
 
 

 
Application for Continuing Education Units 

 
Sponsor Information 

 
Sponsored by: ________________________________________________________________________ 
 
Address: _____________________________________________________________________________ 

 
_____________________________________________________________________________________   
 
Phone: (    )________________ Fax: (   )___________________E-Mail: ___________________________ 
 
Co-Sponsor: __________________________________________________________________________ 
 
Address: _____________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Phone: (    )________________ Fax: (   )___________________E-Mail: ___________________________ 
 
Signature of person(s) authorized to sign course completion certificates: _________________________________________ 
 
Printed name of person(s) authorized to sign course completion certificates: ______________________________________ 
 

Program Information 
 
Program Title: _________________________________________________________________________ 
 
Program Location: _____________________________________________________________________ 
 
Program Date(s): ______________________________________________________________________ 
 
Program Objectives: ___________________________________________________________________ 
 
Program Content: ______________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
 

Total Contact Hours (excluding breaks) 
 
Attach course brochure or additional material showing a detailed
 

Mail to: 
Arkansas State Board of Phy

9 Shackleford Plaza,  
Little Rock, AR 72

  
BOARD USE ON

 
 

Course approved by: ____________________________
 

Date: _____________

ARKANSAS STATE BOARD OF PHYSICAL THERAPY 
 schedule of course and specific objectives. 

sical Therapy 
Suite 3 
211 

LY 

_________ # of  hours ______________ 

_____ 
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