
Radiological Technologist Registration Form 
 

 
Name:  ___________________________________________________________ 

Address: 

 Mailing Address:  _____________________________________________ 

 City:  _______________________________________________________ 

 State, Zip:  ___________________________________________________ 

Phone w/area code:  _________________________________________________ 

DOB:  ________________________  SSN:  _____________________________ 

 
 
 
Name of chiropractic clinic where employed.  Please use the clinic mailing 
address. 
  
Clinic Name:  ______________________________________________________ 

 Doctor:  _____________________________________________________ 

 Mailing Address:  ______________________________________________ 

 City:  _______________________________________________________ 

 State, Zip:  ___________________________________________________ 

Phone w/area code:  _________________________________________________ 

 
 
 
Are you also employed as a Chiropractic Assistant?    Yes        No 
 
 
 
You must keep the Board of Chiropractic Examiners 
notified of any changes to the above information. 
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