State of Rhode Island
DEPARTMENT OF BUSINESS REGULATION
DIVISION OF BUILDING, DESIGN AND FIRE PROFESSIONALS
STATE BUILDING OFFICE
560 Jefferson Blvd, Suite 100
Warwick, Rhode Island 02886

RHODE ISLAND STATE BOARD OF REGISTRATION
FOR PROFESSIONAL ENGINEERS

Request for Verification

Applicant requesting status of registration/license/examination: (to be filled out by applicant)

Name: Type of License/Registration
Street Address: License/Registration #
City, State, Zip Last four digits of SS#:
Date of Birth:
Status of applicant’s Certificate/Registration/License: to be filled out by jurisdiction)
Record Certificate # Date Issued Expiration Disciplinary Actions
Yes
Engineer in Training EIT No
Yes
Professional Engineer PE No
Yes
Other No
Disciplinary Actions:
Applicant’s Examination Record: (to be filled out by jurisdiction)
Exam Hours Result Date NCEES Exam Discipline
FE
PE
Other
Remarks:
Processing Instructions
Return completed form to: Attested by: Board Seal:
RI Board of Registration for Name:
Professional Engineers
560 Jefferson Blvd, Suite 100 Title:

Warwick, RI 02886

Signature:
or via email to:
dbr.designprof@dbr.ri.gov Date:
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