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* Please attach an explanation if the
applicant’s registration/license has
ever been revoked, suspended,
limited, or placed on probation. 

Month           Day              Year

Month      Day         Year

(Applicant Name)

(Specify Legal Title) Month           Day            Year

International Consultants
of Delaware, Inc.
3600 Market Street, Suite 450
Philadelphia, PA 19104-8629 USA

Please send this document 
and any attachments in 
English, via airmail to: �

FOR REGISTRATION AUTHORITY USE ONLY:

1.   This is to certify that _______________________________________ was first issued registration/license number __________________

to practice as a ______________________________________________________________________ on: _______/________/_______.

The expiration date of this registration/license is: _______/________/________.  Birth date of individual: _______/________/________

2.   Licensed by: 3.   License Status
� National/Provincial/State Examination � Active/Current � Expired
� Review of another license � Inactive � Restricted*
� Other: __________________________

4.    Name and location of professional education program completed: ___________________________________________________________

5.    Date of graduation : _______/________/________

6.    Was professional education program accredited/approved?    � Yes     � No      By whom? _____________________________________

7.    Type of program: � Diploma � Baccalaureate Degree
� Associate Degree � Other (specify) _____________________________________

8.    Signature of registration authority Date: _____/_____/_____
(Do Not Print) Sign entire name

Registration authority title: ____________________________________

State/Country/Province: _______________________________________

Request For Validation Of Registration/
License For PT Credentials Evaluation 

Dear Registration Authority:

Please promptly complete the bottom portion of this form and send it to the International Consultants of Delaware, Inc. (ICD) as validation of
my registration/license, accompanied by an English translation.

My ICD File# (required) is:

__________________________________________________________
Applicant Signature

The registration/license was issued under the name of:

My registration/license number is _________________________________________________________________________________________

I received my initial registration/license on: Month __________________________   Day ____________   Year ____________

My current registration/license is valid until: Month __________________________   Day ____________   Year ____________

My current name is: (if different than above)

(Print or type the names you used when registered/licensed.)
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PTDO NOT SEND THIS FORM WITHOUT
YOUR ASSIGNED ICD FILE NUMBER

IMPORTANT: OFFICIAL VALIDATION OF PROFESSIONAL REGISTRATION/LICENSE  MUST  BE RECEIVED BY REGULAR POSTAL MAIL.
ICD WILL NOT ACCEPT ANY REQUIRED OFFICIAL VALIDATION OF PROFESSIONAL REGISTRATION/LICENSE THAT HAS BEEN 
SENT BY A COURIER SERVICE. 




