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Final Order / Continuing Education Credit 

Florida Laws and Rules Application 
Board of Physical Therapy 

P.O. Box 6330 

Tallahassee, FL 32314-6330 

Website: floridasphysicaltherapy.gov 

Email: info@floridasphysicaltherapy.gov 

Phone: (850) 245-4373 

Fax: (850) 414-6860 
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This application is only for use by current license holders and should only be used to fulfill a Final Order requirement 
or to apply for continuing education credit. 
 

  

Choose the appropriate license type:        

 

 
 

Choose the reason for application: 
          

 
 
    

     I have registered online with the FSBPT ( https://www.fsbpt.org ) for the Florida laws and rules exam 
 

 

1. PERSONAL INFORMATION 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Physical Therapist (5501)         Physical Therapist Assistant (5502) 
    

License #: ______________              License #: ______________ 

Final Order / Continuing Education Credit 

Florida Laws and Rules Application 
Board of Physical Therapy 

4052 Bald Cypress Way, Bin C-05 

Tallahassee, FL 32399-3255 

Fax: (850) 245-4373 

Email: info@floridasphysicaltherapy.gov 

Name: ________________________________________________________________________   Date of Birth: ______________ 

 Last/Surname   First   Middle                    MM/DD/YYYY 
 

Mailing Address: (The address where mail and your license should be sent) 

 

___________________________________________________  _______  ___________________________________ 
Street/P.O. Box       Apt. No.     City  

 

________________________________ ________  ___________________ __________________________________ 
State     ZIP       Country         Home/Cell Telephone (Input without dashes) 
 

Practice Location: (Required if mailing address is a P.O. Box- This address will be posted on the Department of Health’s website) 

 

___________________________________________________  _______  ___________________________________ 
Street        Suite No.      City  

 

________________________________ ________  ___________________ __________________________________ 
State     ZIP       Country        Work/Cell Telephone (Input without dashes) 
 

EQUAL OPPORTUNITY DATA: 
 

We are required to ask that you furnish the following information as part of your voluntary compliance with CFR 41 Part 60-3-Uniform 

Guidelines on Employee Selection Procedure (1978); 43 FR 38295 and 38296 (August 25, 1978). This information is gathered for 

statistical and reporting purposes only and does not in any way affect your candidacy for licensure. 
 

Gender:       Male  Race:     Native Hawaiian or Pacific Islander Hispanic  or Latino   White  

      Female     American Indian or Alaska Native  Black or African American  Asian  

      Two or More Races  
 

 

 

 

Email Notification: To be notified of the status of your application by email, check the “Yes” box and fill in your email address on the 

line provided. If you choose to be notified via email you will be responsible for checking your email regularly and updating your email 

address with the board office. 
 

  Yes  No Email Address: ___________________________________________________ 

Under Florida law, email addresses are public records. If you do not want your email address released in response to a public records 

request, do not provide an email address or send electronic mail to our office. Instead contact the office by phone or in writing. 

Fulfill Final Order      Continuing Education Credit 
 

Case #: ____________________ 
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https://www.fsbpt.org/
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