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MASSAGE THERAPY AFFIDAVIT AND RELEASE OF APPLICANT

I, the undersigned, hereby certify under oath that | am the person named in this application for a license to practice Massage Therapy in the State
of Ohio; that all statements | have made or shall make with respect thereto are true, that | am the original and lawful possessor and person named
in the various forms and credentials furnished or to be furnished to this Board with respect to my application; and that all documents, forms, or
copies thereof furnished or to be furnished with respect to my application are strictly true in every respect. | acknowledge that | have read the
general information and instructions for all applicants and that | have answered all questions in compliance with these instructions and understand
that the fee | submitted is neither refundable nor transferable.

| further state that by filing this application for a license to practice Massage Therapy in the State of Ohio, | hereby authorize and consent to have
an investigation made as to my moral character, professional reputation and fitness for the practice of Massage Therapy. | further authorize and
consent to the State Medical Board of Ohio and its agents or representatives accessing and reviewing my confidential personal information to carry
out their responsibilities for the State Medical Board of Ohio. | agree to give any further information which may be required in reference to my past
record. | understand that | will not receive a copy of any reports or know their contents and | further understand that the contents of any
investigative report will be confidential.

| further understand that my application for a license to practice Massage Therapy in the State of Ohio is an ongoing process. | will immediately
notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions contained in the Background Questions
section of the application if such a change in an answer is warranted at any time prior to licensure being granted to me by the State Medical Board
of Ohio. | further understand that failure to complete this application as requested by the Board within six months can be considered abandonment
of any request for licensure and that any fee | submitted is neither refundable nor transferable.

| authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution, or law
enforcement agency having control of any documents, records and other information pertaining to me to furnish to the State Medical Board of
Ohio any such information, including documents, records regarding charges or complaints filed against me, formal or informal, pending or closed,
or any other pertinent data and to permit the State Medical Board of Ohio or any of its agents or representatives to inspect and make copies of
such documents, records, and other information in connection with this application, subsequent licensure or practice thereunder.

| hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person, hospital, clinic,
governmental agency (local, state, federal or foreign), court, association, institution, or law enforcement agency furnishing information, of any and
all liability of every nature and kind arising out of investigation made by the State Medical Board of Ohio. | authorize the State Medical Board of
Ohio to release information, material, documents, orders or the like relating to me or to this application to any other governmental agency (local,
state, federal or foreign); or to any hospital, nursing home, clinic, health maintenance organization or similar institution; or to any professional
association. | further understand that issuance of a certificate to practice a limited branch of medicine or surgery in Ohio will be considered on the
truth of the statements and documents contained herein or to be furnished, which if false, can subject me to denial of said certificate.

Applicant’s Signature (must be signed in the presence of a notary
Applicant Photograph

Applicant’s Printed Last Name Securely tape or glue in this
square a current front-view 2" x

2" passport-type color photo of

" 5 - - - — - yourself; photo must have been
Applicant’s Printed First Name, Middle Initial, and Suffix (e.g., Jr.) taken within last six months.

Date of Signature

NOTARY
Dated Signed
State of County of
SUBSCRIBED AND SWORN TO before me this day of, 20

My Commission expires: NOTARY PUBLIC SIGNATURE & SEAL




