3- inch color
photograph of applicant, with head
and shoulder areas only, taken
within the last 90 days.

Date of sighature (must correspond to date of notarization)

[Please note: The notary must be clearly visible when submitting electronically]

NOTARY

State of , County of ,

| certify that on the date set forth below, the individual named above did appear personally before me and that I did identify this
applicant by: (a) comparing his/her physical appearance with the photograph on the identifying document presented by the
applicant and with the photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form
with the signature on his/her identifying document.

The statements on this document are subscribed and sworn to before me by the applicant on this day of , 20

Notary Public Signature My Notary Commission Expires

Kansas State Board of Healing Arts
800 SW Jackson — Lower Level, Suite A., Topeka, KS 66612
Phone: (785) 296-7413; Fax: (785) 296-0852; Email: KSBHA_L.icensing@ks.gov
www.ksbha.org 12/1/2020
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