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Social Security # - -   For EPC use only:

Your Birth Date: - - 1 9

Name:

(M.I.)

Address:

- - - -

SECTION ( 2 )  I AM REQUESTING EXAMINATION IN THE FOLLOWING BODY PART (S)

√ Check one or more

Core

Chest

Extremities

Skull / Sinus

Spine

Bone Densitometry

(First Name)

(City)

(Street Number and Name ) 

(Select one or more areas you wish to be registered for examination)

(Last Name)

Application for Limited Scope ARRT Examination
Medical X-Ray   (or)   Bone Densitometry

This application is designed for use by the Examination Processing Center in 
conjunction with ARRT and various state agencies

Approved:

Suggestion regarding this next 
important step: 

If you are concerned as to what name or address to use when registering for this 
examination, utilize you drivers license as a guide. Your name and address must 
match your ID. IF your drivers license is out dated, update it to reflect your correct 
information, then register with the corrected and updated information.

SECTION ( 1 ) NOTE:    Remember !   Your NAME and ADDRESS must match your state approved identification (I.D.) in order 
to be admitted into the examination.  Print or type clearly !

Home 
Phone

(Sate)

Work 
Phone

(Zip)



SECTION ( 3 )  Statement of facts

SECTION ( 4 )  Instructions and fees

1)

2)

First attempt:

Limited Scope X-Ray
joel@limitedscope.com Bone Densitometry

Retake:

NOTE :  BD examination cannot be taken in
conjunction with X-ray examination

Re-windowing

window. 

NOTE:     (If you wish to extend your current 90 day window)  

Re-windowing requests must be made in writing and received in our  

FEES:

   MAIL your application to:    ( DO NOT FAX )

   Make Checks payable to: 

( Initial exam and/or upgrade)

(Revised 12/2007) ©

NO refund will be available after your application has been 
submitted to ARRT.

I, the undersigned, hereby verify that all statements and information contained in this application are true and 
correct. I have not omitted any information which may be of value to EPC in determining my qualifications per 
all guidelines as set forth by the State which you reside. I hereby verify that I have read and understand all 
rules and regulations set forth by the appropriate governing board pertaining to the use of ionizing radiation in 
the practice of Medical X-Ray and the operation of Medical X-Ray equipment.

(Print Name )

( Signature )

P.O. Box  41776

Download additional applications from our WEB SITE @   www.limitedscope.com

E-mail:

Office: 

$175.00
NOTE:  Same fee for one or more body parts.

Provided by EPC, Inc.

$50.00

All applications are to be submitted directly to EPC with 
eligibility being reviewed and verified at that time. If the 
information provided on your application meets EPC or 
your state guidelines, your application will be submitted 
to ARRT. At that time ARRT will notify you directly 
regarding your ninety (90) day examination window and 
furnish you with a complete instructional booklet. 
Review the informational booklet thoroughly .

Accuracy of the information provided on this application is YOUR RESPONSIBILITY!

office 48 hours prior to the end of your already established examination 

Re-windowing fee must accompany your written request.          
(NO EXCEPTIONS)

A refund of 50% is offered when your application is withdrawn in 
writing, prior to your application having been submitted to ARRT.

$225.00
$225.00

Nashville,  TN  37204

(615) 383-9499

( Date )

REFUND POLICY

Examination Processing Center


