
Ohio Department of Health

Application for Self Referral Screening Utilizing Radiation Generating Equipment
Rule 3701: 1-66-17 (A) of the Ohio Administrative Code

A. Facility Identification

 Name

 Ohio Radiation Source Handler Registration No. HCF License No. (If applicable)

 Address (Location where screening is conducted)

B. Proposed Screening Type
 Description of Disease or Condition

C. Population to be Examined

 Age Sex

 Physical Condition

 Other

D. Provide evaluation of known alternative screening not involving ionizing radiation that could achieve the goals of the proposed screening 

program. Indicate why these methods are not used in preference to an x-ray examination.

E. Provide a description of your X-ray Quality Assurance Program with specific reference to image quality control:
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F.  Provide a description of the procedure used to notify the individual screened and their physician of the results of the screening procedure, 
and any recommendations made by the screening facility or interpreting physicians:

 
G. Provide a description of the retention and or disposition of the radiographs, the accompanying reports, and any other record pertaining to 

the screening procedure:

H. Name and Qualification of the Physician Proposing the Screening Program:

Physician Name:______________________________  Ohio License No.: ___________________________  Exp. Date: ____________________

Attestation: I, ________________________________________ the physician responsible for the oversight of this screening program, 
hereby attest to the following: only individuals holding an appropriate and current Ohio radiologic license shall operate radiation-
generating equipment; all physicians interpreting x-ray studies shall hold a current Ohio medical license; and for mammography screening 
programs, only physicians trained in accordance with the current FDA regulations shall interpret mammograms.

Signed:______________________________________________________________                              Date: _____________________________

I.  Submitted by:
    Typed name and title

    Signature

    Contact telephone number

   Date

Return application to:
Ohio Department of Health
Bureau of Radiation Protection
Radiologic Technology Section
35 East Chestnut Street
Columbus, Ohio  43216
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