
PRO BONO WORK APPROVAL FORM FOR CONTINUING EDUCATION 

Licensee  Information 

Name   ___________________________________ License Number ______________ 

Participating Organization Information 

Name of Facility/Organization _________________________ 

__________________________________________________ 

Mailing Address ____________________________________ 

Email Address  _____________________________________ 

Contact Person ____________________________________ Telephone Number _________________________________ 

Description of Activity 
Briefly describe the activity/event participated in by the optometrist 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

Hours Worked ________________ Credit Hours _____________________  
(Pro bono work shall earn 1 credit hour for each 3 hours of continuing education activity, up to a maximum 
of 6 credit hours per renewal cycle.)  

Pro Bono Certification 
This signature guarantees that no financial benefit was obtained for the activity. 

___________________________________________         ________________ 
Signature of Contact Person for the Organization/Facility  Date 

_______________________________________________________  _____________________ 
Participating Organization Name  Telephone Number 

__________________________________________________  ______________________ 
Board Approval  Date 
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