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Inactive Status to Active Status 
(2009 – 2011 Form) 

 
In order to consider your application, please submit the following: 
 

• 6 CEU’s for each year that you were in an inactive status prior to 07/01/09: 
• 9 CEU’s for each year that you were in an inactive status after 07/01/09: 
• Copy of last license 

 
Please complete the following so we may update our records: 

 
Name: ______________________________________________________________________________ 
                First Name                                                                         Middle Name                                                         Last Name 
 
Date of Birth: __________________________________ SS#: _________________________________ 
 
Mailing Address: ______________________________________________________________________ 
 
____________________________________________________________________________________ 
City                                                                                                          State                                                                  Zip 
 
Street Address: _______________________________________________________________________ 
 
____________________________________________________________________________________ 
City                                                                                                         State                                                                   Zip 
 
Phone: __________________________________ Cell Phone: _________________________________ 
 
Place of Employment: __________________________________________________________________ 
 
Street Address: _______________________________________________________________________ 
 
____________________________________________________________________________________ 
City                                                                                                          State                                                                  Zip 
 
 
Work Phone: ______________________________ Days/Hours Worked: _________________________ 
 
 
 
 
 
 
 
 
 

Arkansas 

STATE BOARD OF MASSAGE THERAPY 

PO Box 2019 
Little Rock, AR 72203 

Phone: (501) 683-1448 
Fax: (501) 683-1426 
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Professional Licensure History – Please Check 
(attach additional sheets if necessary) 

 
A) Have you ever been refused a license of certification to practice massage,                �  Yes      �  No 
    or any other license or certification, or the renewal thereof, in any state or 
    jurisdiction? 
 
B) Have you ever had a license or certification of registration to practice massage         �  Yes      �  No 
    or any other licensed profession revoked, denied, restricted, suspended or 
    otherwise acted against (including probation, fine, reprimand or surrender 
    license) in a disciplinary proceeding in any state, federal or foreign authority; 
    or have you ever surrendered such credential to avoid or in connection with 
    such action by such authority? 
 
C) Have you ever been convicted of or found guilty of or entered a plea of guilty            � Yes       � No 
    or nolo contendere to any offense that would constitute a felony or constitute 
    the offense of prostitution, either in this state or the United States? 
     
If you answered yes to any of the above questions you must attach complete details as to jurisdiction 
(state & county), offense, disposition, license numbers, dates, and relevant circumstances. 
 
NOTE: The Arkansas State Board of Massage Therapy reserves the right to request a Criminal 
Background Check before the issuance of a license. 
 

Affirmation of Applicant 
 
Applicant 
I declare and affirm that the statements made in this application, and any accompanying documents, are 
true, complete and correct. I understand that any false or misleading information in, or in connection with, 
my application may be cause for denial or loss of licensure and may result in criminal prosecution. I also 
certify that I have not practiced in massage therapy during my inactive status. 
 
 
 
__________________________________________________ License #: _____________ 
Signature of Applicant 
 
 
__________________________________________________ 
Date 


