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Colorado Division of Registrations   
Office of Licensing–Acupuncture 
(303) 894-7800 / FAX (303) 894-7693  
www.dora.state.co.us/registrations 

Reactivation Application
ACUPUNCTURIST

Fee: $132

 

To reactivate your inactive Acupuncturist license, you must: 
• Complete this form, attaching required documentation. For a name change, provide a copy of the legal document (i.e. 

divorce decree, marriage license, or court order). 
• Pay the reactivation fee. Fees may be paid by a check or money order drawn in U.S. dollars and made payable to State 

of Colorado. All fees are non-refundable and subject to change every July 1. 
• Return the completed form, any required documentation, and the reactivation fee to: Division of Registrations, Office of 

Licensing, 1560 Broadway, Suite 1350, Denver, Colorado, 80202. 
• Prepare and submit a Mandatory Disclosure statement to our office. This is a form that you provide to each new patient 

and is required by state law. A list of the requirements for this form is attached, and all items must be included. Please 
visit our website at http://www.dora.state.co.us/acupuncturists for more information and to view an example.  

• Submit proof of malpractice insurance in one of the following amounts: 
 For a sole proprietor or general partnership, you must maintain $50,000 per incident and $50,000 per year of 

malpractice insurance. 
 For limited liability company or corporation, you must maintain $300,000 per incident and $300,000 per year of 

malpractice insurance. 
 
 

The content of this application must not be changed. If the content is changed, 
the applicant may be referred to the Colorado State Attorney General’s Office for violation of Colorado law. 

PART 1. 
 
Colorado Acupuncturist License No.:      Date License Inactivated:     

Name:                 
Last      First     Middle 

Previous Name(s):               

Social Security Number: *       Sex:  Male    Female 

Date of Birth:         Place of Birth:          

Mailing Address. This is a:  Home    Business 
  
                
Preferred mailing address (P.O. Box, street, city, state, & ZIP) 

Daytime Telephone:     E-mail Address:         

PART 2. 
Since the date your license has been inactive, have you been practicing as an Acupuncturist in the state of Colorado? 
  YES    NO 

Since the date your license has been inactive, have you been practicing as an Acupuncturist in another jurisdiction?   
  YES    NO 

List below each jurisdiction in which you are or have been licensed as an Acupuncturist (if needed, attach an additional 
sheet). 
             Is this license  Disciplinary  
  State   License #  Year license issued    Active?    Action?  

              YES     NO  YES     NO 
                
              YES     NO  YES     NO 

 

http://www.dora.state.co.us/registrations
http://www.dora.state.co.us/acupuncturists
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 APPLICANT NAME ____________________________________ 
 
 
Are there any pending complaints against you in any other jurisdictions?       YES   NO 
 
Have you ever had any disciplinary action taken against you by another jurisdiction?     YES   NO 

Have you ever committed or been convicted of a felony or entered a plea of nolo contendere to a felony?  YES   NO 

 If yes, please explain:             
               

 
 

 
 
I state under penalty of perjury in the second degree, as defined in §18-8-503, C.R.S., that the information contained 
in this application, to the best of my knowledge, is true and correct. 
 
 
                         

SIGNATURE             DATE 
 
 
*Social Security Number Disclosure:  Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a license issued 
pursuant to the authority set forth in title 12, C.R.S., by the Department of Regulatory Agencies, shall require the applicant's social security number. Disclosure of your 
social security number is mandatory for purposes of establishing, modifying, or enforcing child support under § 14-14-113 and § 26-13-126, C.R.S.; locating an 
individual who is under an obligation to pay child support as required by § 26-13-107(3)(a)(I)(A), C.R.S.; and reporting disciplinary actions to the Health Integrity and 
Protection Data Bank as required by 45 CFR §§ 61.1 et seq. Failure to provide your social security number for these mandatory purposes will result in the denial of 
your licensure application. Disclosure of your social security number is voluntary for disclosure to other state regulatory agencies, testing and examination vendors, 
law enforcement agencies, and other private federations and associations involved in professional regulation for identification purposes only. Your social security 
number will not be released for any other purpose unless provided for by law. 

 
 
 



 

 
MANDATORY DISCLOSURE CHECKLIST 

 
 
All items on this checklist must be included on the mandatory disclosure form provided to your 
patients. 

____ Your name, business address, and business phone number. 

____ Your fee schedule. 

____ A listing of your education, experience, degrees, memberships in professional 
organizations, certificates or credentials related to acupuncture awarded by such 
organizations, length of time required to obtain said degrees or credentials, and work 
experience. 

____ A list of any license, certificate, or registration in acupuncture or any other health care 
profession which was issued to you by any local, state, or national health care agency, 
including whether any such license, certificate, or registration was suspended or 
revoked. 

____ A statement that you are complying with all rules and regulations promulgated by the 
Colorado Department of Public Health and Environment, including those related to the 
proper cleaning and sterilization of needles used in the practice of acupuncture and the 
sanitation of acupuncture offices. 

____ A statement indicating that the practice of acupuncture is regulated by the Colorado 
Department of Regulatory Agencies including the address and phone number of the 
Director of the Division of Registrations in the Department of Regulatory Agencies. The 
Director’s address and telephone number is: 

Director of Registrations 
Acupuncturists Licensure 
1560 Broadway, Suite 1350 
Denver, CO  80202 
(303) 894-7800 

____ A statement that the patient is entitled to receive information about the methods of 
therapy, the techniques used, and the duration of therapy, if known. 

____ A statement that the patient may seek a second opinion from another health care 
professional or may terminate therapy at any time. 

____ A statement that in a professional relationship, sexual intimacy is never appropriate and 
should be immediately reported to the Director of the Division of Registrations in the 
Department of Regulatory Agencies. 

____ A statement indicating your training and experience in the recommendation and 
application of adjunctive therapies and herbs as defined by traditional oriental medical 
concepts. 

____ A space on the form for the patient’s signature, and date of signature. 
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