
Date: 

Oklahoma State Board of Medical Licensure and Supervision 
Board Secretary Approval Request 

License Type __ _ Number Name 
-----------

Requested Change: 

Employment Information 

Type of change: New Employment _ Change of Employment_ Additional Employment __ 

Practice Address: 
-------------------------

Employment Contact Name: ____________________ _

Practice Phone: 
-------

Fill out Employment Statement of Work Page 

Continuing Education 

Course Title 

Community Service 

Name of Organization/ 
Description of Service hours 

Therapy 

Name of Organization/Description 

Other 

Name of Organization/Description 

Hours Requested ______ _ 

Date Hours Remarks 

Date Hours Remarks 

Date Hours Remarks 

Date Hours Remarks 

Board Secretary Approves __ _ Disapproves __ _ 

Board Secretary Comments: 
-------------------------

Date Board Secretary's Signature ________________ _ 
--------

Applicant/ Licensee's Signature Date 
----------------- --------

 



Job Duties 

July 2023 

Oklahoma State Board of Medical Licensure and Supervision 
Board Secretary Approval Request 
Employment Statement of Work 


