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HOME INSPECTOR EXAMINERS COMMITTEE 
Construction Industries Board  

2401 NW 23rd Street, Suite 2F, Oklahoma City, Oklahoma 73107 
Telephone: (405) 521-6550 Fax: (405) 521-6525 

http://ok.gov/cib/ 
 

APPLICATION FOR APPROVAL OF EDUCATION PROVIDER 
 

(Submit $100 fee, payable to Construction Industries Board (CIB), with this application.) 
 

Initial Approval:  Yes (     )       No (     )    
 
Provider Number : ________________ (if previously assigned) 
 
Provider:_____________________________ Telephone: ( ____ ) ___________ 
 
Address:_________________________________________________________ 
 
City, State, Zip:____________________________________________________ 
 
Contact Person:___________________________________________________ 
 
Title:________________________________ Telephone: ( ____ ) ___________                          
 
Contact Address:__________________________________________________ 
 
Contact City, State, Zip:_____________________________________________ 
 
 
"I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST 
OF MY KNOWLEDGE AND BELIEF AND THAT THE EDUCATION PROVIDER THAT I 
REPRESENT WILL COMPLY WITH THE HOME INSPECTION LICENSING ACT (59 O.S. § 
858-621, ET SEQ.) AND THE HOME INSPECTION INDUSTRY REGULATIONS 
(OAC 158:70) IN ALL ACTIVITIES CONDUCTED UNDER THE APPROVAL GRANTED 
BY THE HOME INSPECTOR EXAMINERS COMMITTEE." 
 
 
  _______________________________ 

FOR OFFICE USE ONLY  Signature of Authorized Provider Representative 

   

APPROVED:___________________  _______________________________ 
  Name of Authorized Provider Representative      

(Typed or Handwritten) 

DISAPPROVED:________________   

  _______________________________ 
DATE:________________________                                     Date 

   

BY:__________________________   

 
Note:  Use this form to gain initial approval of an education provider or to change previously 
submitted information. 
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