
CHANGE NOTIFICATION FORM 
 
 
Athletic Trainer Name _____________________________________________________________ 

Mailing Address _________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 
 
Email Address ___________________________________________________ 
 
Is this a mailing address change? Yes No AT License Number ________________ 
 
 

Idaho code (IDAPA 22.01.10.013) requires each licensed athletic trainer to notify the Board within 
thirty (30) days of any change in the status if their directing physician. Failure to do so is grounds for 
disciplinary action. 

 

Please complete all sections of all forms, sign and return to the Board with all supporting documentation 
Medicine prior to practice. 
 
I am changing adding practice sites and directing physicians. 
 
My new primary directing physician is: ___________________________________________________ 
 
My new alternate directing physician(s) is/are: _____________________________________________ 
 
____________________________________________________________________________________ 
 
My new practice location is: ______________________________________________________________ 
 
____________________________________________________________________________________ 
 
 

Other Changes: 
 
 The practice site listed above will be on a part time basis in addition to my primary practice. 
 
 I am deleting the following directing physician(s) or practice site(s): _________________________ 
 
 __________________________________________________________________________________ 
 
 

I hereby notify the Idaho State Board of Medicine of the following changes in my direction and/or practice. 
Attached to this form are the Service Plan or Protocol forms and Directing Physician Registration form 
with the fee, if applicable. A copy of form 8, Pages 1-4, will be kept on file at each of my practice locations 
and the address of the primary directing physician.  
 
 
Submitted by: ______________________________________ 
(Please type or print name) 
 
 
Signature: _________________________________________  

Effective date: ______________ 
 

 
 

Rev. 10/2014 



General Checklist for Athletic Trainer Practice Change Forms 
 

** Questions?  E-mail jodi.adcock@bom.idaho.gov ** 
 
Directing Physician Registration (Form 1): Fill in the top section. This form is required from your 

directing physician(s). Directing physician registration fee needs to accompany this form 
only if primary directing physician is NOT already registered OR a chiropractor. Names and 
addresses must be legible. Chiropractic physicians may need to register with the Bureau of 
Occupational Licenses, as well as the Board of Medicine. 

 
Athletic Training Service Plan or Protocol (Form 7): Fill in top section. Form must be signed by 

licensee and directing physician(s) and notarized by a notary public. Once complete, form 
must be returned to the Board of Medicine. NOTE: Most physicians have a notary public in 
their office. 

 
Athletic Training Service Plan or Protocol (Form 8, pgs. 1-4): To be completed by licensee and 

directing physician (and alt. directing physician, if applicable). Practice site(s) listed should 
be main practice site with contracted sites listed below it. Travel sites do not need to be 
listed. You DO NOT need to submit Form 8, pgs. 1-4 to the Board of Medicine unless they 
are requested. 

 
FAXED or emailed documents can be accepted. FAX# (208) 327-7005. 

mailto:jodi.adcock@bom.idaho.gov
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