
MARYLAND STATE BOARD OF MASSAGE THERAPY EXAMINERS 
4201 Patterson Avenue, Suite 301, Baltimore, Maryland 21215 

Office Main Telephone: 410 764-4738 
Email Address: mdh.bcmte@maryland.gov 

APPLICATION FOR LICENSE OR REGISTRATION 
IN MASSAGE THERAPY 

EDUCATION/PROFESSIONAL TRAINING (Minimum of 600 Hours in massage education at a Maryland massage school 
or program approved by the Board and MHEC.  Out-of-state applicants approved on a case-by-case basis.) 

1. Massage School:_____________________________________________ State:____________________________

Completion Date: ______________ Credit Hours/Contact Hours: ________ Clinical Hours completed: ________

State & Location in which you completed your Hands-on Clinical Training (do not leave this section blank):

State: _______________________ Physical Location: __________________________________________

2. Undergraduate School: ______________________________ Dates Attended:___________ to ____________

Credit Hours Completed: _____________________ List Degree(s) if any: _______________________

3. Graduate/Other School: _____________________________ Dates Attended:___________ to ____________

Credit Hours Completed: ________________________ List Degree(s) if any: _______________________

Request all official transcripts to be sent directly to the MD Board from the school/university/college.

Name: _________________________________________________________________________________________ 
(Last)    (First)    (Middle) 

Maiden Name/Transcript Name/Other Name if different from above (if applicable, provide supporting documents: 
court order, marriage certificate, etc.)_________________________________________________________________ 

SSN: ___________________ Date of Birth: _______________ Email (Required) _____________________________ 

Address: _________ 
(Street)  (City) (State) (Zip) 

Home Phone: _________________________ Cell: _______________________ Work: ________________________ 

Gender:   □Male □Female □Other (please state) ____________________._____ Pronoun 

LICENSURE HISTORY:  Have you previously, or do you currently hold any professional license (including massage), 
registration or certificate in this or any other state?              Yes_____ No_____. If yes, please list the state(s) 

1. State:__________________________________ Issuing Agency______________________________________

License # _________________________ Date Issued_______________ Expiration Date__________________

2. State:_____________________________  Issuing Agency_____________________________________

License # _________________________Date Issued_______________ Expiration Date__________________

Request all official verification(s) of “Good Standing” to be sent directly to the MD Board.

BOARD USE ONLY 

Check Date: _____________________  Check #:________________________________Check Amount: ________________ Initials:___________ 

Please print or type all information. 

Revised 09-23-21



Applicant’s Name:________________________________ 

To further its commitment to equal opportunity, the Board of Massage Therapy Examiners requests applicants 
voluntarily provide the following information. 

Race/Ethnic identification (please check all that apply): 
_____Hispanic/Latino   _____ Asian _____ White     ______Black/African American 
_____Native Hawaiian/Pacific Islander   _____American Indian/Alaska Native _____Other _________________ 

    (Please specify) 
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CRIMINAL HISTORY RECORDS CHECK  
BACKGROUND, CHARACTER & FITNESS QUESTIONS 

Please answer Yes or No to each question. If you answer Yes to any question, attach a separate 
page with a complete explanation of each occurrence include date, time, location, disposition, etc., 
and a copy of the disciplinary/court document (arrest, conviction, probation, rehabilitative programs, 
etc.) from the issuing agency. 

I affirm the answers provided above are true and accurate.  Initials 
All applicants must complete a criminal history records check (CHRC) as part of the application 
process. The guidelines/form for CHRC is attached to the application packet. Out of State applicants 
must contact the MD    Board at 410-764-4738 to request the fingerprint card. The fingerprint receipt 
must be included with the application submitted to the Board by the application deadline. 

CHRC RESULTS MUST BE RECEIVED BY THE BOARD BEFORE APPLICANTS MAY BE 
SCHEDULED FOR THE MD JURISPRUDENCE EXAMINATION. 

YES NO 

1. □ □ 

2. □ □ 

3. □ □ 

4. □ □ 

5. □ □ 

6. □ □ 

7. □ □ 

8. □ □ 

9. □ □ 

Have you ever been denied a license, certificate or registration in this or any state? 

Have you ever applied for and been denied a license, certificate, or diploma by a 
Professional, Government Agency or Licensing Board in any state or jurisdiction? 
Have you ever had a license, registration or certificate suspended, revoked, 
withdrawn, or terminated or investigated for any reason in any state or jurisdiction? 
Have you ever pled guilty, nolo contendre, no contest, or been convicted or 
received probation before judgment for any criminal act (felony or misdemeanor), 
including DWI or DUI, in any state of jurisdiction? 
Have you ever had any disciplinary action taken against you by any agency for any 
reason(s) related to treating the healthcare public or related to the practice of 
healthcare services in any state or jurisdiction? 
Are you now or have you ever been reliant on any drug, alcohol, prescription 
substance or controlled substance or medication? 
Do you have a physical or mental illness or disability that impairs your ability to 
practice? 
Have you ever been denied employment due to incompetence, unprofessional 
conduct, impairment, drug or alcohol abuse or addiction in any state or jurisdiction? 
Are there outstanding complaints, investigations, charges, or allegations pending 
against any of your licenses, certifications, or registrations in this state or any state? 
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REQUIRED DOCUMENTS I HAVE SUBMITTED WITH THIS APPLICATION 

Please check all that apply: 
 $300 Application Fee payable to MD Board of Massage Therapy Examiners 
 Copy of valid driver’s license or state issued ID Two (2) passport size photos 
 Copy of Massage School Transcript Copy of College Transcript 
 Copy of National Exam Score Report (MBLEX or NCBTMB) Copy of Fingerprint receipt 
 Copy of unexpired CPR Card (Healthcare Provider Level) 

VETERAN OR SPOUSE OF VETERAN 
 Copy of Military ID with application. 
 Spouse of Veteran, provide Military ID of spouse and Copy of Marriage Certificate. 

DOCUMENTS I HAVE REQUESTED TO BE SENT DIRECTLY TO THE MD BOARD 
 Official Massage School Transcript  Official College Transcript 
 Official National Board Score  Verification of Good Standing from out of state Board(s) 
 Three (3) Moral Character References 

OFFICIAL TRANSCRIPTS, NATIONAL BOARD SCORE AND CHRC RESULTS MUST BE RECEIVED BY THE 
BOARD BEFORE APPLICANTS MAY BE SCHEDULED FOR THE MD JURISPRUDENCE EXAMINATION. 

PROFESSIONAL REFERENCES 

Provide the names and contact information of three (3) Professional References that can attest to your 
massage therapy skills and moral character. These persons should work in the massage therapy field 
such as instructors, professors, independent practitioners or individuals in related professions such as 
chiropractic, physical therapy, or medicine. These individuals shall each complete a Certificate of 
Moral Character and send it directly to the Board. 

1. Name: ________________________________    Occupations:__________________________
Address:_______________________________    License #:____________________________ 
              _______________________________     Phone #:_____________________________ 
Email:_______________________________________________________________________ 

2. Name: ________________________________   Occupations:__________________________
Address:_______________________________    License #:____________________________ 
              _______________________________     Phone #:_____________________________ 
Email:_______________________________________________________________________ 

3. Name: ________________________________   Occupations:__________________________
Address:_______________________________    License #:____________________________ 
              _______________________________     Phone #:_____________________________ 
Email:_______________________________________________________________________ 
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JURISPRUDENCE EXAMINATION NO-SHOW AND FAILURE POLICY 

 
The following policy applies to applicants for massage licensure or massage registration. There are no waivers or 
exceptions to the following: 

 All applicants shall successfully take and pass the Board’s O n l i n e  Jurisprudence Examination to 
qualify for licensure or registration. 

 All applicants must take the examination within 30 days of receipt of the Board’s eligibility notification. 
Applicants who fail to take the examination, without prior notification to and approval by the Board, 
must wait at least sixty (60) days from the date of eligibility notification to retest. There are no 
refunds of the examination fee. 

 If an applicant passes the examination, the applicant’s file will be submitted for processing. 

 An applicant failing the examination the first time may retest any time within the 30-day timeframe. 

 An applicant failing the examination a second time may retest again only after waiting at least sixty (60) 
days from the date of the second failure. 

 An applicant failing the examination a third time may retest only after (1) waiting at least ninety (90) 
days from the date of the third failure; (2) meeting with the Board or the Board’s designees at its 
request; (3) and the approval of the Board. Final approval regarding retesting availability will be 
made by the Board upon written request of the applicant. 

 An applicant’s file shall be closed/terminated one (1) year from the original application date 
regardless of the status of the applicant in the examination process. At such occurrence, the 
applicant may reapply for qualification and submit all required fees, documentation, and a n  
a p p l i c a t i o n  form as a new applicant. Any/all previous examination failures will be applied to 
the new application. For example, an applicant failing the examination three (3) times under the first 
application and then reapplying after a lapse of one year, will still have three (3) failures credited to 
the application and will require approval of the Board to retest. 

 
 

Acknowledgement 
 

I have read, understand, and consent to the provisions of the above-stated policy. 
 
 
________________________________________________   _________________  

      Signature  Date 
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ATTESTATION 
I agree to abide by the laws and regulations governing the practice of massage therapy found in 
Maryland Code Annotated, Health Occupations Article §§6-101 et seq. and in the Code of 
Maryland Regulations 10.65.01 et seq. and to take all examinations necessary for the processing 
of my application. Upon issuance of a license or registration, I agree to be bound by the Code of 
Ethics. 

I have read the Massage Therapy statute and regulations. I acknowledge and agree that the 
burden is solely on me to produce all adequate and acceptable proof of educational, professional 
and character qualifications sufficient to meet the requirements for licensure or registration. 

I agree to hold the Maryland State Board of Massage Therapy Examiners, its members, officers, 
staff, agents and examiners free from any damage or claim for damage or complaints by reason of 
any action they or any one of them take in connection with this application, the examination 
proctor, the grades, with respect to any examination, and/or failure of the Board to issue me a 
license or registration. I hereby grant permission to the Board to seek any and all information or 
references it deems fit in securing my credentials pertinent to this application. I further agree that if 
issued a license or registration to practice massage therapy, upon suspension, revocation, or 
cancellation of such license or registration; I shall return the official license or registration back to 
the Board. 

The information provided in this application is truthful and correct to the best of my knowledge 
and belief. I understand that providing false information of any kind or omitting information 
known to me may result in the voiding of this application. I agree that all documents and fees 
submitted with this application are the property of the Board and are non-refundable. 

______________________________ _____________________________ __________ 
Print Name  Applicant’s Signature  Date 

NOTARY CERTIFICATION: 

State:_____________________________  City/County:_____________________________________ 
The undersigned notary public attests that the above-signed individual/applicant has presented photo 
identification and has signed the above under oath/affirmation. 
Signed and sworn before me this _________ day of___________________________, _____________. 
_____________________________________________ ____________________________ 
Name and signature  Date My Commission Expires 

NOTARY SEAL Please provide two (2) passport type, 
color, head and shoulder photos on a 
solid background. 

Photos must be 2”x2” or 2”x3”. Full 
body photos are not acceptable. 

Affix one photo to this box and 
paperclip the other photo to this page. 

Revised 08-04-21
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Are you aware of any facts relating to misconduct, administrative, criminal, or civil action against the 
Applicant that may affect the Applicant’s abilities as a massage professional? 

No Yes If yes, please attach a detailed explanation to this page. 

MARYLAND STATE BOARD OF MASSAGE THERAPY EXAMINERS 
4201 Patterson Avenue, Suite 301, Baltimore, MD 21215 
Office (410) 764-4738  Email: mdh.bcmte@maryland.gov 

CERTIFICATE OF MORAL CHARACTER 

(To be completed by a licensed massage therapist/practitioner in good standing or an instructor) 

Name of Applicant: __________________________________________________________________ 
I hereby certify that I am personally and/or professionally acquainted with the applicant and I am able 
to attest to his/her moral character and ability to professionally serve as a massage therapist/practitioner 
and protect the healthcare of the citizens of Maryland. 

Please describe the manner in which you are familiar with the Applicant, including the length of time 
you have known him/her.       

(Check One)   ___________Applicant is of good moral character, and I recommend him/her for 
licensure/registration by the Maryland State Board of Massage Therapy Examiners. 

 __________I do not recommend Applicant for licensure/registration by the Maryland 
State Board of Massage Therapy Examiners. 

I attest that the information provided is true and correct to the best of my knowledge and beliefs. 

Print Name and Credentials Signature Date 

License Number Issuing State Issue Date Expiration Date 

Street Address City State Zip 

Contact Phone Number(s)     Email 

PLEASE RETURN THE COMPLETED FORM DIRECTLY TO THE BOARD. 









                                                   Applicant’s Name _____________________________________         

EXPLANATION 
CRIMINAL HISTORY RECORDS CHECK BACKGROUND QUESTIONS 
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