
INDIVIDUAL COURSE INFORMATION 
 

FOR EACH SEPARATE COURSE IN THE PROGRAM, SUPPLY THE FOLLOWING: 
 
Title:   ___________________________________________________________________________ 
 
         ___________________________________________________________________________ 
 
 
Course Date(s):    ____/____/____   ____/____/____   ____/____/____   ____/____/____ 
                                                                                     
 
Starting Time:     _________________  Ending Time:     ___________________ 
 
Hours of credit being requested for this course:  ______________ 
 
NAME OF EDUCATOR(S): 
 
(1)_________________________________________________________________________________ 
   FIRST    MI    LAST 
 

(2)_________________________________________________________________________________ 
   FIRST    MI    LAST 
 

(3)_________________________________________________________________________________ 
   FIRST    MI    LAST 
 

(4)_________________________________________________________________________________ 
   FIRST    MI    LAST 
 

(5)_________________________________________________________________________________ 
   FIRST    MI    LAST 

 
FORMAT (Lecture, Workshop, etc.): __________________________________________________ 
 
Is there an examination? Yes  ______________ No  _______________ 
 
Course Outline enclosed?* Yes  ______________ No  _______________ 
   (* Outline REQUIRED in order for course to be granted “certified” credit.) 
 
COURSE DESCRIPTION ____________________________________________________________ 
                                                                                     
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
Additional Comments:  ______________________________________________________________ 
 
 
______________________________________________________________     _________________ 
        NAME OF PERSON COMPLETING FORM                                         DATE 

 
                    
____________________________________________________________________________________ 
      SIGNATURE 

 
NOTE:  Complete, in as much detail as possible, and ATTACH A COURSE OUTLINE.  If course is 
subject to change or revision in any of the specifics supplied at the time of completion of 
this form, please note this fact in the comment field. 
 
  RETURN FORM TO:    N.C. State Board of Examiners in Optometry 
          109 North Graham Street 
      Wallace,  NC   28466 



 
VENDOR INFORMATION 

 
 
 

Kindly supply the following information: 
 
Vendor* Name:      _________________________________________________________________ 
                                                                            
                   _________________________________________________________________ 
                                                                            
Address:           _________________________________________________________________ 
                                                                            
                   _________________________________________________________________ 
                                                                            
                                                                            
City:              ___________________________ State: _____________ Zip: ___________ 
                                                                            
Country:           _________________________________________________________________ 
 
 
 
PRIMARY CONTACT PERSON 
 
Name:              _________________________________________________________________  
 
Position/Title:    _________________________________________________________________ 
                                                                                     
Phone Number:      __________________________ Fax Number: __________________________ 
                                                                                     
Address            _________________________________________________________________ 
(if different from above)  

                   _________________________________________________________________ 
 
 
LIST ANY OTHER KEY INDIVIDUALS ON A SEPARATE SHEET OF PAPER, IF SUCH INFORMATION IS 
APPROPRIATE.  LIST ATTACHED:   YES______      NO______ 
                                                                      
LOCATION OF PROGRAM                                                   
                                                                      
City:              ________________________________________   State: _______________ 
 
 
DATE(S) TO BE HELD:_________________________________________________________________ 
 
 
ATTACH A COPY OF THE PRINTED PROGRAM 
IF THERE WILL NOT BE A PRINTED PROGRAM, CHECK HERE:  ______ 
 
 
______________________________________________________________     _________________ 
        NAME OF PERSON COMPLETING FORM                                          DATE 

 
                    
____________________________________________________________________________________ 
       SIGNATURE 
 
* As used here, the term VENDOR refers to the person or persons, group or groups, offering the proposed program. 
 
 RETURN FORM TO: N.C. State Board of Optometry 
                                                                                     109 North Graham Street 
                                                                              Wallace, NC  28466 

 



INFORMATION TO BE SUPPLIED FOR EACH EDUCATOR 
 

 
 

Name: ______________________________________________________________________________ 
   LAST     FIRST     MI 
 
 
Address: ___________________________________________________________________________ 
                                                                                        
  ___________________________________________________________________________ 
                                                                                        
  ___________________________________________________________________________ 
   
  ___________________________________________________________________________ 
 
 
 
Phone Number: (_______) ________________________ 
     area code 
 
Social Security Number:  _________/______/_________ 
 
 
Academic Degree(s), and Conferring Institution(s): 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Primary Source of Income (Private Practice, Academia, Industry, Hospital, Clinic, etc.): 
 
____________________________________________________________________________________ 
 
 
 
If Applicable, Supply Academic Rank and Institution(s) in Which Held: 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
                
CURRICULUM VITAE IS ATTACHED: ____________ OR WILL BE FORWARDED:  __________ 
 
 
 
______________________________________________________________     _________________ 

NAME OF PERSON COMPLETING FORM                                         DATE 
 

                    
____________________________________________________________________________________ 

SIGNATURE 
 
 
RETURN FORM TO:        N.C. State Board of Examiners in Optometry 
                                              109 North Graham Street 
                                              Wallace,  NC  28466 
 


