10451 Mill Run Circle, Suite 200 * Owings Mills, MD 21117
phone 877.776.2200 °* local 410.581.6222 < fax 410.581.6228 ¢ online www.BOCusa.org

BOC Reciprocity Application Form

Application Type

[ Jorthotist, BOC-Certified (BOCO®) Fee - $296. $275 [ ] Prosthetist, BOC-Certified (BOCP®) Fee - $295 $275
[ Jorthotist/Prosthetist, BOC-Certified (BOCPO™) Fee - $26@. $275  [__| BOC Pedorthist (BOCPD™) Fee - $280. $195
[ certified Orthotic Fitter (COF®) Fee - 150, $125 [ ] certified Mastectomy Fitter (CMF®) Fee ~$60. $50

Personal Information

Last Name First Name Middle Initial

Date of Birth (mm/dd/yyyy) Social Security/Canadian Health Number Gender|:|M |:|F

Education Level (check highest level and enter year completed):
o High School - Year o Associates Degree — Year o Baccalaureate — Year o Post Baccalaureate — Year

Present Professional Status

ABC Orthotist l:IABC Prosthetist |:|ABC Orthotist/Prosthetist

|:|ABC C.Ped |:|ABC Orthotic Fitter |:|ABC Mastectomy Fitter

Home Street Address Apt Number:

City State/Province Zip Country

Telephone (with area code) E-mail-

Workplace

Company Name Immediate Supervisor

Street Address Suite Number

City State/Province Zip

Telephone (with area code) Fax

Preferred Mailing Address? o Home o Work Is this facility accredited? o Yes o No o Not sure

Questionnaire — Select Yes (Y) or No (N) for each. Please explain any “yes” answers on a separate sheet.
Have you ever been named as a defendant in a professional liability suit during the past five years? |:| Y |:| N
Have there been any settlements or judgments involving your professional practice during the past five years? |:| Y |:| N

Has your professional certification or license ever been restricted, limited, reduced, denied, suspended, revoked,
or cancelled? |:| Y |:| N

Have you ever been convicted of a felony? HRAILY

Has Medicaid or any other medical reimbursement plan, ever brought formal charges against you for alleged
inappropriate fees or Quality of Care issues? |:| Y |:| N

Has your professional liability coverage ever been restricted, limited, denied, or denied renewal? |:| Y |:| N


Carli.Cohen
Typewritten Text

Carli.Cohen
Typewritten Text


BOC

Payment
[ Jorthotist, BOC-Certified (BOCO®) 3296, $275
Prosthetist, BOC-Certified (BOCP®) $295_ $275
Orthotist/Prosthetist, BOC-Certified (BOCPO™)  $40Q_ $275
BOC Pedorthist (BOCPD™) $706. $195
Certified Orthotic Fitter (COF®) $8Q_ $125
[ ]certified Mastectomy Fitter (CMF®) $BeL $50
DCredit Card Amount: $ DCheck Check No.:
Card Number: Exp.__ [/ Amount Enclosed: $
oMasterCard aVISA  oDiscover Make Check or Money Order (in U.S. Dollars) payable to
BOC. If check is returned for any reason, we must
The issuer of the card identified on this form is authorized to pay the receive a bank draft, money order or credit card payment
amount shown as TOTAL upon proper presentation. | agree to pay such with an additional fee of $35.00 to cover the returned
TOTAL (together with any other charges due thereon) subject to and in check-processing fee. An alternate check will not be
accordance with the Agreement governing the use of such card. accepted at this time.
Signature:

| attest that the information reported on this application, and in all accompanying documentation is true and accurate to the best of my
knowledge.

Signature Date

Mail or fax application form and a copy of your certificate with payment to BOC:
Board of Certification/Accreditation, International
10451 Mill Run Circle, Suite 200
Owings Mills, MD 21117

Direct fax for Certification Coordinator, Wendy Solomon: (410)753-8801
Please be sure to include “Reciprocity Application — [insert type]” in the subject line.

FOR OFFICE USE ONLY
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