
The Department of Health and Human Services (DHHS) does not discriminate on the basis of disability, race, color, creed, gender, age, or 
national origin, in admission to, access to or operations of its programs, services, or activities or its hiring or employment practices.  This notice is 
provided as required by Title II of the Americans with Disabilities Act of 1990 and in accordance with the Civil Rights Acts of 1964 as amended, 
Section 504 of the Rehabilitation Act of 1973 as amended, the Age Discrimination Act of 1975, Title IX of the Education Amendments of 1972 and 
the Maine Human Rights Act.  Questions, concerns, complaints, or requests for additional information regarding the ADA may be forwarded to the 
DHHS’ ADA Compliance/EEO Coordinator, State House Station #11, Augusta, Maine 04333, 207-287-4289 (V) or 207-287 3488 (V), TTY: 800-
606-0215. Individuals who need auxiliary aids for effective communication in programs and services of DHHS are invited to make their needs and 
preferences known to the ADA Compliance/EEO Coordinator.  This notice is available in alternate formats, upon request.  
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John Elias Baldacci        Brenda Harvey 
Governor          Commissioner 

STATE OF MAINE 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

MAINE CENTER FOR DISEASE CONTROL AND PREVENTION 
DIVISION OF ENVIRONMENTAL HEALTH 

286 WATER STREET,  #11 STATE HOUSE STATION 
AUGUSTA, MAINE  04333-0011 

APPLICATION FOR REGISTRATION  OF X-RAY SERVICES 
1. APPLICANT INFORMATION 
NAME OF COMPANY OR INDIVIDUAL: 
 
MAILING ADDRESS: 
 
CITY:   
                                                                STATE:                         ZIP CODE: 
TELEPHONE:                                                     FAX: 
 
E-MAIL:  
 
2. GENERAL INFORMATION FOR SERVICES OR SERVICING PROVIDED  (Check all appropriate boxes) 
 

 Machine assembly, Removal,         Sales or Demonstration         Machine Loan or  Repair 
 Lease 
 Film Processing/Supplies                 Personnel Dosimetry            Survey Instrument Calibration      

                                                                      Services                                    
 Radioactive Source Services            Radiation Machine               Therapy Machine Evaluation 

                                                                Evaluation (<1 MeV)               (Orthovoltage and > 1 MeV)      
                                                                Diagnostic Energies 

  Other (List) ___________________________________________________________________ 
3. APPLICANT CERTIFICATION 
By signing this application, I affirm that I have read and understand the requirements of MRRP, Part F.  
I understand that, among other applicable provisions of these regulations, 
 
a. The filing of a radiation machine assembly report with the Maine Radiation Control Program is not a substitute for filing a 

federal (FDA 2579) form or in lieu of other notifications for the location of the installation or removal of a machine; 
b. Notification is required in writing within 10 days after any change which renders the information on this application no 

longer accurate, except upon application for renewal which must be made two weeks prior to expiration three years from 
the date of registration; and 

c. No individual will perform services or servicing which are not specifically stated above on the notification of registration; 
and  

d. No person shall make, sell, lease, transfer, lend or install x-ray equipment or radioactive material sources or auxiliaries and 
supplies necessary for the safe operation of such equipment unless such supplies and equipment, when placed in 
operation and use, will meet the requirements of the State of Maine Rules Relating to Radiation Protection.  Penalties may 
be assessed for failure to comply with the above regulations may result in modification, suspension or cancellation or 
registration and/or the imposition of substantial fines. 

 
AUTHORIZED SIGNATURE: _________________________________________ DATE: _____________ 


