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A. NAME OF BUSINESS OR INSTITUTION: JOB TITLE 

ADDRESS:    STREET NUMBER  STREET NAME CITY    STATE ZIP CODE 

SUPERVISOR’S NAME: DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYEMENT/ATTENDANCE: 

FROM:_____/_____/_____ 
     M      DAY     YEAR 

TO:    _____/_____/_____ 

  M       DAY    YEAR 

TYPE OF EXPERIENCE: 

  __________   Clinical (DIRECT PATIENT CARE) 

    __________   Technological (MEDICAL) 

TYPE OF EMPLOYMENT: 

____FULL-TIME    ____PART-TIME 

B. NAME OF BUSINESS OR INSTITUTION: JOB TITLE 

ADDRESS:    STREET NUMBER  STREET NAME CITY    STATE ZIP CODE 

SUPERVISOR’S NAME: DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYEMENT/ATTENDANCE: 

FROM:_____/_____/_____ 
     MM     DAY   YEAR 

TO:    _____/_____/_____ 
     MM     DAY    YEAR 

TYPE OF EXPERIENCE: 

  __________   Clinical (DIRECT PATIENT CARE) 

    __________    Technological (MEDICAL) 

TYPE OF EMPLOYMENT: 

____FULL-TIME    ____PART-TIME 

C. NAME OF BUSINESS OR INSTITUTION: JOB TITLE 

ADDRESS:    STREET NUMBER  STREET NAME CITY    STATE ZIP CODE 

SUPERVISOR’S NAME: DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYEMENT/ATTENDANCE: 

FROM:_____/_____/_____ 
     MM     DAY   YEAR 

TO:    _____/_____/_____ 

     MM     DAY    YEAR 

TYPE OF EXPERIENCE: 

  __________   Clinical (DIRECT PATIENT CARE) 

    __________    Technological (MEDICAL) 

TYPE OF EMPLOYMENT: 

____FULL-TIME    ____PART-TIME 

CLINICAL AND/OR TECHNOLOGICAL MEDICAL EXPERIENCE 

APPLICANT:  Please list 3 years of clinical or technological medical experience, or both.  Copy this page if additional 

space is needed. 
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CONSULTING PHYSICIAN AGREEMENT FORM

THIS IS TO CERTIFY THAT THE UNDERSIGNED HAS READ AND ARE FAMILIAR WITH THE 
MEDICAL PRACTICE ACT RULES AND REGULATIONS PERTAINING THERETO.  THIS 
AGREEMENT ALSO ATTESTS TO FOLLOW ALL SAFETY PROCEDURES AND RULES, AS 
STATED IN THE OFFICE SAFETY PROTOCOL.     

SENIOR LASER PRACTITIONER INFORMATION 

__________________________________________________________________________ 
Senior Laser Practitioner Name (PRINT) 

_________________________________________________________________________ _______________________________ 
Senior Laser Practitioner Signature  DATE  

CONSULTING PHYSICIAN INFORMATION 

The agreement must include contact information for the consulting physician in the event of problems 
that may arise. 

________________________________ ________________________________________________________________________ 
Consulting Physician Name (PRINT) LICENSE # 

_______________________________ ________________________________________________________________________ 
Consulting Physician Signature  DATE 

_________________________________________________________________ ________________________________________________ 
Consulting Physician Address  

__________________________________________________________________________ _________________________________________ 
City                                                       State                      Zip Code  
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